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Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
md  the  psychotropic  action  of  Valium®  (diazepam). 


“ The  history  of  science , and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice .” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product! 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs  ! 


Doctor  of  Medicine 


^ouis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  d 
of  money.  I wish  we  coi 
agree  on  a “grandfatl 
clause”  approach  to  prej 
rations  that  have  been  ini 
for  a number  of  years  a 
that  have  an  apparen 
satisfactory  track  record 
For  example,  I thi 
some  of  the  antibiotic  co 
binations  that  were  tale 
off  the  market  by  the  FI 
performed  quite  well.  I j 
thinking  particularly 
penicillin  - streptomyc 
combinations  that  patiei 
— especially  surgical  ] 
tients  — were  given  in  c 
injection.  This  made  : 
less  discomfort  for  the  { 
tient,  less  demand 
nurses’  time,  and  few 
opportunities  for  dosa 
errors.  To  take  sucl 
preparation  off  the  marl 
doesn  t seem  to  be  go 
medicine,  unless  actual  i 
age  showed  a great  deal 
harm  from  the  injectic 
(rather  than  the  prop 
use)  of  the  combination. 

The  point  that  should 
emphasized  is  that  the 
are  both  rational  and  in 
tional  combinations.  T 
real  question  is,  who  shoi 
determine  which  is  whic 
Obviously,  the  FDA  mi. 
play  a major  role  in  mg 
ing  this  determination,  j 
fact,  I don't  think  it  c ; 
avoid  taking  the  ultimo | 
responsibility,  but  it  shoe 
enlist  the  help  of  outsi , 
physicians  and  experts  . 
assessing  the  evidence  a 
in  making  the  ultimate  c. 
cision. 


One  of  a series 
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Maker  of  Medicine 


\V.  Clarke  VVescoe,  M.D. 
President 

Winthrop  Laboratories 


If  two  medications  are 
lsed  effectively  to  treat  a 
certain  condition,  and  it  is 
mown  that  they  are  com- 
patible, it  clearly  is  useful 
ind  convenient  to  provide 
hem  in  one  dosage  form, 
[t  would  make  no  sense,  in 
’act  it  would  be  pedantic, 
:o  insist  they  always  be 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
aries the  combination  be- 
muse it  is  a fixed  dosage 
form.  When  the  “expert” 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose’ 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients.  When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  hut  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street , N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Guest  Editorial 


Candid  Thoughts 
or 

"Liddle"  known  thoughts  of  dubious  interest- 

OUR  GOVERNMENT,  any  government,  desires  and  must  keep  its 
productive  citizens  alive  and  well,  if  only  from  a business  standpoint. 
A hale  and  hearty  citizen  is  a productive  worker  with  a healthy  family 
which  does  not  incur  an  illness-caused  financial  drain;  he  is  able  to  pay  his 
taxes  and  not  be  a drain  on  public  funds. 

We  hear  of  a “doctor  shortage”,  and  the  need  to  alleviate  it.  I feel  that 
we  do  not  have  a deficiency  of  physicians,  except  in  time  and  place.  In  our 
not  too  distant  past,  how  many  physician  man-hours  were  freed  by  the  small- 
pox vaccine  and  by  public  health  supervision  of  our  drinking  water  sources? 
How  many  physician  man-hours  were  later  freed  by  the  development  and 
use  of  diphtheria,  tetanus,  and  pertussis  vaccines?  More  recently,  polio  vac- 
cines have  not  only  obliterated  dread  of  this  terrible  disease,  but  have  also 
freed  more  physician  man-power  hours.  The  very  recently  developed  measles 
vaccine  has  added  untold  time  to  our  productivity  and  the  rubella  and 
mumps  vaccines  promise  to  add  more.  In  addition  to  these  medical  advance- 
ments, how  many  more  productive  working  hours  may  possibly  be  added 
by  using  physicians’  assistants  and  other  aides,  by  reducing  environmental 
pollution,  by  nutritional  improvements,  etc.? 

When  trainmen  and  airline  personnel  strike,  when  truly  essential  workers 
such  as  policemen,  postmen,  and  even  garbage  workers  strike,  observe  the 
marked  disruption  of  our  finely  attuned  society.  Imagine  the  consternation 
that  would  be  caused  by  a doctors’  strike , and  such  is  not  impossible  as  exem- 
plified by  events  in  France,  Canada,  and  Great  Britain.  This  could  happen 
here  if  our  physicians  should  be  pushed  to  the  wall  by  those  who  profess 
the  public  good  but  who  are  motivated  by  other  reasons.  We  should  note 
that,  in  each  of  the  foreign  instances  mentioned,  the  governments  involved 
suffered  the  indignity  of  having  to  back  down  in  front  of  an  enraged  and 


determined  medical  community.  After  all,  bureaucrats,  politicians,  news- 
paper publishers,  and  sociologists  are  not  able  to  practice  a particularly  good 
grade  of  medicine. 

If  we,  as  a nation,  can  tolerate  that  one  or  two  percent  of  our  elected, 
national  legislators  may  not  be  above  reproach  in  their  financial  and  ethical 
affairs,  why  can  we  not  assume  that  lesser  mortals  may  not  also  go  astray  in 
not  dissimilar  percentage  numbers.  I condone  my  few  fellow  physicians 
who  wander  away  no  more  than  I do  our  equally  few,  and  also  astray,  public 
officials. 

I do  not  condone,  no,  I condemn,  my  fellow  physicians  who  may  over- 
charge and  misrepresent  their  services.  I also  condemn  those  very  few  who 
might  unnecessarily  prolong  hospitalization,  overtreat,  or  needlessly  pre- 
scribe. But  here  we  realize  that  the  judgment  of  one  single  “expert”  does 
not  suffice  to  judge  the  malefactor— he  is  to  be  judged  only  by  a jury  of  his 
peers.  A suspected  malfeasant  in  medical  practice  cannot  be  judged  by  lay- 
men, and  would  not  be  so  unless  the  judge  or  jury  would  be  authorized  or 
self-appointed  witch  hunters. 

We  physicians  who  work  50  to  70  hours  a week,  plus  other  uneasy  hours 
of  being  “on  call”,  have  little  time  left  for  more  conferences,  fruitless  meet- 
ings and  such.  I feel  that  we  would  all  be  amazed  at  the  physician  man- 
hours lost  in  our  attendance  of  non-scientific  meetings  and  I wonder  that 
the  IRS  has  not  expressed  alarm  at  loss  in  tax  revenues  resulting  from  such 
meetings. 

We  know  that  hospital  charges,  elevated  by  the  minimum  wage  laws  and 
other  inflationary  factors,  are  responsible  for  the  large  bulk  of  medical  care 
costs.  Why  then  do  some  men— politicians,  not  statesmen— direct  their  fire 
at  the  physicians  and  not  at  the  problems  of  their  own  creation?  Especially 
since  the  physician  who  is  able  to  earn  an  income  of  note  is  unmercifully  taxed 
on  the  amount  that  our  social  planners  deem  to  be  “excessive  income”.  A 
careful  review  of  our  social  planners’  statements  show  that  they  are  not  inter- 
ested in  production  of  medical  personnel,  our  efficiency,  or  the  good  done 
by  physicians.  Instead,  they  bemoan  that  doctors  make  “too  much  money”. 
Many  of  our  fellow  citizens  “moon-light”  on  other  jobs,  after  their  sched- 
uled forty  hours  per  week,  to  make  ends  meet.  Our  physicians  also  “moon- 
light” but  in  the  work  of  our  profession. 

We  should  emphasize  to  our  critics  that  a well  trained  physician,  during 
his  many  years  of  training,  could  have  as  well  earned  an  engineering  degree, 
and  a masters  degree,  and  a law  degree,  and  a Ph.D.,  and  still  have  had  time 
left  over!  Few  physicians  begin  practice  before  the  age  of  thirty,  and  few 
have  a secure  practice  before  the  age  of  thirty-five  years.  Also,  many  at 
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the  age  of  thirty-five,  or  even  older,  are  still  repaying  debts  to  relatives  for  aid 
given  during  the  years  of  training. 

Is  it  then  a wonder  that  such  men,  motivated  by  their  goals  which  were 
reached  with  such  difficulties,  are  just  a bit  intolerant  of  social  architects  who 
have  given  so  little  in  comparison? 

Physicians  are  always  conscious  of  death.  We  are  aware  of  the  published 
average  life  spans  and  we  know  that  we,  as  a professional  group,  have  a lesser 
life  span  than  our  fellow  citizens,  as  well  as  a higher  divorce  and  suicide  rate. 
In  the  broadest  sense,  I feel  that  we  physicians  give  more  than  nearly  any 
other  group  in  our  society.  And,  being  mostly  self-employed,  and  in  the 
“just  above  middle  class”  income  group,  we  feel  the  bite  of  taxes  greatly. 
Although  we  have  historically,  and  without  complaint,  cared  for  our  indigent 
population,  we  are  now  offered  payment  by  society,  under  the  labels  of 
“Medicare”  and  “Medicaid”,  but  with  reservations  and  many  questions. 

When  we  discuss  the  future  of  medical  care  in  our  State  and  nation,  and 
the  future  role  of  our  profession,  we  must  emphasize  several  points: 

1 ) Politicians  and  social  planners  cannot  practice  medicine. 

2)  Allowing,  by  statute,  medical  practice  by  chiropractors  and  other 
cultists  does  not  ensure  better  medical  care  or  even  increase  our  present 
medical  manpower. 

3)  A physician,  like  a capital  naval  ship,  cannot  be  created  overnight  or 
on  demand.  A person  who  aspires  to  be  a physician  today  needs  to 
be  motivated  and  a profession  under  fire  loses  much  of  its  attraction. 

4)  The  American  physician  is  fundamentally  individualistic.  Anyone  who 
has  tried  to  get  three  physicians  to  agree  on  almost  anything  must 
concur  with  this  remark.  No  system  of  national  medical  care,  imposed 
on  the  medical  profession,  is  likely  to  succeed,  and  we  must  see  that  it 
would  not. 

William  D.  Liddle,  Jr.,  M.D. 


2301  Fall  Hill  Avenue 
Fredericksburg , Virginia  22401 
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President's  Address 


HEN  ONE  ACCEDES  TO  THIS 
OFFICE,  the  first  feeling  or  emotion  he 
has  is  one  of  considerable  pride.  It  is  the  high- 
light of  any  man’s  career,  and  I am  most  deeply 
grateful  and  humble. 

The  euphoria  lasts  for  only  a few  days.  It 
is  abruptly  replaced  by  a sense  of  overwhelm- 
ing responsibility.  This  lasts  for  the  next 
twelve  months.  This  change  in  attitude  is 
brought  about  by  news  of  some  problem  that 
has  developed  and  requires  action  by  the  So- 
ciety. Such  news  may  come  from  some  other 
officer  or  from  the  Headquarters  office.  Be- 
fore getting  into  a discussion  of  some  of  these 
problems,  I would  like  to  emphasize  that  our 
Headquarters  office  solves  many  more  prob- 
lems than  it  ever  passes  on  to  us.  This  Society 
could  exist  and  do  well  without  you  or  me, 
but  without  Bob  Howard  and  his  able  staff,  it 
would  be  like  a ship  without  a rudder.  There 
is  no  doubt  in  my  mind  that  we  have  the  best 
Executive  Secretary  of  any  of  the  Societies  in 
the  United  States. 

Last  year  this  House  of  Delegates  passed 
several  specific  suggestions  and  resolutions  for 
action  to  be  taken  by  the  President.  Among 
these  were: 

1— That  he  visit  as  many  of  the  local  con- 
stituent societies  as  possible  during  the  year. 
Every  effort  has  been  made  to  comply  with 
this  directive  and  every  invitation  that  has  been 
received  has  been  accepted,  and  the  visit  made. 
This  has  been  by  far  the  most  pleasant  duty  of 
the  year.  I have  been  very  graciously  received 
and  the  opportunity  to  exchange  information 
and  ideas  with  the  members  has  been  extremely 
rewarding.  The  physicians  of  Virginia  are 
dedicated  to  the  provision  of  good  medical  care 

Presented  at  the  Annual  Meeting  of  The  Medi- 
cal Society  of  Virginia,  Williamsburg,  November 
5-8,  1972. 


WILLIAM  S.  HOTCHKISS,  M.D. 

Norfolk,  Virginia 

to  their  patients;  they  are  rightfully  concerned 
with  the  threats  of  actions,  especially  at  the 
national  level  which  might  limit  their  ability 
to  maintain  high  quality  care;  and  they  don’t 
hesitate  to  ask  difficult  and  sometimes  unan- 
swerable questions  about  what  the  leadership 
is  doing  to  protect  us  from  this  growing  gov- 
ernmental onslaught. 

2—  The  second  directive  was  that  every 
effort  be  made  to  promote  AMA  membership 
and  to  apprise  the  members  of  the  advantage 
both  collectively  and  individually  of  member- 
ship by  every  physician  in  Virginia.  I have 
been  fully  dedicated  to  this  proposition  for 
many  years.  Several  of  the  states  have  recog- 
nized this  advantage  to  such  an  extent  that  they 
employ  the  unit  membership  rule  wherein  a 
physician  joins  and  pays  dues  to  the  County 
Society,  the  State  Society  and  the  AMA  in  a 
collective  or  unit  fashion.  Our  AMA  mem- 
bership has  grown  by  105  members  and  our 
State  Society  membership  by  276.  We  need 
to  keep  working  on  this  problem  as  Virginia  is 
one  of  the  lowest  states  in  percentage  of  physi- 
cians holding  membership  in  the  AMA. 

3—  The  third  directive  was  that  the  President 
appoint  a ten-man  committee  with  one  phy- 
sician from  each  Congressional  District  to 
study  the  problem  of  Peer  Review  and  to  make 
recommendations.  The  Council,  after  consul- 
tation with  the  local  constituent  medical  so- 
cieties, was  authorized  to  take  appropriate 
action.  Under  the  able  chairmanship  of  Dr. 
Robert  K.  Maddock  this  has  been  one  of  the 
best  and  hardest  working  committees  of  this 
year  or  any  other  year.  The  opportunity  to 
work  with  the  EMCRO  study  group  at  Char- 
lottesville has  been  a tremendous  advantage. 
I have  attended  almost  all  of  the  meetings  of 
this  committee.  The  Council  has  received  and 
reviewed  its  report,  and  you  and  the  full  mem- 
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bership  of  the  Society  will  have  an  opportunity 
to  consider  it  in  one  of  the  Reference  Com- 
mittees. Rather  than  spend  your  time  enlarg- 
ing on  my  views  at  this  time,  I will  plan  to 
testify  before  the  Reference  Committee. 

Some  of  my  predecessors  have  brought  us 
profound  philosophical  messages.  They  are 
most  impressive  to  read  and  I wish  that  I could 
produce  the  same.  Even  if  I were  capable  of 
such  a creation,  it  is  my  judgment  that  circum- 
stances preclude  such  an  approach  this  year. 
Probably  every  one  who  has  held  this  office 
is  convinced  that  more  problems  arose  during 
his  tenure  than  during  any  other.  It  is  entirely 
possible  that  most  of  us  are  correct,  because 
the  problems  of  organized  medicine  seem  to 
increase  each  year.  Many  unsolved  or  only 
partially  solved  problems  are  being  passed  on 
to  my  successor,  and  while  they  couldn’t  go 
into  better  hands,  I feel  that  it  is  my  obligation 
to  spend  my  time  discussing  some  of  them  with 
you  briefly. 

H.M.O/s 

If  there  is  one  thing  that  is  being  oversold  to 
the  American  public  at  this  time  it  is  the  so 
called  H.M.O.  I have  spoken  and  written 
extensively  on  this  subject  during  the  past  year, 
but  would  still  feel  remiss  if  I didn’t  at  least 
mention  it  at  this  point. 

It  is  being  touted  by  some  as  the  panacea, 
the  answer  to  all  of  our  problems  in  the  de- 
livery of  health  care.  The  entire  concept  is 
based  on  a number  of  fallacious  precepts,  and 
while  time  does  not  permit  the  enumeration  of 
all  or  even  most  of  them,  a few  practically 
demand  mention: 

1— The  first  fallacy  is  that  the  elimination  of 
any  direct  fee  for  medical  service  is  the  key 
to  efficient  delivery  of  good  care.  The  theory 
here  is  that  the  requirement  to  pay  a fee  is  act- 
ing as  a barrier,  and  discouraging  the  patient 
from  seeking  medical  attention. 

a— Almost  all  of  us  in  this  room  can  testify 
to  the  inaccuracy  of  this  concept  when  we 
reflect  on  the  frequently  exhausting  load  of 
patients  in  our  waiting  rooms. 


b— But  even  more  significant  is  the  state- 
ment of  Sidney  Garfield,  in  his  article  in  the 
Scientific  American  in  1970,  that  he  has 
gradually  come  to  the  conclusion  that  the 
elimination  of  the  direct  fee  for  service  is  an 
even  greater  threat  to  the  efficient  delivery 
of  good  medical  care,  because  it  clogs  up  the 
facilities  with  what  he  so  aptly  termed  the 
“worried  well”.  And  Dr.  Garfield  should 
certainly  be  in  a position  to  know  because 
he  is  the  founder  of  the  Kaiser-Permanente 
Plan. 

2— The  second  fallacious  precept  is  that 
marvelous  new  things  can  be  accomplished  in 
the  field  of  preventive  medicine.  There  are 
several  things  wrong  with  this  idea: 

a— The  first  is  that  the  care  of  the  human 
body  does  not  work  exactly  like  the  care  of 
an  automobile,  or  any  other  machine.  Ac- 
tually, with  a few  exceptions,  it  is  difficult 
to  prove  that  regularly  scheduled  examina- 
tions pay  off  in  terms  of  better  health  or 
longer  life. 

b— The  second  thing  wrong  with  this  idea 
is  that  the  medical  profession  is  presumed  to 
have  a vast  array  of  preventive  medical  serv- 
ices somewhere  on  the  shelf  that  we  are 
withholding  for  some  unknown  reason  from 
the  American  public.  Nothing,  of  course, 
could  be  much  further  from  the  truth.  The 
fact  is  that  we  are  already  practicing  a good 
brand  of  preventive  medicine,  certainly  far 
better  than  that  practiced  in  the  average 
H.M.O.  The  latter  with  its  high  patient  to 
physician  ratio,  and  forty-hour  physician 
work  week,  is  hard  put  to  provide  even 
symptomatic  care. 

But  the  feature  of  H.M.O. ’s  which  disturbs 
me  most  seriously  relates  to  the  incentive  fac- 
tor of  the  physician  to  deliver  care. 

Proponents  of  this  system  cite  this  as  an  ad- 
vantage and  point  out  that  since  the  physician 
receives  no  more  money  for  additional  services, 
he  does  not  perform  too  many  laboratory  or 
x-ray  studies  or  operations  and  does  not  hos- 
pitalize the  patient  without  an  absolute  indica- 
tion. 
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What  we  really  have  working  here  is  a 
strong  negative  incentive  or  disincentive  to 
provide  care.  In  most  H.M.O.’s  the  physician 
receives  a fixed  salary  for  the  year.  At  the  end 
of  the  year  he  receives  a bonus  which  may  be 
several  thousand  dollars  and  is  based  on  the 
profit  of  the  corporation  of  which  he  is  an 
employee.  It  follows  that  every  unit  of  medi- 
cal care  of  any  kind  which  he  provides  to  an 
enrollee,  reduces  his  total  income  for  the  year. 

When  I get  sick  I want  the  doctor  who  takes 
care  of  me  to  be  positively  motivated  to  get 
all  the  laboratory  and  x-ray  studies  that  may  be 
indicated.  If  hospitalization  is  indicated,  I want 
him  to  be  ready  and  willing  to  admit  me.  I 
surely  don’t  want  any  reverse  motivation 
working  with  my  physician  primarily  in- 
terested in  saving  money  for  his  corporate  em- 
ployer indirectly  for  himself. 

One  could  easily  spend  the  next  thirty 
minutes  discussing  the  deficiencies  of  this  type 
of  care,  but  there  are  more  important  matters 
to  which  we  must  direct  our  attention. 

Comments  on  Physicians1  Assistants 

The  matter  of  just  what  The  Medical  So- 
ciety of  Virginia  should  do  about  physicians’ 
assistants,  just  how  much  they  should  be  al- 
lowed to  do,  and  just  what  they  are  capable 
of  doing,  remains  unsolved.  This  is  an  ex- 
tremely heterogenous  group  of  people.  Their 
training  is  in  no  way  standardized  and  varies 
from  an  excellent  two-year  program  at  Duke 
Medical  School  down  to  a few  months  at  other 
training  sites.  There  are  over  100  registered 
training  courses  for  physicians’  assistants  in  the 
United  States. 

When  one  reads  of  some  of  the  things  that 
they  are  qualified  to  do,  it  is  alarming.  This 
includes  thoracenteses,  proctoscopies  and  other 
procedures  of  similar  magnitude.  All  of  us 
know  of  major  complications,  and  even  oc- 
casional death,  which  have  followed  these  pro- 
cedures even  when  they  are  done  by  well 
trained  physicians.  Such  complications  will  in- 
evitably develop  when  they  are  done  by  the 
physician’s  assistant.  The  medico-legal  aspects 
of  such  a complication  under  these  circum- 
stances are  frightening  indeed. 


The  development  and  utilization  of  this  type 
of  personnel  is  quite  appealing  to  many  of  our 
legislators,  at  both  the  State  and  Federal  levels, 
who  do  not  understand  how  medicine  is  prac- 
ticed. One  basic  fact  that  they  fail  to  grasp 
is  that  the  first  and  most  fundamental  act  in 
rendering  medical  and  surgical  care  is  the 
assumption  of  the  responsibility  for  the  proper 
management  of  the  patient  and  his  illness.  This 
the  physician’s  assistant  is  not  prepared  to  do. 
The  proposal  here  is  not  that  we  oppose  this 
concept  altogether,  but  rather  that  we  proceed 
with  extreme  care  and  try  to  effect  some  stan- 
dardization in  their  training. 

Often  when  I am  spending  30  or  40  minutes 
in  the  Record  Room  completing  charts,  I re- 
flect on  how  much  better  it  would  be  if  the 
physician  could  be  relieved  of  this  type  of 
menial  work  by  the  provision  of  additional 
clerical  help,  and  in  this  way  have  more  time 
remaining  to  do  his  own  technical  procedures. 

In  some  hospitals  nurses  have  gone  a long 
way  toward  allowing  themselves  to  be  rele- 
gated to  the  desk,  doing  paper  work,  while 
others  who  are  less  capable,  render  bedside 
care.  We  will  be  foolish,  indeed,  if  we  allow 
this  to  happen  in  our  profession,  and  it  may 
be  a bigger  threat  than  we  realize.  In  this  con- 
nection I am  convinced  that  the  best  physi- 
cian’s assistant  that  the  medical  profession  can 
develop  will  come  from  the  nursing  corps. 
The  nurses  have  the  tremendous  advantage  of 
having  standardized  periods  of  training;  and 
they  have  a long  history  of  working  under  the 
supervision  of  the  physicians,  and  of  recogniz- 
ing and  adhering  to  the  limitations  of  their 
ability.  Their  full  potential  has  yet  to  be  de- 
veloped. 

Continuing  Medical  Education 

Continuing  medical  education  is  an  idea 
whose  time  has  arrived.  Several  states,  includ- 
ing California,  Oregon,  Tennessee,  Pennsyl- 
vania, and  Massachusetts,  have  organized  state 
supervised  programs  of  medical  education. 
The  idea  is  rapidly  spreading  to  other  states. 
Early  in  the  year  a subcommittee  of  our  Com- 
mittee on  Medical  Education  was  appointed 
under  the  chairmanship  of  Dr.  Pinson  Neal  to 
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explore  the  idea  of  organizing  an  institute  for 
continuing  education  under  the  auspices  of 
The  Medical  Society  of  Virginia.  While  this 
is  still  in  the  exploratory  stages,  it  is  a plan 
which  we  should  follow  up  and  consider  for 
future  development.  Everything  that  we  do  to 
upgrade  medical  education  will  help  in  our 
continuing  legislative  battles  with  the  unscien- 
tific cultists  in  medical  care. 

Legislative  Committee 

The  Legislative  Committee  has  always  been 
one  of  our  most  important  committees. 
Changes  which  are  taking  place  in  our  Society 
are  increasing  its  importance  and  its  duties  be- 
yond anything  known  in  the  past.  The  Vir- 
ginia Assembly  now  meets  every  year  instead 
of  every  other  year.  Increasing  numbers  of 
health  related  bills  are  being  introduced  each 
year.  Our  Legislators  are  men  of  good  will 
but  it  is  going  to  take  a major  effort  to  keep 
them  accurately  informed  of  the  facts  con- 
cerning all  of  this  proposed  legislation.  Only 
in  this  way  will  appropriate  laws  be  passed  to 
preserve  our  ability  to  deliver  good  medical 
care  to  the  citizens  of  our  State.  It  is  for  this 
reason  that  I have  asked  each  constituent  local 
society  to  set  up  a Legislative  Committee. 
There  must  be  close  liaison  between  the  State 
committee  and  these  local  committees.  The 
name  of  each  local  committee  chairman  should 
be  recorded  in  the  Headquarters  office,  and  in 
the  office  of  the  chairman  of  the  State  commit- 
tee. With  this  type  of  organization,  effective 
and  rapid  state  wide  action  can  be  taken  when 
something  unexpected  develops  during  the 
active  session  of  the  Assembly.  There  is  no 
doubt  that  the  membership  of  this  Society  can 
exert  tremendous  pressure  to  good  purpose  if 
we  organized  properly.  The  Women’s  Auxil- 
iary is  ready  and  willing  to  help  and  their 
services  should  be  utilized.  The  really  effective 
time  to  reach  our  Legislators  is  in  November 
and  December  before  the  Assembly  convenes. 
The  Legislators  are  so  busy  that  they  are  prac- 
tically inaccessible  after  the  formal  sessions 
begin. 

The  most  important  assignment  facing  the 
Legislative  Committee  at  this  time  is  the  strug- 


gle against  chiropractic.  The  immediate  ob- 
jective for  the  1973  session  of  the  General 
Assembly  should  be  to  have  chiropractic  treat- 
ment removed  from  the  new  health  insurance 
program  for  state  employees.  The  long  term 
objective  should  be  the  elimination  of  chiro- 
practic as  a recognized  branch  of  the  healing 
arts  in  our  State.  In  spite  of  considerable  ad- 
vice to  the  contrary,  I am  convinced  that  this 
is  an  attainable  legislative  goal.  It  is  conceded 
that  our  opponents  have  a powerful  lobby,  and 
are  willing  to  tax  themselves  huge  sums  of 
money  to  maintain  it.  But  our  legislators  are 
men  of  high  purpose,  and  their  vote  is  not 
for  sale;  and  when  we  allow  76  chiropractors 
to  defeat  5,000  licensed  physicians  at  the  legis- 
lative level,  we  are  forced  to  admit  that  we  are 
not  properly  organized.  The  case  against 
chiropractic  is  overwhelming  and  unassaila- 
ble, and  if  we  get  the  facts  to  our  legislators, 
the  facts  will  overcome  their  dollars  and  we 
will  win  this  struggle  for  better  medical  care 
for  the  citizens  of  Virginia. 

Comment's  On  the  Nominating 
Committee  of  The  Medical  Society 
of  Virginia 

You  will  recall  at  the  last  meeting  that  the 
Chairman  of  the  Nominating  Committee  in 
his  report  to  the  House,  expressed  dissatisfac- 
tion in  the  way  the  Nominating  Committee  has 
functioned  in  the  past.  This  view  is  by  no 
means  universal,  but  there  is  considerable  feel- 
ing among  the  membership  that  there  is  room 
for  improvement.  One  of  the  principal  diffi- 
culties is  that  with  a ten  member  Nominating 
Committee  (one  man  from  each  Congressional 
District)  there  frequently  develops  a deadlock 
of  five  votes  each  for  two  well  qualified  men. 
As  a matter  of  custom,  the  Nominating  Com- 
mittee has  felt  some  obligation  to  continue  its 
deliberations  until  a choice  can  be  made  be- 
tween these  two  men.  (Actually  this  is  not 
required  and  our  By-Laws  state  that  the  Nomi- 
nating Committee  should  bring  in  nominations 
of  one  or  more  men  for  each  position.) 

In  any  event,  the  matter  was  referred  to  the 
Luture  Missions  Committee  of  The  Medical 
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Society  for  study,  and  after  long  and  detailed 
discussion  and  deliberation  this  able  committee 
recommended  that  the  Nominating  Committee 
be  eliminated.  A number  of  other  alternatives 
were  considered  and  discarded.  This  recom- 
mendation was  made  to  the  Council,  but  the 
Council  did  not  agree.  It  was  the  feeling  of 
Council  that  the  Nominating  Committee 
should  be  retained  as  it  serves  a useful  purpose. 

If  this  House  agrees  with  the  Council  in  this 
recommendation,  the  following  recommenda- 
tions seem  to  be  in  order  from  this  office: 

1—  It  is  recommended  that  the  Nominating 
Committee  more  frequently  avail  itself  of  the 
alternative  of  bringing  in  the  names  of  two 
men  for  an  office. 

2—  The  second  recommendation  is  that  the 
House  of  Delegates  more  frequently  exercise 
the  privilege  of  making  nominations  from  the 
floor  and  that  members  who  wish  to  be  candi- 
dates for  office,  be  encouraged  to  seek  office  by 
this  route  if  they  feel  that  it  is  to  their  ad- 


vantage; and  that  the  long  standing  custom  of 
attaching  some  stigma  to  the  practice  of  chal- 
lenging the  nominations  of  the  Nominating 
Committee  in  this  manner,  be  completely 
eliminated  from  the  custom  of  this  Society. 

Closure 

One  of  the  most  profound  passages  found  in 
the  scripture  is  Jesus’s  statement:  “He  that  is 
greatest  among  you  shall  be  your  servant.” 
This  is  one  of  those  provocative  statements 
that  is  not  to  be  taken  literally,  but  was  merely 
Jesus’s  way  of  equating  leadership  and  service. 
This  Society  is  fortunate  in  having  many 
good  servants,  and  many  of  them  are  in  the 
audience  today.  I am  far  from  the  greatest; 
but  you  have  chosen  me  to  be  your  chief 
servant  during  the  past  year,  and  I shall  be 
eternally  grateful  to  you  for  the  privilege. 
THANK  YOU! 

102  Medical  T ower 
Norfolk , Virginia  23501 


LET'S  REMINISCE! 

Cancer  and  Erysiplous  Toxine. 

The  Vienna  correspondent  of  Medical  Press , September  25th,  says:  Many 
cases  of  malignant  sarcoma  have  become  benign  after  an  attack  of  erysipelas. 
Emmerich  and  Scholl  have  inoculated  with  serum  from  affected  animals. 
Czerney,  after  several  experiments,  concludes  that  the  sterilized,  but  not  fil- 
tered, mixed  culture  from  erysipelas  and  prodigiosus  produce  rigors  and  gen- 
eral disturbance  after  a few  hours.  These  injections  have  unquestionably 
reduced  the  size  of  these  sarcomatous  growths;  in  several  cases,  have  entirely 
cured  them.  Operative  means  should  be  the  first  duty  where  practicable;  but 
inoculation  should  not  be  omitted  in  inoperable  cases. 

(Virginia  Medical  Monthly,  October,  1895) 
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HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND!' 
BALT. MORE 

A Medical  Smorgasbord 


IN  JULY  1972,  as  a member  of  The  Medical 
Society  of  Virginia’s  Scandinavian  Adven- 
ture, it  was  my  privilege  along  with  160  others, 
including  families  of  doctors,  to  visit  Sweden, 
Finland  and  Denmark,  or  more  specifically, 
Stockholm,  Helsinki  and  Copenhagen  and  their 
immediate  environs.  Four  days  were  spent  in 
each  capital.  In  each  country  we  heard  the 
lectures  from  a member  of  the  respective  med- 
ical societies.  The  lectures  were  primarily  of 
sociological  content  concerning  structure  of 
medicine  and  health  care  delivery  in  each 
country.  These  were  arranged  by  Interna- 
tional Seminars,  a Division  of  INTRAV,  of 
St.  Louis,  Missouri. 

Obviously,  this  short  acquaintance  with 
medicine  in  each  country  has  failed  to  qualify 
me  as  an  expert  on  Scandanavian  medicine  for 
even  a Virginian  audience,  but  it  has  prompted 
me  to  delve  into  the  writings  of  others  on  the 
subject.  I was  surprised  to  find  a great  paucity 
of  material  even  with  the  excellent  help  of 
Mrs.  Janet  Minnerath,  Director  of  the  Virginia 
Medical  Information  System  here  in  Richmond 
at  the  M.C.V.  Library.  The  city  library,  with 
the  help  of  Miss  Gertrude  Dyson,  yielded  ad- 
ditional background  for  these  rather  informal 
remarks  on  Scandanavian  medicine.  For  the 
sake  of  clarity,  I will  divide  these  comments 
into  three  parts— one  for  each  country  visited. 

Sweden 

Stockholm  is  a majestic  city  situated  on  the 
Baltic  similarly  to  Venice  on  the  Mediter- 
ranean Sea  with  canals  interlacing  its  elegant 
urban  layout.  It  is  an  expensive  city.  For 
instance,  a shopping  basket  worth  $78.35  in 
New  York,  today,  averages  $121.84  in  Stock- 
holm, $1 1 1.94  in  Tokyo  and  $95.97  in  Geneva, 
according  to  Sylvia  Porter. 

Sweden  is  the  most  advanced  of  all  the  mod- 
ern free  world  welfare  states  and  welfarism 


JOHN  P.  LYNCFI,  M.D. 

Richmond,  Virginia 

is  expensive.  The  Swedish  guides  were  beau- 
tiful girls,  for  the  most  part,  although  we  had 
some  excellent  male  guides,  but  they  seemed 
sad  as  though  they  were  serving  sentence, 
pleasantly,  it  is  true,  but  not  enjoying  living. 

Sweden  has  a total  population  of  only  eight 
million  and  all  citizens  have  been  covered  med- 
ically from  birth  until  death  since  1955,  when 
compulsory  health  insurance  was  introduced. 
Seventeen  per  cent  of  the  national  income  is 
redistributed  through  the  social  welfare  sys- 
tem, including  compulsory  medical  care.  The 
unit  of  health  care  delivery  system  is  the  coun- 
ty council  which  is  elected  every  three  years. 
All  medical  service  is  controlled  by  the  county 
council.  Private  practitioners  are  very  few, 
particularly  since  January  1,  1970.  Up  until 
this  time  the  private  sector  delivered  one-third 
of  the  ambulant  health  care.  With  the  new 
regulation,  all  hospital  physicians  were  de- 
prived of  their  rights  to  see  private  patients, 
even  in  consultations,  with  the  exceptions  of 
the  professors.  Political  appointments  for  the 
hospital  physicians  replaced  the  appointment 
based  on  professional  competence.  Attempts 
are  being  made  to  buy  out  private  practitioners 
by  providing  so  many  community  run  am- 
bulant services  so  that  no  market  will  be  left 
for  private  initiative. 

All  patients,  however,  pay  seven  Krona, 
about  $1.47,  for  each  visit  to  the  Swedish  doc- 
tor, while  hospital  inpatient  care  is  without 
cost  to  the  patient  except  for  the  initial  fee  of 
$1.47.  This  known  as  the  Seven  Krona  Sys- 
tem instituted  in  1970. 

There  are  about  11,000  medical  providers 
in  Sweden  and  250  specialists,  all  located  in 
hospitals.  This  is  at  the  ratio  of  one  doctor 
to  900  citizens  as  contrasted  to  one  to  710  in 
the  U.S.A.  Ninety  per  cent  of  the  health  care 
is  delivered  by  the  practitioners  in  well  dis- 
tributed clinics.  There  are  about  2,000  dis- 
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trict  nurses.  There  are  130  general  hospitals 
in  the  country  with  6,200  beds  and  23,000  psy- 
chiatric beds. 

The  Swedish  physician  works  a 40-hour 
week  but  may  work  overtime  so  that  he  may 
earn  from  4,000  Krona,  or  $800  a month, 
to  4,500  Krona,  or  $900  a month.  A so-called 
head  doctor,  or  specialist,  may  earn  5,200 
Krona,  or  $1,040  a month  with  3,600  Krona 
extra,  or  $1,760  a month.  Unfortunately,  at 
this  level  of  income  the  income  tax  is  54%. 
Any  citizen  earning  $10,000  pays  $4,600  tax 
and  this  does  not  include  local  income  tax  and 
10  to  20%  sales  tax  on  purchased  goods.  In- 
flation has  continued  at  an  accelerated  rate  of 
7 % per  annum  and  now  Sweden  is  one  of  the 
most  expensive  countries  in  the  world  in  which 
to  live.  Coffee,  at  least  for  the  tourist,  $1.00 
a cup,  a drink  of  Scotch  $3.50. 

There  are  some  so-called  compensations  to 
the  doctor  and  the  citizen.  The  doctor  gets 
three  months  vacation  each  year— 37  days  plus 
52  Sundays.  At  age  65  he  may  retire  on  a 
30  to  40%  pension  based  on  his  average  salary 
over  the  years.  Hospital  based  physicians  ac- 
crue vacation  time  for  being  on  call  every 
fourth  week.  It  is  not  uncommon  to  earn  13 
to  14  weeks  annually  and  take  it  all  at  once. 
Dr.  Hoffman,  AMA  President,  cites  one  Swe- 
dish doctor  who  became  so  tired  of  so  much 
leisure  that  he  took  a part-time  job  in  indus- 
try, but  soon  became  weary  of  seeing  thirty- 
five  patients  a day  instead  of  ten  and  paying 
85%  tax  rate  of  his  earnings. 

Children  under  16  receive  non-taxable  al- 
lowances from  the  government.1  All  medical 
care  is,  of  course,  “free”.  Dental  care  is  still 
excepted  and  Sweden  is  a mecca  for  dentists. 
Nurseries,  nursery  schools,  leisure  time  centers 
and  camps  are  “free”  or  provided  at  vastly  re- 
duced costs.  “Free”  education  is  available  at 
university  as  well  as  at  lower  levels.  Meals  and 
school  supplies  are  “free”.  Even  school  travel 
allowances  are  paid  by  the  state.  There  is  prac- 
tically no  unemployment  and  special  training 
centers  are  available  for  those  who  need  it. 

Young  people,  who  need  it,  can  get  gov- 
ernment loans  for  furniture.  The  man  and 


woman  don’t  need  to  be  married,  just  living 
together,  to  qualify.  Every  mother  receives 
a maternity  allowance  with  extra  money  for 
twins.  Abortion  may  be  had  for  the  asking. 
Tenants  with  children  may  get  help  to  pay 
their  rent.  Old  age  pensions  cover  everyone. 
A woman  who  feels  need  for  a holiday  may 
get  it  financed  by  the  government,  unless  she 
has  above  average  income.  Disabled  citizens, 
even  if  disabled  by  too  much  whiskey,  can  get 
considerable  help.  And  so  the  government  is 
almost  completely  paternalistic,  taking  away 
most  of  a citizen’s  earnings  and  returning  to 
him  what  it  thinks  he  needs  or  wants. 

Hospital  care  is  expensive,  averaging  $100 
per  day,  but  this  does  include  everything  from 
medical  service  to  x-rays,  consultation,  etc. 
In  Sweden  there  are  1.5  employees  per  patient 
as  compared  with  at  least  2 to  2.5  in  the  United 
States. 

Dr.  Gunnar  Biorck  in  his  address  before  the 
200th  anniversary  celebration  of  the  New 
York  Hospital  summarized  Swedish  medical 
plight  well  as  quoted  by  the  Editor  of  the 
Archives  of  Otolaryngology  of  March  1972, 
as  follows:5 

“Until  January  1,  1970,  the  Swedish  system 
of  medical  care  worked  well.  There  was  com- 
pulsory health  insurance,  free  hospital  care,  dis- 
counts on  life  saving  and  expensive  drugs,  and 
three-fourths  of  doctor’s  fees  are  reimbursed 
for  visits  to  private  practitioners,  hospital  phy- 
sicians, and  outpatient  departments.  The  sys- 
tem minimized  medical  bureaucracy  and  per- 
mitted a fairly  free  choice  of  doctors.  Private 
practitioners  accounted  for  one-third  of  am- 
bulatory medical  care  providing,  Dr.  Biorck 
says,  ‘a  reasonable  green  belt  priority,  fresh  air 
and  possibilities  for  doctors  and  patients  alike.' 

“This  workable  system  ended  on  January  1, 
1970,  when  the  politicians  deprived  all  hos- 
pital physicians  of  the  right  to  see  private  pa- 
tients in  consultation,  all  were  given  50  hours 
a week  working  schedules,  job  security  was 
lessened,  and  promotion  based  on  political 
appointments  rather  than  competence  and 
training  came  into  being.  Private  practitioners 
are  being  ‘bought  out’  by  providing  so  many 
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posts  in  community-run  ambulatory  services 
that  no  market  will  be  left  for  private  initia- 
tive. In  short,  the  medical  profession  in  Sweden 
is  soon  likely  to  become  a ‘captive  population.’ 
As  a result  a number  of  the  best  young  phy- 
sicians are  going  to  the  United  States.” 

Finland 

Helsinki  is  a beautiful  city  located  on  the 
Gulf  of  Finland  just  a few  minutes’  flight 
across  from  Leningrad.  This  juxtaposition 
with  Russia  has  led  the  Finns  into  forty-four 
wars  with  Russia,  frequently  at  the  expense  of 
losing  territory  as  well  as  lives.  They  still  feel 
the  harsh  breath  of  the  Russian  bear  constantly 
on  their  tender  skins.  Otherwise,  the  Finns  are 
a happier  people  than  the  Swedes.  They  are 
predominantly  Lutheran.  They  have  a proud 
heritage  in  Olympic  competition;  witness  their 
bronze  statute  of  Paavo  Nurmi,  their  olympiad 
great.  He  won  the  gold  medal  in  1914  for  the 
1500  meter  race;  in  1924,  the  5000  meter;  and 
in  1920,  1924  and  1928,  the  10,000  meter  race. 
Over  twelve  of  her  compatriots  in  other  events 
have  won  gold  medals  in  the  Olympic  games 
since  1920.  Their  fine  Olympic  Stadium  is 
an  expression  of  their  love  of  sports.  Their 
cultural  pride  shows  in  the  startling  new  Fin- 
landia Culture  Center  and  their  astonishing 
stainless  steel  organ  pipe  memorial  to  Jan 
Sibelius.  Their  language  is  most  difficult  for 
foreigners  and  their  use  of  the  alphabet  de- 
moralizing to  English  speaking  people. 

Interestingly  enough,  their  origins  are  not 
that  of  Vikings  but  they  came  across  northern 
Europe  from  Hungary  and  are  Magyars  in 
origin.  Hence,  their  characteristics  are  more 
middle  European  than  Scandanavian.  They 
are  more  relaxed  than  the  Swedes  and  not  as 
sophisticated  as  the  Danes. 

Finland  has  a population  of  4,700,000  with 
a population  density  of  only  39  per  square 
mile  as  opposed  to  our  population  of  over 
200,000,000  with  a density  of  57.4  per  square 
mile. 

During  the  past  ten  years  Finland  has  made 
rapid  strides  in  Social  Welfare  and  Health 
Insurance.  All  inhabitants  are  covered  by 


health  insurance.  Sixty  per  cent  of  the  doc- 
tor’s fee  is  covered  by  the  government.  Spe- 
cialty fees  are  50%  greater.  The  patient  pays 
for  specialist  fees  and  is  reimbursed  75%  by 
the  government.  Fifty  per  cent  of  all  prescrip- 
tion cost  is  government  paid.  Travel  by  am- 
bulance is  covered  by  the  state.  There  is  a 
sickness  allowance  after  the  first  week  for  all 
wage  earners  related  to  the  wage,  varying  from 
|2.50  to  $9.00  a day.  Dentistry  in  Finland,  as 
in  Sweden,  is  not  covered. 

There  is  a national  board  of  health  which 
controls  policy  for  the  entire  country,  which 
is  divided  into  twenty-one  districts.  There 
are  centrally  controlled  and  operated  hospitals 
for  mental  health  and  tuberculosis  sanitoria. 
District  hospitals  are  owned  and  operated  by 
cities  and  counties.  The  patient  pays  10%  of 
his  hospitalization,  the  government  pays  the 
rest. 

Physicians  are  paid  monthly  under  the  gov- 
ernment system  but  may  have  private  practice 
outside  of  the  system.  The  patient  pays  sev- 
enty-five cents  a visit  out  of  his  own  pocket 
at  the  state  operated  clinics. 

Maternal  and  child  and  school  coverage  is 
provided  as  well.  Ninety-nine  per  cent  of  all 
deliveries  occur  in  hospitals.  At  age  seven  all 
children  come  under  the  school  medical 
program. 

There  is  one  doctor  for  every  890  people 
in  Finland,  the  same  ratio  as  we  have  in  Vir- 
ginia. There  are  400  medical  graduates  each 
year  from  Finnish  medical  schools.  There  are 
70,000  hospital  beds,  or  about  15  beds  for 
about  1,000  people  as  compared  with  40,000 
in  Virginia,  or  about  8 beds  for  1,000  people. 

The  average  income  of  a physician  in  Fin- 
land is  about  $1,300  a month,  or  $15,000  an- 
nually. He  works  only  about  37  hours  per 
week. 

In  addition  to  the  twenty-one  district  hos- 
pitals, there  are  three  university  hospitals 
where  physicians  are  educated.  There  are  five 
private  hospitals  in  Helsinki  at  which  the  pa- 
tient pays  ten  per  cent,  the  state  fifty  per  cent 
and  the  community  forty  per  cent.  The  aver- 
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age  cost  per  day  is  $30.00.  The  average  length 
of  stay  is  fourteen  days. 

Finland  has  no  nursing  shortage  and  they 
have  three  times  as  many  applicants  to  their 
nursing  schools  as  there  are  places.2  Nurses 
have  even  gone  on  strike.  After  airline  hostess, 
nursing  is  the  most  popular  occupation  for 
young  women.  There  are  26  nursing  schools 
and  in  1968  they  graduated  2,092  nurses.  The 
basic  salary  of  a nurse  is  about  $228  per  month, 
the  ward  nurse  $252,  and  that  of  director  of 
nursing  $300  per  month.  After  a year’s  work 
the  annual  leave  is  one  month;  after  ten  years 
this  is  increased  to  six  weeks.  A pension  is 
paid  at  the  age  of  58  to  63,  depending  on  the 
position  of  the  employee  after  a minimum  of 
30  years  service.  This  amounts  to  66%  of  the 
average  salary. 

So,  we  may  summarize  the  health  situation 
in  Finland  as  more  relaxed,  containing  more 
elbow  room  for  private  enterprise  but  none- 
theless more  comprehensive  in  coverage  than 
in  our  own  country. 

Denmark 

Denmark  is  a small  country  with  a popula- 
tion of  5,000,000,  or  a density  of  29.5  per 
square  mile.  It  is  the  most  European  of  all 
the  Scandinavian  countries  and  is,  in  many 
respects,  the  most  cosmopolitan.  “Denmark 
has  public  assistance  health  insurance,  disabil- 
ity and  old  age  pensions,  workman’s  compen- 
sation and  unemployment  insurance.  If  a 
worker  refuses  to  take  an  offered  job,  aid 
ceases.”  3 (World  Almanac  1972) 

It  is  comprised  of  a multitude  of  small  is- 
lands with  Copenhagen  as  its  capital.  There 
are  8,000  doctors  and  4,000  junior  doctors  and 
700  medical  specialists.  Of  1,500  entering  their 
medical  schools  each  year,  forty  per  cent  fail 
and  sixty  per  cent  eventually  become  doctors. 
Four  years  are  spent  in  premedical  and  clinical 
training  and  six  more  years  to  qualify  as  a 
specialist  or  a general  practitioner. 

Since  1930  license  to  practice  has  been 
granted  by  the  National  Flealth  Service  and 
a specialist  committee  has  the  final  power  over 
licensure  of  all  of  the  thirty-two  specialists. 


There  are  no  specialty  boards,  but  the  chiefs 
of  the  services  in  the  University  Hospital  de- 
termine who  is  qualified  in  each  specialty.  So, 
political  influence  is  very  important  in  Danish 
medicine. 

The  Danish  Medical  Association  is  one 
hundred  years  old.  The  three  branches: 
General  Practice,  Specialties,  and  Junior  Doc- 
tors in  Training  each  have  their  own  union. 
Ninety-eight  per  cent  of  all  doctors  are  mem- 
bers of  the  D.M.A.  There  are  seventeen  re- 
gional branches  of  this  organization.  There  has 
been  a mixed  system  of  public  and  private 
medicine  for  over  200  years.  Up  until  80  years 
ago  the  poor  were  not  adequately  cared  for, 
but  now  98%  of  the  population  is  covered, 
80%  of  which  are  deemed  poor  and  20%  rich 
and  a certain  proportion  of  the  medical  cost 
is  borne  by  the  system,  depending  on  the  eco- 
nomic level  of  the  citizen. 

Each  doctor  in  the  17  districts  has  a panel 
of  about  2,000  to  3,000  patients  for  which  he 
is  paid  the  equivalent  of  $9.00  per  capita.  This 
averages  per  doctor  about  $17,000  basic  sal- 
ary. The  average  total  salary  is  about  $45,000 
a year  with  $15,000  for  expenses  so  that  he 
has  $30,000  net,  but  he  is  taxed  for  50%  of 
this. 

The  same  practice  areas  have  been  present 
for  about  fifty  years  and  a new  doctor  replaces 
a retiring  practitioner  by  buying  his  practice 
at  the  rate  of  one  and  one-half  to  twice  the 
annual  income  of  his  panel. 

A patient  can  change  from  one  doctor  to 
another  only  once  a year,  except  in  most  un- 
usual circumstances. 

General  practitioners  are  not  permitted  to 
practice  in  hospitals  but  full  records  are  re- 
turned with  the  patient  to  his  primary  physi- 
cian on  his  discharge  from  the  hospital. 

There  are  a total  of  26,800  public  hospital 
beds,  7,000  mental  hospital  beds,  and  1,200 
private  hospital  beds,  or  a total  of  35,000  hos- 
pital beds  in  the  country  or  7.4  beds  per  1,000 
people.  There  has  been  no  change  in  number 
of  beds  or  ratio  for  25  years.  All  hospital  based 
doctors  are  employed  through  the  D.M.A.  and 
the  individual  hospital.  Their  salaries  range 


34 


Virginia  Medical  Monthly 


from  $20,000  to  $50,000  and  private  practice 
is  allowed.  They  work  a 40  hour  week  and 
have  a six  weeks  vacation  each  year. 

Junior  doctors  work  56  hours  a week  and 
are  paid  from  $6,000  to  $15,000  annually  de- 
pending on  the  length  of  service  from  one  to 
fifteen  years. 

Hospitals  are  owned  by  the  counties  or 
cities.  Ten  per  cent  of  the  doctors  are  women. 

There  is  a limited  amount  of  private  sup- 
plementary insurance. 

In  the  eighteenth  century  the  king  of  Den- 
mark decreed  that  a hospital  be  built  in  each 
region.  The  patient  pays  one  or  two  dollars 
daily  for  his  hospital  care,  the  rest  is  paid  by 
the  state.  All  citizens  must  be  in  the  health 
system.  Seventy-five  per  cent  is  paid  by  the 
central  government,  twenty  per  cent  by  the 
locality  and  five  percent  by  the  individual  if 
he  is  able. 

By  1973  the  public  system  takes  over  the 
whole  expense.  Class  A citizens  pay  the  same 
premium  regardless  of  income.  Class  B citizens 
of  higher  income  pay  a higher  premium.  For 
Class  A citizen  there  is  a fixed  fee  which  the 
government  pays  directly.  For  Class  B citizens 
the  doctor  sets  the  fee  and  collects  it.  Class  A 
patients  give  the  doctor  a better  annual  income 
than  Class  B,  although  he  receives  $7.00  a 
month  for  Class  A patients  and  $10.00  for 
Class  B.  For  Class  C,  or  totally  indigent,  the 
doctor  is  paid  $7.00  per  month. 

There  is  a very  interesting  formula  for  the 
payment  of  the  physician.  He  is  paid  so  much 
on  his  list  per  year  which  has  the  effect  of 
causing  him  to  do  less  work,  that  is  half  the 
capitation  amount,  but  the  other  half  is  paid 
on  the  basis  of  services  rendered,  which  causes 
him  to  work  harder.  The  family  doctor  des- 
ignates the  direction  and  choice  of  a specialty 
whereas  in  Sweden  the  patient  chooses  where 
he  wants  to  go  for  special  treatment.  Half  of 
the  family  practitioners  practice  alone  but  half 
are  in  groups  and  the  group  practice  is  grow- 
ing. 

In  1968  an  old  age  pension  act  was  passed.4 
This  provides  home  help,  telephone,  visiting 


doctors,  nurses  and  podiatrist  services.  From 
plans  provided  by  the  Danish  government, 
non-profit  societies  built  heated  flats  for  pen- 
sioners renting  for  $15  to  $18  a month.  All 
have  nursing  units.  The  intent  was  to  achieve 
a gradual  transition  from  home  to  service  flats 
and  eventually  to  nursing  homes.  The  latter 
are  being  built  adjacent  to  hospitals.  Rehabili- 
tation or  remotivation  clinics  are  being  estab- 
lished to  improve  the  outlook  as  well  as  the 
health  of  their  senior  citizens.  All  citizens  at 
67  are  eligible  for  these  benefits. 

Those  who  suffered  in  Nazi  concentration 
camps  are  given  a special  invalid  pension  as 
statistics  have  shown  they  are  more  prone  to 
heart  attacks  and  other  degenerative  disease. 

“Pensioners  Travel”,  an  independent  agen- 
cy, makes  available,  for  those  over  65,  travel 
to  other  countries.  Cheap  railroad  and  bus 
fares  are  offered  during  weekdays  by  selling 
reduced  “65”  tickets. 

The  Danes,  it  would  seem  to  me,  have  the 
most  stable,  controlled  welfare  health  system 
of  the  three  countries  visited  and  their  doctors 
seem  to  have  more  freedom  within  the  system. 
There  are  checks  against  over  utilization  by 
the  patient  and  over  commercialization  by  the 
doctor.  The  welfare  state  will  never  be  ideal, 
but  Denmark  seems  to  have  the  least  objec- 
tionable (from  an  American  point  of  view) 
of  the  prevailing  systems  in  the  Medical 
Smorgasbord. 

It  is  hoped  that  this  brief  review  will  awaken 
us  as  physicians  and  hopefully  other  citizens 
to  the  deadening  quality  that  the  welfare  sys- 
tem brings  into  the  life  of  every  nation  it 
touches.  Perhaps  it  is  still  not  too  late  for  us 
to  learn  from  the  mistakes  of  other  civilized 
countries  that  the  welfare  state  is  ultimately 
counter-productive  and  stultifying  to  life, 
liberty  and  the  pursuit  of  happiness. 
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Hirschsprung's  Disease  in  the  Newborn 


It  is  urgent  that  the  diagnosis  of 
Hirschsprung's  disease  be  made 
before  the  infant  develops  the 
dangerous  enterocolitis  which 
compromises  his  chance  for  sur- 
gical cure. 

HARALD  HIRSCHSPRUNG1  in  1886  de- 
scribed two  infants  with  the  disease  which 
now  bears  his  name.  By  1904  he  had  seen  a 
total  of  ten  cases,  half  of  whom  had  died  of 
complications  of  their  disease  before  their  first 
birthday.  Although  Hirschsprung  called  at- 
tention to  the  manifestations  of  the  disease  in 
the  young  infant,  the  usual  textbook  picture 
illustrating  aganglionic  megacolon  came  to  be 
that  of  an  older  child  with  a huge  abdomen. 
Identification  of  the  pathophysiology  of 
Hirschsprung’s  disease  by  several  groups  in  the 
late  1940’s2,3  allowed  Swenson  and  Bill4  to  de- 
vise a rational  operation  which  resulted  in  cure 
and  it  is  therefore  rare  now  to  encounter  an 
untreated  case  of  Hirschsprung’s  disease  in  an 
older  child.  In  the  infant,  however,  and  in  the 
neonate  especially,  the  diagnosis  may  be  diffi- 
cult to  make.  The  high  mortality  rate  in  the 
untreated  patient  in  the  first  year  of  life  is 
directly  related  to  failure  of  diagnosis.  In  this 

* From  the  Pediatric  Surgical  Division  of  the 
Department  of  Surgery,  University  of  Virginia 
Medical  Center. 

Presented  to  the  Virginia  Surgical  Society  at 
Hot  Springs,  April  29,  1972. 


ANTHONY  SHAW,  M.D. 

GERALD  GOLDEN,  M.D. 

WILLIAM  LOVETT,  M.D. 

Charlottesville,  Virginia 

report  of  twelve  patients  under  fourteen 
months  of  age  treated  for  Hirschsprung’s  dis- 
ease at  the  University  of  Virginia  Hospital 
during  the  past  one  and  a half  years,  we  would 
like  to  point  out  some  of  the  protean  manifes- 
tations of  Hirschsprung’s  disease  in  the  new- 
born along  with  techniques  of  diagnosis  and 
treatment.  Our  purpose  is  to  impart  a sense  of 
urgency  in  making  the  diagnosis  in  this  con- 
dition which  is  by  no  means  rare  and  which  if 
untreated  may  carry  a mortality  rate  of  40- 
50%  in  the  first  year  of  life. 

Table  I describes  the  primary  clinical  prob- 
lem presented  by  each  of  the  infants  in  this 
group  of  twelve  on  referral  to  our  hospital. 

TABLE  I 


Presenting  Symptoms  (Primary  Reason  for  Referral) 


Complaint 

Number 

Ages 

Constipation  requiring 
frequent  laxatives  or 
enemas 

5 

4 mos.,  6 mos.,  8 mos., 

Obstruction 

3* 

13  mos.,  1 mo. 

36  hrs.,  6 wks.,  1 mo. 

Enterocolitis 

3* 

3 days,  5 wks.,  5 wks. 

Perforation  of  colon. . . 

1 

1 day 

*One  death  in  each  group. 


Although  all  infants  manifested  symptoms  of 
varying  severity  soon  after  birth,  the  ages  at 
which  they  were  referred  are  scattered  over 
a relatively  wide  range.  Failure  to  make  an 
early  diagnosis  resulted  in  considerable  mor- 
bidity within  this  group,  three  of  the  infants 
arriving  in  a moribund  state.  The  diversity  of 
presentation  and  management  is  well  illustrated 
by  the  following  four  case  reports. 

W.  H.  was  the  product  of  a normal  labor 
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•and  delivery  with  a birth  weight  of  7 lbs.  He 
was  noted  to  have  a distended  abdomen  and 
failure  to  pass  stool  during  the  first  day  of  life, 
but  after  two  enemas  he  passed  meconium  and 
began  having  normal  stools.  He  was  dis- 
charged from  the  newborn  nursery  on  the 
seventh  day  of  life  and  did  well  for  the  en- 
suing three  weeks,  having  two  to  three  stools 
per  day.  At  three  and  one-half  weeks  of  age 
he  developed  abdominal  distention  and  vomit- 
ing, following  which  he  was  admitted  to  his 
community  hospital  profoundly  dehydrated 
and  acidotic.  The  next  day  he  began  having 
loose  brown  watery  stools.  After  four  days  he 
was  transferred  to  the  University  of  Virginia 
Hospital  for  further  evaluation.  A barium 
enema  performed  shortly  after  admission  was 
interpreted  as  “acute  ulcerative  colitis”.  De- 
spite vigorous  attempts  at  rehydration,  trans- 
fusions of  whole  blood,  and  high  doses  of  anti- 
biotics, the  child  deteriorated  rapidly  and 
expired.  The  autopsy  diagnosis  was  “ulcera- 
tive colitis”.  Subsequent  review  of  sections  of 
the  rectum  revealed  absence  of  ganglion  cells 
in  the  myenteric  plexus  while  ganglion  cells 
were  present  in  normal  numbers  in  the  ulcer- 
ated proximal  colon.  The  pathologic  diagnosis 
was  therefore  corrected  to  read  “aganglionic 
megacolon  with  acute  colitis”.  That  this 
child’s  clinical  course  might  have  been  favor- 
ably altered  by  early  diagnosis  and  appropriate 
treatment  is  suggested  by  the  course  of  the  fol- 
lowing patient. 

T.  W.,  a premature  infant  with  a birth 
weight  of  4 lbs.  5 oz.,  was  found  to  have 
sluggish  bowel  activity  immediately  after  birth 
with  frequent  suppositories  and  enemas  re- 
quired to  produce  normal  stool  activity.  The 
child  did  fairly  well  until  four  weeks  of  age 
at  which  time  he  began  having  fever,  abdomi- 
nal distention,  vomiting,  and  profuse  watery 
diarrhea.  He  was  admitted  to  his  community 
hospital  where  he  was  treated  with  intravenous 


fluids  and  antibiotics.  The  watery  diarrhea 
continued.  A barium  enema  revealed  a narrow 
segment  of  distal  colon  with  marked  dilatation 
of  the  colon  proximal  to  this.  Barium  was 
present  in  the  colon  on  the  flat  film  taken 
twenty-four  hours  after  this  study.  Forty- 
eight  hours  after  the  barium  enema  the  child 
was  transferred  to  the  University  of  Virginia 
Hospital  showing  signs  of  marasmus  with  de- 
hydration, shock,  anemia,  and  dramatic  ab- 
dominal distention  (Fig.  1).  An  abdominal 
film  showed  retention  of  barium  in  a dilated  left 


Fig.  1.  T.W.  Shortly  after  admission  to  the  University 
of  Virginia  Medical  Center. 


colon  (Fig.  2).  In  the  Newborn  Special  Care 
Unit  a rectal  tube  was  inserted  and  multiple 
irrigations  of  normal  saline  carried  out  with  the 
recovery  of  copious  quantities  of  foul-smelling 
fecal  material.  Following  decompression  of 
the  colon  a transverse  colostomy  was  per- 
formed under  general  anesthesia.  A sterile 
peritonitis  was  found  at  the  time  of  colostomy. 
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The  child  did  well  following  surgery  and 
within  five  days  developed  a normal  infantile 
stool  pattern.  He  was  discharged  three  weeks 


Fig.  2.  T.W.  Abdominal  film  taken  48  hours  after 
barium  enema,  showing  retention  of  barium  in  the  left 
colon. 


later  (Fig.  3)  and  re-admitted  at  nine  months 
of  age  for  definitive  surgery. 

R.  B.  was  the  product  of  a normal  labor  and 
delivery,  a little  girl  having  a birth  weight  of 
6 lbs.  8 oz.  She  regurgitated  her  first  oral  feed- 
ings and  no  stools  were  passed  spontaneously 
on  the  first  day  of  life.  On  the  second  day  of 
life  the  child  passed  meconium  following  a 
rectal  examination.  By  the  third  day  she  was 
having  normal  meconium  stools.  At  two 
months  of  age  she  was  admitted  to  her  com- 
munity hospital  because  of  abdominal  disten- 
tion and  vomiting  associated  with  obstipation 
of  five  days  duration.  Abdominal  films  showed 


low  colonic  obstruction.  The  obstruction  was 
relieved  following  several  enemas.  One  month 
later  she  was  again  admitted  to  her  community 


Fig.  3.  T.W.  Three  weeks  post-colostomy. 


hospital  with  obstipation,  vomiting  and  ab- 
dominal distention  of  five  days  duration.  A 
barium  enema  revealed  a constricted  colonic 
segment  with  retention  of  barium  after 
twenty-four  hours.  She  was  admitted  to  the 
University  of  Virginia  Hospital  two  weeks 
later  at  which  time  her  general  condition  was 
excellent  and  a sigmoid  colostomy  v/as  done 
just  above  the  zone  of  aganglionic  colon  (Fig. 
4).  In  the  ensuing  months  she  gained  weight 
normally  and  returned  at  eleven  months  of  age 
for  definitive  surgery. 

K.  M.  was  a 4!/2  lb.  infant  male  born  two 
months  prematurely  who  developed  abdominal 
distention  in  the  first  day  of  life  without  pas- 
sage of  any  stools.  Abdominal  films  at  Wash- 
ington Children’s  Hospital  revealed  a pneumo- 
peritoneum and  at  exploration  a perforation 
of  the  transverse  colon  just  beyond  the  hepatic 
flexure  was  found.  A colostomy  was  per- 
formed at  the  hepatic  flexure  following  which 
the  infant  did  well.  Rectal  biopsy  performed 
at  the  University  of  Virginia  at  one  year  of  age 
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showed  absence  of  ganglion  cells.  At  the  defin- 
itive operation  performed  at  age  fourteen 
months  the  aganglionic  segment  was  found  to 
extend  from  the  anus  to  the  hepatic  flexure. 


Firgure  4.  R.B.  Showing  end  sigmoid  colostomy  im- 
mediately post-operatively. 


Discussion 

Identification  of  the  infant  with  Hirsch- 
sprung’s disease  requires  a high  index  of 
suspicion,  followed  by  the  proper  sequence  of 
diagnostic  maneuvers.  An  otherwise  normally 
active,  usually  full-term  infant,  who  fails  to 
pass  stools  in  the  first  twenty-four  hours  fol- 
lowing birth  and  whose  abdomen  becomes  dis- 
tended and  who  may  require  manual  assistance 
for  stool  evacuation,  must  be  looked  at  with 
suspicion.  This  early  picture  of  low  colonic 
obstruction  may  be  rapidly  overshadowed  by 
the  developing  enterocolitis  which  may  occur 
as  early  as  forty-eight  hours  after  birth  when 
constipation  is  replaced  by  a dramatic  diarrhea. 
Some  infants  will  continue  to  manifest  signs  of 
severe  obstruction  with  massive  abdominal 
distention  and  bilious  or  fecal  vomiting.  How- 
ever, most  infants  with  Hirschsprung’s  disease 
following  mechanical  assistance  and  evacua- 


tion with  rectal  dilatation  will  do  so  well  that 
their  physicians  will  be  content  to  send  them 
home  with  a diagnosis  of  anal  stenosis  or  me- 
conium plug.  Many  of  these  infants  will  do 
reasonably  well  at  home  with  the  assistance  of 
rectal  dilatation,  suppositories  or  enemas  until 
they  develop  overwhelming  enterocolitis  at  age 
three  or  four  weeks  or  colonic  obstruction 
once  again  requiring  a physician’s  attention. 
With  further  delay  in  recognition,  the  mor- 
tality rises. 

The  distended  newborn  infant  with  an  ab- 
normal stool  pattern  requires  a proper  work-up 
for  Hirschsprung’s  disease  before  discharge 
home.  He  should  have  upright  (or  lateral  de- 
cubitus), flat  and  lateral  abdominal  films  prior 
to  attempts  to  relieve  the  distention  with 
nasogastric  tubes,  rectal  dilatations,  or  ene- 
mata.  Such  preliminary  studies  may  immedi- 
ately suggest  that  a form  of  intestinal  obstruc- 
tion other  than  Hirschsprung’s  disease  exists. 
The  examining  physician  may  note  that  the 
anus  and  rectal  canal  of  the  infant  with  Hirsch- 
sprung’s disease  may  feel  tight  and  narrow 
over  an  unusually  long  distance— a finding  that 
may  be  misinterpreted  as  anal  or  rectal  stenosis. 
Digital  examination  or  rectal  irrigation  may  be 
followed  by  the  passage  of  a long  tenacious 
mucoid  meconium  stool,  the  so-called  me- 
conium plug  described  by  Clatworthy.5  Such 
an  infant  should  not  be  discharged  with  the 
diagnosis  of  meconium  plug  syndrome  with- 
out ruling  out  Hirschsprung’s  disease.  Follow- 
ing relief  of  the  rectal  plug,  if  there  is  one,  a 
barium  enema  should  be  performed.  A barium 
enema  properly  performed  by  a radiologist 
familiar  with  the  subtleties  of  the  radiographic 
appearance  of  Hirschsprung’s  disease  in  the 
infant  is  essential.  The  major  diagnostic  fea- 
tures—barium  passing  from  a narrow  distal 
aganglionic  segment  to  a proximal  dilated  seg- 
ment through  a funnel-shaped  transitional  zone 
—may  be  difficult  to  identify  using  techniques 
conventionally  applied  to  older  patients.  Nor- 
mal infants,  including  those  with  the  me- 
conium plug  syndrome  who  have  been  relieved 
of  their  plug  will  expel  their  colonic  barium 
within  twenty-four  hours  after  the  study.  In- 
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fants  with  Hirschsprung’s  disease  will  retain 
barium  in  their  colon  over  twenty-four  hours 
and  sometimes  as  long  as  a week  after  the 
study.  This  retention  may  occur  in  spite  of 
passage  of  normal  or  even  diarrheal  stools. 
Thus  the  proper  barium  enema  study  of  a new 
born  must  include  abdominal  films  taken 
twenty-four  and  forty-eight  hours  after  the 
initial  examination.  (It  is  obviously  important 
that  the  infant  not  be  given  enemas  or  rectal 
dilatations  during  this  period.)  Radiographic 
evidence  of  free  intraperitoneal  air  or  of  gas 
within  the  wall  of  the  bowel  in  the  prelimi- 
nary abdominal  films  are  obvious  contraindica- 
tions to  barium  enema  examination.  If  the  ra- 
diologic evidence  clearly  supports  the  clinical 
diagnosis  of  Hirschsprung’s  disease,  a colos- 
tomy should  be  performed  at  a site  just  proxi- 
mal to  the  transitional  zone  which  will  usually 
be  in  the  sigmoid  or  distal  descending  colon. 
A biopsy  of  the  narrow  distal  sigmoid  or  rec- 
tosigmoid can  be  taken  at  the  same  time  for 
for  tissue  confirmation  of  the  diagnosis.  In 
cases  where  the  clinical  and  radiological  evi- 
dence is  equivocal  a rectal  biopsy  should  be 
performed  and  if  rectal  aganglionosis  is  con- 
firmed a colostomy  should  then  be  carried  out. 

Infants  with  enterocolitis  must  be  treated 
aggressively,  aiming  therapy  at  colonic  disten- 
tion, shock  and  sepsis.  Normal  blood  pressure 
and  good  urine  output  should  be  restored  by 
appropriate  intravenous  fluid  therapy  in- 
cluding plasma  and/or  blood.  Although  no 
specific  pathogens  have  been  implicated  in 
Hirschsprung’s  enterocolitis,  broad  spectrum 
antibiotic  treatment  with  penicillin  and  genta- 
mycin  will  cover  organisms  seeded  through 
the  devitalized  colonic  mucosa.  Most  import- 
ant is  the  passage  of  a large  multifenestrated 
rectal  tube  through  the  narrow  aganglionic 
rectosigmoid  into  the  dilated  proximal  colon. 
Gentle  lavage  with  a warm  physiologic  elec- 
trolyte solution  is  repeated  until  colonic  de- 
compression has  been  achieved.  When  the  in- 
fant’s condition  has  been  improved  to  where 
he  is  out  of  shock,  is  putting  out  satisfactory 
amounts  of  urine,  has  been  reasonably  well  de- 
compressed, is  no  longer  in  respiratory  distress 


secondary  to  his  abdominal  distention,  a colos- 
tomy should  be  carried  out.  A quick  trans- 
verse loop  colostomy  should  be  performed  in 
this  situation  and  in  the  critically  ill  infant 
may  be  carried  out  under  local  anesthesia.  For 
many  infants  with  Hirschsprung’s  disease  who 
develop  enterocolitis  these  measures,  even 
when  carried  out  properly  and  vigorously, 
will  have  come  too  late.  Those  infants  who 
recover  following  colostomy  will  usually 
thrive  and  develop  normally.  If  properly  per- 
formed, the  colostomy  itself  should  be  easy  to 
care  for,  and  usually  does  not  require  any  sort 
of  appliance.  The  child  is  returned  for  defini- 
tive surgery  between  nine  and  twelve  months 
of  age,  depending  on  his  general  growth  and 
development. 

Table  II  shows  the  definitive  operations  thus 
far  carried  out  in  this  group  of  twelve  patients, 

TABLE  II 

Operative  Procedures  Carried  Out 


Colostomy  followed  by  Duhamel 4 

Colostomy  followed  by  Swensen 1 

Colostomy  followed  by  Soave 1 

Colostomy  alone* 2 

Swensen  alone 1 

Short  segment  myomectomy  alone 2 

No  operation! 1 


'■'’One  patient  expired  following  colostomy  and  one  is  awaiting  a dednitive 
procedure. 

fDiagnosis  made  at  postmortem  examination. 

eight  of  whom  had  had  a prior  diverting  colos- 
tomy. Included  are  two  infants  with  “short 
segment”  Hirschsprung’s  disease,  the  agangli- 
onic segment  extending  for  only  a few  centi- 
meters proximal  to  the  anus.  Recent  enthusi- 
astic reports6,7  encouraged  us  to  simply  take  a 
long  strip  out  of  the  posterior  aspect  of  the 
internal  sphincter  muscle,  a rectal  myomec- 
tomy. The  result  in  one  child  was  excellent, 
in  the  other  good.  The  definitive  operation  we 
currently  prefer  for  the  more  typical  patient 
with  Hirschsprung’s  disease  is  the  Martin 
modification8  of  the  Duhamel  end-to-side  op- 
eration, utilizing  the  GIA  stapler  for  construc- 
tion of  the  anastomosis  as  described  by 
Steichen,  Talbert  and  Ravitch.9 
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Nutritional  Anemia  in  an  Inner-City  Community 


Nutritional  anemia— the  major  deficiency 
disease  of  childhood— may  reappear  in  early 
adolescence.  A survey  of  iron  deficiency  ane- 
mia in  an  inner-city  community  published  in 
the  November  6th  issue  of  the  Journal  of  the 
American  Medical  Association  reports  that 
13.5  per  cent  of  the  teenage  girls  studied  were 
anemic. 

Although  the  usual  peak  age  for  anemia  is 
the  second  year  of  life,  the  study  conducted 
in  New  Haven,  Conn.,  reported  an  increase 
in  cases  of  anemia  in  children  10  to  14  years 
of  age,  and  a significant  increase  in  girls  aged 
14  to  21,  whose  bodies  are  not  sufficiently 
well-nourished  to  cope  with  the  added  stress 
of  menstruation. 

The  incidence  of  anemia  among  black  girls 
was  higher  than  that  for  white  or  Spanish- 
speaking girls— 21  per  cent  in  the  14  to  21 
age  group.  This  rate  is  higher  than  that  for 
teenage  girls  in  an  all-black  community  in 
Gainesville,  Florida,  reported  in  an  earlier 
study. 


Of  the  1,789  children  and  young  adults 
studied,  12.5  per  cent  of  the  one  to  three  year 
olds,  4.4  per  cent  of  those  three  to  ten  years  of 
age,  2.4  per  cent  of  the  10  to  14  year  olds,  and 
1.2  per  cent  of  the  boys  who  were  14  to  21 
years  old  had  iron  deficiency  anemia. 

The  gradual  disappearance  of  anemia  after 
the  third  year  is  attributed  to  a decreased 
growth  rate  and  the  assumption  of  a more 
varied  diet  later  in  childhood.  This  “marginal 
correction”  is  not  sufficient  for  girls  at  the 
beginning  of  puberty,  however,  and  the  ane- 
mia reappears. 

The  authors  suggest  that  there  is  need  for 
continuing  concern  regarding  the  nutritional 
status  of  children  and  young  adults  in  lower 
socioeconomic  communities. 

Authors  are  Drs.  Richard  Katzman,  Alvin 
Novack,  and  Howard  Pearson,  from  the  Hill 
Health  Center  and  Yale  University  School  of 
Medicine,  New  Haven. 
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Evaluation  of  Vagotomy  and  Antrectomy 
for  Duodenal  Ulcer  Disease 

Also  a Review  of  a 10  Years  Experience  with  Vagotomy  and  Antrectomy 
in  104  Patients 


RICHARD  N.  deNIORD,  M.D. 
STUART  H.  HARRIS,  JR.,  M.D. 
FRANCIS  B.  TEAGUE,  JR.,  M.D. 
Lynchburg,  Virginia 


Some  duodenal  ulcers  cannot  be 
controlled  by  even  the  best  medi- 
cal management  and  these 
usually  become  candidates  for 
surgery.  Several  procedures  have 
been  used.  These  are  presented 
and  the  advantages  of  vagotomy 
with  antrectomy  (subtotal  gas- 
trectomy— anterior  gastrojeju- 
nostomy) are  discussed. 

THE  TYPE  OF  GASTRIC  SURGERY  for 
chronic  duodenal  ulcer  has  been  a favorite 
topic  for  controversial  discussion  since  gas- 
trectomy was  first  performed  by  Billroth  in 
1883.  The  arguments  have  centered  around 
several  main  issues.  1.  When,  short  of  perfo- 
ration or  massive  bleeding,  should  surgery  be 
advised  for  the  duodenal  ulcer  patient?  2. 
Which  surgical  procedure  is  best;  that  is  the 
most  physiological  with  fewest  immediate 
postoperative  problems  and  with  the  best  long 
term  benefits  or  absence  of  dumping,  marginal 
ulcers,  or  small  stomach  syndromes? 

Presented  before  the  Virginia  Surgical  Society, 
Hot  Springs,  April  28,  1972. 


Physiology  of  Pepfic  Ulceration 

The  basis  of  all  surgical  procedures  for  duo- 
denal ulcer  is  to  rid  the  stomach  of  excess 
acid.  Primarily,  peptic  ulcer  is  caused  by  the 
proteolytic  action  of  pepsin  on  gastrointestinal 
mucosa  when  exposed  to  gastric  juice.  To 
affect  proteolytic  activity,  pepsin  requires  a 
strongly  acid  pH  of  3.5  or  less.  Vagotomy 
was  shown  by  Dragstedt1  to  markedly  reduce 
gastric  acid  production  experimentally.  In  his 
animal  pouch  experiments  he  unequivocally 
proved  the  overnight  reduction  of  gastric 
acid  and  this  procedure  was  adapted  to  humans 
in  1943. 2 Patients  with  chronic  ulcer  disease 
usually  have  increased  acid  production— much 
in  excess  of  the  average  20  ml.  equivalents  of 
HCL  over  a 12  hour  fasting  period.  The  va- 
gotomy procedure  not  only  reduces  acid  pro- 
duction but  also  stomach  tone  resulting  in  a 
very  slow  gastric  emptying  and  therefore 
making  mandatory  an  outlet  or  drainage  pro- 
cedure whenever  vagotomy  is  performed. 

The  pyloric  antrum  or  distal  20%  of  the 
stomach  contains  mucosa  without  chief  or 
parietal  cells  and  a thickened  muscular  wall 
for  propulsive  emptying.  This  portion  of  the 
stomach  produces  the  hormone  gastrin  which 
mediates  the  gastric  phase  of  secretion.  The 
Heidenhian  pouch  experiments3  demonstrated 
that  in  dogs  with  antrum  resected  and  vagally 
denervated,  there  is  a dramatic  reduction  of 
acid  production  in  the  stomach.  Following 
this  experiment  Gregory  and  Tracy4  identified 
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the  polypeptide  hormone  gastrin  and  were 
successful  in  its  synthesis.  Continued  investi- 
gation further  revealed  that  gastrin  released 
by  the  pyloric  antrum  was  regulated  by  pH 
and  that  as  hydrochloric  acid  concentration 
increased,  the  gastrin  released  is  inhibited.5 
Since  the  duodenal  ulcer  patient  secrets  almost 
four  times  as  much  gastric  juice  in  the  fasting 
stomach  as  does  the  normal  individual,  it  is 
logical  that  vagotomy  plus  antrectomy  seems 
designed  as  a sound  physiological  procedure 
for  the  duodenal  ulcer  patient.  The  need  to 
resect  antrum  and  not  perform  a simple 
pyloroplasty  plus  vagotomy  seems  important 
to  us  for  there  seems  to  be  a potent  syner- 
gistic relationship  between  various  phases  of 
gastric  secretion.  For  example,  a substantial 
number  of  recurrent  peptic  ulcers  are  gastric 
in  location  even  after  vagotomy.  These  seem 
always  related  to  excessive  gastrin  formation 
and  emphasized  the  need  for  antrum  resection 
to  avoid  this  complication. 

The  old  dictum,  “No  acid,  no  ulcer”  is  valid 
and  has  therefore  been  seized  upon  by  surgeons 
to  devise  that  surgical  procedure  which  1.  re- 
duces acid,  2.  bypasses  the  ulcer,  and  3.  pre- 
vents recurrence  and  malnutrition.  Four  op- 
erations designed  to  perform  these  functions 
are  currently  used  for  the  treatment  of  duo- 
denal ulcer.  1.  Subtotal  gastrectomy,  2.  Va- 
gotomy and  pyloroplasty,  3.  Vagotomy  and 
gastrojejunostomy.  4.  Vagotomy  plus  antrec- 
tomy. 

Procedures 

I.  Subtotal  Gastrectomy:  This  was  first  in- 
troduced by  Billroth  for  cancer  of  the  stomach 
in  1883,  but  was  rapidly  adapted  by  European 
surgeons  and  later  by  American  surgeons  for 
the  treatment  of  duodenal  ulcer.  Although 
this  is  a safe  operation  by  modern  standards 
with  a less  than  2 % mortality  rate,  the  compli- 
cation of  small  stomach  syndromes  with 
weight  loss  and  malnutrition,  dumping,  and 
marginal  ulceration  have  made  the  procedure 
less  than  acceptable.6 

II.  Vagotomy  Plus  Pyloroplasty:  Vago- 

tomy and  pyloroplasty  has  become  increas- 


ingly popular  during  the  past  ten  years.  Since 
the  procedure  is  safe  and  rather  rapidly  per- 
formed this  is  important  in  the  hands  of  less  ex- 
perienced surgeons— especially  at  the  resident 
level.  The  vagotomy  plus  pyloroplasty  has 
the  advantage  of  avoiding  reflux  of  alkaline 
duodenal  juice  into  the  stomach  and  thereby 
does  not  produce  increased  gastrin  production. 
The  pyloroplasty  also  provides  direct  visual- 
ization of  bleeding  duodenal  ulcers  and  trans- 
fiction sutures  can  be  utilized  to  control  bleed- 
ing when  this  has  occurred.  Pyloroplasty 
avoids  the  afferent  loop  syndromes  and  dump- 
ing problems  sometimes  present  with  subtotal 
gastrectomy.  Woodward  reports  a low  mor- 
tality (1.8%)  with  this  procedure  as  well  as 
satisfactory  long  term  results.  He  does  state 
that  where  much  inflammatory  reaction  is 
present  around  the  duodenum  an  effective 
pyloroplasty  is  technically  impossible  or  diffi- 
cult.7 Our  own  feeling  is  that  many  chronic 
duodenal  ulcer  patients  have  marked  cicatrix 
or  inflammatory  reaction  in  the  duodenal  py- 
loric channel  area.  Pyloroplasty  by  any 
method,  either  Finney  or  Heineke-Mikulicz 
and  even  with  a one  layer  suture  closure  to 
avoid  narrowing  often  fails  to  provide  good 
drainage.  Also,  although  we  do  not  emphasize 
resection  of  the  duodenal  ulcer,  we  do  feel  that 
bypass  of  the  gastric  contents  is  strongly  in- 
dicated. However,  we  have  utilized  the  vago- 
tomy and  pyloroplasty  in  critically  ill  or  de- 
bilitated patients  where  rapidity  of  surgery  is 
indicated  and  where  less  stress  is  vital  to  sur- 
vival and  feel  that  this  procedure  still  is  often 
indicated  in  this  type  of  patient. 

III.  Vagotomy  Plus  Gastrojejunostomy: 
Vagotomy  plus  gastrojejunostomy  is  theo- 
retically a good  procedure,  but  has  the  follow- 
ing disadvantages.  1.  It  is  difficult  to  achieve 
complete  division  of  the  vagus  nerves.  Even 
truncal  vagotomy  of  the  lower  esophageal  level 
requires  good  exposure  and  experienced  sur- 
geons. 2.  The  gastroenterostomy  must  be 
placed  in  the  most  dependent  portion  of  the 
vagotomized  stomach  or  poor  emptying  and 
gastric  distension  occurs.  3.  Regurgitation  of 
alkaline  duodenal  contents  through  the  gas- 
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trojejunostomy  and  into  the  stomach  may 
stimulate  an  excessive  flow  of  gastrin  hormone. 
These  patients  may  later  develop  gastric  or 
marginal  ulcers. 

IV.  Vagotomy,  Antrectomy  (subtotal  gas- 
trectomy-anterior gastrojejunostomy):  Our 

own  experience  with  chronic  duodenal  ulcer 
patients  has  led  us  to  believe  that  antrectomy 
plus  vagotomy  and  bypass  of  the  duodenum 
with  an  open  (polya)  anteriorly  located  gas- 
trojejunostomy is  the  safest,  most  physiologi- 
cal procedure. 

We  have  attempted  to  examine  our  prefer- 
ence for  this  procedure  on  104  patients  with 
average  follow-up  of  3.5  years.  Follow-up 
has  been  based  on  office  visits  on  a regular 
basis.  Herrington8  reviewed  the  Vander- 
bilt experience  with  truncal  vagotomy,  an- 
trectomy and  Billroth  I (gastro-duodenos- 
tomy ) . Their  experience  is  impressive  and  the 
overall  results  in  terms  of  immediate  morbidity 
and  mortality  and  lack  of  recurrent  ulceration 
is  also  good.  Apparently  with  difficult  duo- 
denal ulcers,  i.e.,  deep  postbulbar  penetrating 
ulcers  and  those  significantly  near  the  ampulla, 
the  ulcer  itself  is  left  in  place.  We  too  leave 
the  ulcer  in  situ  in  many  instances,  but  believe 
that  diverting  the  “gastric  stream”  is  important 
to  assure  eventual  ulcer  healing,  prevent  heal- 
ing cicatrix  and  obstruction,  relieve  pain  where 
present  and  avoid  future  rebleeding  episodes. 
The  review  and  follow-up  of  our  small  group 
of  patients  seems  to  agree  with  Jordan  and 
Condon9  that  vagotomy  and  antrectomy  is 
superior  to  vagotomy  and  drainage  as  the  op- 
eration of  choice  for  elective  treatment  of  duo- 
denal ulcer. 

Clinics!  Material 

During  the  period  of  July  1958  to  July  1968 
a total  of  218  patients  were  seen  in  consulta- 
tion for  evaluation  of  surgical  treatment  for 
duodenal  ulcer.  Many  of  these  patients  had 
been  cared  for  medically  for  a considerable 
period  of  time  with  recurrent  symptoms, 
bleeding,  or  evidence  of  cicatrix  and  obstruc- 
tion despite  adequate  management.  (Table  1). 
Of  the  total  seen,  148  patients  were  selected 


as  operative  candidates  and  of  this  group  it  was 
felt  that  overall  best  results  in  our  experience 
would  be  obtained  by  vagotomy,  antrectomy, 
and  anterior  polya  Billroth  II  type  of  anasto- 
mosis in  104.  The  remaining  36  patients  will 

Table  1. 

Indications  for  Operation 

1.  Repeat  Bleeding  Episodes 37% 

two  or  more— 23  patients— all  patients  bleeding 
actively  at  hospital  admission  at  which  opera- 
tion was  performed. 

three  or  more— 17  patients.  Ten  bleeding  ac- 
tively at  hospital  admission  at  which  operation 
performed.  Seven  bleeding  recurrently  on 
multiple  previous  hospital  admissions  or  as 
outpatients. 

2.  Intractability  of  Symptoms 33% 

(34  patients) 

Pain— 21  patients. 

Recurrent  ulceration  despite  prolonged  medi- 
cal management— 13  patients. 

3.  Symptoms  of  Chronicity 30% 

(30  patients) 

History  of  perforation  with  later  symptoms— 6. 
Actual  perforation  at  operation— 2. 

Obstruction  from  chronic  duodenal  scarring, 
partial— 18,  complete— 4. 

not  be  presented  here,  but  had  various  pro- 
cedures ranging  from  pyloroplasty  and  vago- 
tomy to  simple  60%  subtotal  gastrectomy. 
(Table  2)  Most  of  these  patients  were  op- 

Table  2. 

Operations  other  than  Antrectomy  and  Vagotomy 


in  36  Patients 
Subtotal  (50%)  gastrectomy 

(without  vagotomy)  17  patients 

Pyloroplasty  and  Vagotomy 15  patients 

Duodenostomy  and  simple  suture  ligature 
of  bleeding  ulcer  in  critically  ill  and 
elderly  patients  4 patients 


erated  upon  in  the  early  stages  of  this  study 
before  an  effort  to  standardize  a procedure 
had  been  made.  Table  3 indicates  age  and  sex 
distribution  and  duration  of  symptoms  prior  to 
operation  in  the  104  patients  undergoing  va- 
gotomy, antrectomy,  and  polya  Billroth  II 
anastomosis. 

Postoperative  Care 

Routinely  the  Intensive  Care  Unit  is  utilized. 
We  have  learned  to  leave  gastric  suction  in 
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situ  for  three  or  four  days  and  not  bother 
“testing”  for  residual— this  avoids  too  early 
removal  of  tubes  with  resultant  gastric  dis- 
tension, ileus,  and  respiratory  embarrassment 

Table  3. 

104  Patients  with  Resection 


1.  Age— average  37.5  years 

2.  Sex— male  69 

female  35 

3.  Duration  of  Symptoms 

Six  months  to  1 year  11% 

One  year  to  3 years  24% 

Three  years  to  5 years 27% 

Over  5 years 38% 


from  elevated  diaphragms.  We  clamp  gastric 
suction  on  the  third  day  and  remove  same  the 
fourth  day  if  no  vomiting  or  discomfort  has 
developed.  Clear  liquids  are  started  as  soon  as 
the  gastric  tube  is  out,  followed  by  a six  feed- 
ing pureed  bland  diet.  The  average  length  of 
hospital  stay  is  eight  days  with  nylon  skin 
sutures  removed  in  two  weeks  at  the  time  of 
office  follow-up. 

Operative  Mortality 

Of  the  104  patients  undergoing  vagotomy, 
antrectomy,  and  Billroth  II  anastomosis,  two 
deaths  (2.8%)  occurred  postoperatively 
(within  six  weeks  of  operation).  Two  of  the 
deaths  were  sudden  and  apparently  cardiac  in 
nature.  One  death  resulted  from  duodenal 
blowout  on  the  eighth  postoperative  day. 


Table  4. 

Recurrence  Rate 
Recurrence  of  Symptoms 

1.  Postoperative  indigestion— six  5.7% 

2.  Recurrent  ulcer  (marginal  ulcer) 

(Two  of  these  patients  were  shown  later  to 
have  Zollinger-Ellison  Syndrome)— three  2.8% 

3.  Repeat  bleeding  from  duodenal  ulcer  not 

resected  0.0% 


Complications 

Our  follow-up  has  been  rewarding  and  ap- 
proaches 90%.  We  have  been  impressed  by 
the  lack  of  dumping  in  this  group.  Despite  a 
wide-open  polya  anastomosis,  we  have  not  seen 
a single  severe  dumping  syndrome  and  only 
four  with  symptoms  approaching  postprandial 
discomfort  (weakness,  diaphoresis,  palpita- 


tions). Weight  loss  has  been  no  problem  and 
no  patient  in  this  group  (unlike  subtotal  gas- 
trectomies) lost  weight  on  an  involuntary 
basis. 

There  were  12  subcutaneous  wound  infec- 
tions, four  incisional  herniae,  and  one  pan- 
creatic pseudocyst  (in  a patient  operated  upon 
in  1960  when  a persistent  and  perhaps  unwise 
attempt  was  made  to  “resect”  a penetrating 
postbulbar  duodenal  ulcer). 

Comments 

One  hundred  and  four  patients  with  chronic 
duodenal  ulcers,  repeat  bleeding  episodes,  ob- 
structive symptoms  or  perforation  were  op- 
erated upon  in  the  period  from  July  1958  to 
July  1968— a 3.5  year  average  follow-up  was 


Table  5. 

Number  of  Patients  Operated  Upon  by  the 
Recommended  Procedure  (Total  104) 


Year 

No.  of  Patients 

1958 

4 

1959 

8 

1960 

7 

(9  others  operated  upon 
by  another  procedure) 

1961 

8 

(9  others  by  another 
procedure) 

1962 

9 

(10  others  by  another 
procedure) 

1963 

10 

(7  others  by  another 
procedure) 

1964 

12 

(one  other  by  another 
procedure) 

1965 

9 

1966 

12 

1967 

11 

1968 

14 

obtained.  We  felt  that  the  most  physiological 
operation  in  our  experience  consisted  of  trun- 
cal vagotomy,  antrectomy,  and  Billroth  II 
polya  anterior  anastomosis  procedure  and 
have  performed  this  operation  with  standard 
regularity.  W e did  not  perform  acid  secretory 
analysis  (Hollander  test  or  Kay’s  augmented 
histamine  test)  routinely  since  the  results  of 
these  studies  for  pre-  and  postvagotomy  pa- 
tients were  well  documented.  The  recurrence 
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rate  of  less  than  2 % and  the  low  mortality  and 
morbidity  figures  indicate  to  us  that  we  are 
safely  satisfying  the  need  and  preventing  un- 
wanted ulcer  recurrence.  We  resected  seven 
perforated  ulcers  in  this  group  with  very  early 
diagnosis  of  perforation  and  enough  duodenal 
pathology  (i.e.,  inflammation  and  chronicity) 
to  indicate  that  simple  closure  and  plication 
would  be  complicated  by  later  obstruction  or 
medical  failure.  This  group  has  done  well 
with  operation  and  other  series  have  also  indi- 
cated that  emergency  resection  for  perforated 
duodenal  ulcer  is  of  proven  value.10  However, 
we  have  not  routinely  resected  acute  perfora- 
tions; these  tend  to  be  located  in  the  anterior 
duodenum,  to  be  relatively  asymptomatic,  and 
to  respond  well  to  medical  management  if 
closed  and  plicated.  For  first  offenders  with 
a short  history  and  an  acute  perforation  we 
therefore  prefer  to  close  rather  than  to  resect, 
leaving  treatment  to  our  medical  colleagues 
until  or  unless  failure  there  requires  surgical 
intervention. 

Summary 

1.  One  hundred  and  four  patients  undergo- 
ing subtotal  gastrectomy,  anterior  Billroth  II 
polya  anastomosis  and  truncal  vagotomy  are 
reported,  extending  over  a ten  year  period. 

2.  This  selection  of  patients  for  operation 
was  drawn  from  218  patients  evaluated  for 
chronic  duodenal  ulcer  disease. 

3.  The  most  common  indications  for  opera- 
tion in  decreasing  percentage  were  repeat 
bleeding  episodes  on  two  or  more  occasions— 
37%.  Intractability  of  symptoms  consisting  of 
persistent  indigestion  and  pain— 33%.  Symp- 
toms of  chronicity  associated  with  duodenal 
cicatrix,  perforation  with  sealing  or  frank  per- 
foration—30%. 


4.  Our  overall  operative  mortality  consisted 
of  three  deaths  (2.8%)  and  a recurrent  ulcer 
occurred  in  2.8%  (two  of  these  patients  de- 
veloped Zollinger-Ellison  syndrome). 

5.  We  believe  that  our  series  represents  a 
rather  broad  spectrum  of  candidates  selected 
from  the  population  at  large  and  operated  upon 
in  a community  hospital.  The  Billroth  II  pro- 
cedure with  vagotomy  is  a safe  and  standard- 
ized technique,  but  we  emphasize  the  lack  of 
necessity  in  resecting  difficult  duodenal  ulcers 
because  of  the  complications  that  can  ensue. 
We  do  emphasize  the  need  to  be  elastic  in  one’s 
selection  of  the  surgical  procedure  since  it  ap- 
pears that  vagotomy  plus  pyloroplasty  has  a 
definite  place  in  duodenal  ulcer  therapy  espe- 
cially in  old,  debilitated  patients  where  rapid 
open  identification  of  the  bleeder  and  suture 
ligature  is  mandatory. 
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Propoxyphene 

Two  Fatalities  Due  to  Overdose 


Propoxyphene,  the  most  widely 
prescribed  analgesic,  is  not  as 
safe  a drug  as  generally  believed. 
Two  deaths  from  overdosage  are 
reported. 

IN  THE  FIELD  OF  LEGAL  MEDICINE, 
the  medical  examiner  is  not  satisfied  to  find  a 
victim  with  a needle  and  a syringe  by  his  side. 
Even  when  empty  vials  of  medications  are 
found  around  the  deceased,  the  responsibility 
of  the  medical  examiner  is  to  investigate  fur- 
ther by  necropsy  and  toxicological  means  for 
a final  cause  of  death.  At  times  there  are  no 
external  clues  but  only  intuition.  This  and 
investigation  often  enable  us  to  find  the  prob- 
able cause  of  death. 

Recently  in  our  area,  we  were  made  aware 
of  two  deaths  due  to  an  overdose,  and  over- 
indulgence  of  Propoxyphene.  I know  of  at 
least  one  other  case  in  an  adjoining  county  in 
another  state,  but  this  is  not  being  reported. 

I had  known  both  these  patients  in  private 
life.  One  of  them  was  the  first  patient  when 
I opened  my  practice.  I recall  that  he  re- 
quested specifically  a prescription  of  Darvon 
Compound-65  for  alleged  severe  back  pain. 
Two  hours  later,  the  same  individual  called 
me  for  a second  prescription.  He  claimed  to 
have  lost  the  first.  An  inquiry  to  a local  phar- 
macist made  me  aware  of  “Drug  Habituation” 
in  this  individual. 

This  sixty  year  old  man  had  been  a patient 
at  the  Southwestern  State  Hospital  in  Marion, 
Virginia.  He  was  unemployed,  an  alcoholic, 
heavy  smoker,  and  an  habitual  patient  in  sev- 
eral hospitals.  The  only  diagnosis  established 
for  this  man  was  inadequate  personality  and 
with  no  apparent  physical  disability. 
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One  day  he  was  found  dead  by  a member 
of  his  family  soon  after  he  had  been  seen  earlier 
in  a fair  state  of  health.  There  was  no  evi- 
dence of  foul  play,  and  no  evidence  of  suicide. 
This  death  would  appear  to  be  due  to  natural 
causes,  mainly  cardiovascular.  Post-mortem 
examination  was  essentially  negative.  Toxico- 
logical studies  revealed:  0:05%  alcohol  by 

weight;  negative  for  barbiturates;  1.25  mg% 
Darvon;  9.2  mg%  salicylates. 

The  second  case  refers  to  a female  patient,  a 
childless  registered  nurse,  who  had  been  seen 
by  many  physicians.  No  definite  diagnosis  had 
been  given,  but  it  was  known  to  her  family 
that  she  abused  drugs  by  taking  many  self- 
prescribed  drugs,  including  Propoxyphene. 
On  one  occasion  she  was  found  locked  in  her 
home,  confused,  disoriented,  and  crawling 
around  her  room.  The  husband  reached  her 
by  forceful  entry  into  the  home.  Because  of 
this  incident,  the  husband  had  forbidden  her 
the  continued  use  of  these  abused  drugs. 

A few  days  before  her  death,  she  had  been 
ill,  tired,  listless,  and  unkempt.  On  the  evening 
of  her  death,  she  was  eating  and  talking.  Sud- 
denly she  collapsed  on  the  table  and  died. 

Post-mortem  examination  failed  to  reveal 
abnormalities,  but  toxicological  studies  re- 
vealed: negative  for  alcohol;  1.4  mg%  pro- 
poxyphene; liver  15.8  mg%  propoxyphene. 

Propoxyphene  is  an  odorless,  crystalline 
powder  with  bitter  taste.  It  is  freely  soluble 
in  water.  It  is  a good  analgesic  in  the  potency 
range  of  codeine.  When  this  drug  is  used  in 
combination  (aspirin,  caffeine,  phenacetin. 
etc.),  its  effects  are  enhanced. 

An  effective  pharmacological  dose  has  been 
found  to  be  from  32-65  mlg.  The  smallest 
dose  having  been  found  to  cause  death  in  a 
human  being  is  800  mlg  (plus  alcohol).  Addi- 
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tion  of  drugs  and/or  alcohol  increases  drug 
toxicity.  The  largest  dose  ingested  without 
having  caused  death  is  6500  mlg. 

Doses  causing  death  have  varied.  There  are 
few  side  effects  caused  by  this  drug,  includ- 
ing: vertigo,  light-headedness,  drowsiness, 

gastric  irritation,  nausea,  vomiting,  excitation, 
headache.  Larger  doses  (dangerous  range) 
will  produce  all  of  the  above  plus:  somno- 
lence, delirium,  mild  respiratory  depression, 
miosis.  Excessive  doses  will  cause:  severe  con- 
vulsions, respiratory  depression,  apnea  with 
anoxia,  and  death  due  to  cerebral  anoxia  and 
cardiac  arrest. 

When  Propoxyphene  is  ingested,  it  will  be 
degraded  to  nor-propoxyphene  by  liver  en- 
zymes. 80%  of  the  drug  will  be  excreted  in 
the  urine.  The  remaining  is  excreted  in  the 
lung,  bile,  and  feces.  The  half  life  of  Propoxy- 
phene in  blood  has  been  variable  from  patient 
to  patient.  It  is  usually  less  than  five  hours. 
The  half  life  of  Nor-propoxyphene  Hydro- 
chloride is  more  than  five  hours. 

The  chief  metabolites  of  the  main  drug  have 
much  less  respiratory  and  central  nervous  sys- 
tem depressant  activity  than  the  main  drug. 
Heroic  clinical  procedures  to  speed  excretion 
will  not  improve  excretion  of  the  drug. 

Because  of  the  wide  distribution  of  the  drug, 
and  with  the  belief  that  an  analgesic  obtained 
by  prescription  is  stronger  than  common  anal- 
gesics, and  because  this  drug  can  be  prescribed 
without  narcotic  control,  instances  of  abuse, 
habituation,  and  physical  and  psychological 
dependence  are  encountered. 

Incidentally,  numerous  studies  have  revealed 
that  Darvon-32  is  not  more  effective  than  as- 
pirin or  a placebo,  and  Darvon  Compound  65, 
even  though  it  is  more  effective  than  aspirin,  is 
not  more  effective  than  32  mlg  of  codeine  or 
50  mlg  of  demerol  as  claimed  by  the  manufac- 
turer. 

In  unknown  cases  of  Darvon  overdoses,  it 
is  recommended  to  remove  the  drug  by  gastric 
lavage,  diuresis,  and  dialysis.  The  airway 
should  be  free.  Respiration  should  be  assisted 
and  when  respiratory  failure  is  present  Nal- 
line  Hydrochloride  and/or  Lorfan  (Narcotic 
Antagonists)  should  be  given. 


Nalline  5-10  mlg  i.v.— repeated  at  intervals 
of  15  to  30  minutes  until  response  is  obtained. 

Lorfan  is  to  be  given.  Give  one  mlg  per 
100  mlg  of  Propoxyphene  ingested  (when  the 
amount  is  known) , or  one  mlg  i.v.  to  be  given 
every  two  or  three  minutes  when  the  dose  is 
unknown. 

Stimulants  and  anticonvulsivants  are  not  in- 
dicated but  can  be  given  with  extreme  caution. 

The  following  quotations  were  received 
from  Mr.  Fred  Salter,  Pharmacology  Instruc- 
tor at  the  Medical  College  of  Virginia. 

(1)  Most  widely  prescribed  analgesic. 

(2)  Few  side  effects. 

(3)  No  narcotic  control. 

(4)  Physician’s  best  friend. 

(5)  Top  money  maker  of  all  prescription 
drugs. 

Summary 

(1)  Two  fatalities  are  reported  due  to  over- 
dose of  Propoxyphene.  (Darvon) 

(2)  General  information  about  the  drug. 

(3)  Physicians  should  be  aware  of  the  toxic 
effects  of  this  drug  and  its  possible  abuse, 
since  it  is  not  an  innocuous  chemical. 
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Public  Health.... 


Influenza  Status  Report 

Influenza  occurs  every  year  in  the  United 
States,  but  its  incidence  and  geographic  distri- 
bution vary  widely.  Periodically,  influenza 
appears  in  epidemic  form.  This  is  the  result 
of  antigenic  variation  in  the  prevalent  influ- 
enza viruses  and  the  relative  susceptibility  of 
the  population.  Both  type  A and  type  B influ- 
enza viruses  undergo  these  antigen  changes 
which  usually  develop  slowly  but  may  be  rapid 
and  abrupt.  Type  A influenza  viruses  are  more 
frequently  associated  with  epidemics  and  pro- 
duce more  serious  clinical  disease  than  type 
B viruses. 

Present  World-Wide  Influenza 
Situation 

From  September  1971  through  January 
1972  influenza  similar  to  prototype  strain 
A/HongKong/8/68  was  reported  in  Eastern 
Europe  with  relatively  slow  spread  to  the  So- 
viet Union,  Germany,  France,  and  England. 
In  February  1972  the  World  Influenza  Centre 
in  London  reported  that  one  of  the  strains 
isolated  in  this  epidemic  (A/England/42/72) 
presented  significant  antigenic  differences  from 
A/FIongKong/1/68.  Closely  related  strains 
have  been  isolated  in  southern  India,  Korea, 
Malaysia,  Singapore,  and  Australia.  Additional 
outbreaks  of  influenza-like  illness  have  oc- 
curred in  Guam,  Saipan,  Vietnam,  Thailand, 
and  the  Fiji  Islands. 

Influenza  activity  in  the  United  States  has 
been  limited  to  three  isolates  from  Americans 
living  in  Hawaii  (September  1972).  One  of 
these  isolates  resembled  A/England/42/72. 
United  States  naval  vessels  operating  in  the 
Western  Pacific  have  also  reported  outbreaks 
of  influenza  activity  while  at  sea.1 

The  Public  Health  Service  Advisory  Com- 
mittee on  Immunization  Practices  has  recently 


announced  that  intensified  surveillance  is 
needed  to  determine  how  far  the  newer  strains 
have  spread.  It  is  reasonable  to  expect  that 
they  will  be  the  cause  of  additional  influenza 
cases  in  the  United  States  during  the  1972-73 
season.  We  cannot  predict,  however,  whether 
widespread  outbreaks  are  likely  to  occur.  Part 
of  this  uncertainty  is  because  a majority  of 
our  population  already  has  some  immunity 
from  prior  exposure  to  related  influenza 
viruses.2 

Current  Vaccine  Composition 

The  inactivated  bivalent  influenza  vaccine 
presently  available  for  1972-1973  differs  in 
two  respects  from  that  available  in  1971-1972. 
First,  the  potency  of  the  type  A strain  com- 
ponent has  been  increased  from  400  to  700 
chick  cell  agglutinating  (CCA)  units.  Second, 
a more  current  type  B strain  replaces  that  used 
in  the  1971-1972  formulation.  Each  adult  dose 
of  the  1972-1973  vaccine  now  contains  a total 
of  700  CCA  units  type  A (A/Aichi/2/68) 
and  300  CCA  units  type  B (B/ Massachusetts/ 
1/71). 

Vaccines  from  all  commercial  producers  are 
highly  purified  and  should  have  fewer  asso- 
ciated adverse  reactions  than  previous  influenza 
vaccines.  Preparations  incorporating  /A  Eng- 
land/42/72 or  related  strains  are  being  worked 
on  in  the  laboratory.  Distribution  is  not  ex- 
pected before  1973. 

Vaccine  Dosage  Schedule 

The  primary  series  consists  of  2 doses  given 
subcutaneously  at  6-8  week  intervals.  The 
dosage  volume  for  adults  and  a detailed  sched- 
ule for  children  are  specified  in  each  manufac- 
turer’s labeling.  Persons  who  have  had  one 
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or  more  doses  of  influenza  vaccine  since  1968- 
69  need  only  a single  subcutaneous  booster 
dose.  Influenza  vaccine  is  ordinarily  contrain- 
dicated in  patients  hypersensitive  to  egg 
protein. 

Recommendations  for  Usage  of 
Influenza  Vaccine 

Annual  vaccination  is  recommended  for 
persons  of  all  ages  with  the  following  chronic 
debilitating  conditions: 

A.  Heart  Disease— congenital,  rheumatic 
(especially  mitral  stenosis),  arterioscle- 
rotic and  hypertensive  (particularly 
with  cardiac  insufficiency); 

B.  Bronchopulmonary  Disease  — Asthma, 
chronic  bronchitis,  cystic  fibrosis,  bron- 
chiectasis, emphysema,  and  advanced  tu- 
berculosis; 

C.  Metabolic  Disorders— especially  diabetes 
mellitus. 

The  value  of  routine  immunization  of  all 
older  age  persons  is  far  from  certain.  Immuni- 
zation of  the  elderly  is  usually  justified  on  the 
basis  of  their  having  incipient  or  potentially 
chronic  diseases  listed  above. 

Routine  immunization  of  industrial  workers 
is  not  recommended  and  should  be  discour- 
aged. Under  special  circumstances  the  im- 
munization of  persons  who  provide  essential 
community  services  (e.g.,  medical  staff,  po- 
licemen, firemen,  etc.)  may  be  indicated.  Be- 
fore immunizing  even  these  special  groups, 
the  responsible  physicians  should  take  the  fol- 
lowing constraints  into  account: 

A.  The  effectiveness  of  inactivated  influ- 
enza vaccines  has  been  variable  and  the 
protection  conferred  relatively  brief; 

B.  Influenza  epidemics  are  difficult  to  pre- 
dict on  a national  basis,  let  alone  in  Vir- 
ginia; 

C.  All  influenza  vaccines  produce  side- 


effects  which  mimic  influenza  and  result 
in  absenteeism  in  their  own  right; 

D.  The  effectiveness  of  the  1972-73  vaccine 
against  the  newer  variants  is  not  known; 
and 

E.  The  1972-73  vaccine  is  in  short  supply. 
Promiscuous  use  will  divert  vaccine  from 
patients  with  chronic  debilitating  disease 
who  are  at  increased  risk  of  being  hos- 
pitalized or  dying  from  influenza.3 

Influenza  Surveillance 

The  Bureau  of  Epidemiology  has  set  up  a 
sentinel  surveillance  system  in  ten  urban  areas 
which  will  report  weekly  on  influenza.  The 
system  depends  heavily  upon  detecting  in- 
creases in  hospital  admissions,  emergency  room 
visits,  school  absenteeism,  and  industrial  ab- 
senteeism. When  increased  activity  is  observed, 
the  local  health  department  will  obtain  throat 
washings  and  blood  specimens  from  represen- 
tative patients  to  document  the  presence  of 
influenza  in  the  community. 

Private  practitioners,  hospital-based  physi- 
cians, and  other  health  agencies  are  invited  to 
participate  in  the  surveillance  system  on  a vol- 
untary basis.  The  director  of  the  local  health 
department  should  be  notified  immediately 
concerning  influenza-like  illness  in  patients 
who  have  returned  from  overseas  in  the  past 
week  or  of  outbreaks  in  the  community.  The 
local  health  director  can  make  arrangements 
with  the  Bureau  of  Epidemiology  and  the  State 
Laboratory  to  collect  whatever  viral  specimens 
are  indicated. 
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Medicare— Part  B . . 


Frequently  Medicare  B is  asked  why  some 
payments  are  reduced  by  the  implementation 
of  a new  calendar  year  physician’s  profile.  In 
recent  years  costs  have  increased  yet  Medi- 
care, in  some  few  instances,  is  allowing  less 
under  the  1971  physician’s  profile  than  it  did 
under  the  1970  profile.  While  the  individual 
physician’s  customary  charge  is  based  on  the 
actual  charges  submitted  for  a specific  service 
the  prevailing  charge  is  established  by  com- 
parison of  similarly  skilled  physicians  in  a 
broad  geographic  area  for  the  particular  serv- 
ice. Regulations  require  Medicare  to  compare 
the  customary  charge  with  the  prevailing  and 
if  when  compared  a difference  is  found  to 
exist,  to  consider  the  lesser  amount  for  pay- 
ment. 

Charging  levels  do  vary  within  the  same 
geographic  area  between  members  of  the  same 
specialty  group.  Not  all  internists  charge  the 
same  amount  for  a routine  office  visit  nor  do 
all  radiologists  charge  identical  amounts  for 
the  same  radiological  procedure.  The  number 
of  times  the  service  is  performed  by  individual 
physicians  also  has  its  effect  on  causing  either 
escalation  or  reduction  of  the  prevailing  charge 
level. 

Prevailing  is  the  75th  percentile  of  the  serv- 
ice. The  1500th  service  falls  within  the  800 
whose  customary  charge  was  $12.00  and  the 
prevailing  is  $12.00. 
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An  example  of  how  the  prevailing  can  be 
reduced  is  illustrated  below: 

1970  Charge  Data  reflects  for  a routine  of- 


fice visit 

Number  of  times  service 

performed  by  physicians  Customary 

having  same  customary  charge  Charge 

800  services  $12.00 

700  services  $10.00 

500  services $ 7.00 


2,000  services  total 

1971  Charge  Data  reflects  for  routine  office 


visit 

Number  of  times  service 

performed  by  physicians  Customary 

having  same  customary  charge  Charge 

450  services $12.00 

850  services  $10.00 

700  services  $ 7.00 


2,000  services  total 

Prevailing  is  the  75  th  percentile  or  the 
1500th  service.  The  1500th  service  falls  with- 
in the  850  whose  customary  charge  was  $10.00 
and  the  prevailing  becomes  $10.00. 

Based  on  the  example,  those  physicians  who 
were  receiving  $12.00  for  the  routine  office 
visit  under  the  1970  profile,  would  receive  not 
more  than  $10.00  based  on  the  1971  profile. 
The  charge  made  by  the  physicians  combined 
with  the  number  of  times  the  procedure  was 
performed  changed  from  one  year  to  another 
resulting  in  the  decrease  in  the  amount  Medi- 
care could  allow. 
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President Mrs.  William  J.  Reardon 

Presidejit-Elect.  . .Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice-President Mrs.  William  Gordge 

2nd  Vice-President Mrs.  Wallace  Baker 

3rd  Vice-President . . .Mrs.  M.  Pinson  Neal,  Jr. 
Corresponding  Secretary  . Mrs.  Hans  Klapproth 

Recording  Secretary Mrs.  Richard  Clark 

Treasurer Mrs.  Harold  Williams 

Directors Mrs.  David  B.  Hill 

Mrs.  Reuben  F.  Simms 
Mrs.  Joseph  M.  Straughan 

Acceptance  Speech 

In  accepting  the  office  of  President,  Kay 
Reardon  made  the  following  comments: 

As  I stand  here  I must  confess  to  feeling  like 
a pebble  on  the  beach  that  is  moved  by  each 
wave  as  it  sweeps  over  it.  One  wave  is  that  of 
joy  and  happiness  to  be  the  representative  of 
such  a wonderful  group;  another  wave  is  that 
of  unworthiness,  and  yet  another  is  that  of 
being  close  to  panic.  Another  wave— the  feel- 
ing of  thankfulness  for  giving  me  the  priv- 
ilege of  serving  with  Becky  Hill.  She  has  been 
both  an  inspiration  to  me  and  a friend.  I do 
pledge  to  you  that  I will  do  each  task  to  the 
the  best  of  my  ability  and  pray  that  with  the 
help  of  you  Auxiliary  members,  Virginia’s 
star  will  continue  to  shine. 

I would  like  to  share  this  moment  with 
several  people  without  whose  physical  as  well 
as  moral  support  I could  not  be  here  today. 
May  I introduce  the  Doctor  whose  wife  I am 
very  proud  to  be,  Bill;  my  daughter,  Kathy 
and  my  mother,  Mrs.  Walsh. 

Like  those  who  have  preceded  me,  both  the 
Board  and  I dedicate  ourselves  to  serving  you. 
We  want  to  make  your  jobs  both  easier  and 
more  effective  but  also  more  rewarding.  We 
are  proud  of  the  work  done  by  you.  Each 
year  the  flag  of  Virginia  flies  higher  at  the 
National  Convention.  Each  community  is  a 
better  place  because  you,  either  as  an  indi- 
vidual Auxiliary  member  or  as  a group,  have 
made  it  so.  I am  just  a figurehead,  it  is  you 
that  make  the  State  organization.  With  each 


year  that  passes,  we  should  be  more  aware 
that  we  cannot  sit  on  the  sidelines.  We  must 
be  committed  to  our  husbands  and  his  needs 
and  those  of  his  profession.  If  we  have  this 
commitment,  then  we  must  involve  ourselves. 
True  involvement  is  an  extension  of  oneself. 
We  need  your  help,  your  involvement  in  get- 
ting o-ood  medical  legislation,  educating  the 
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communities  in  improved  health  care,  inspiring 
those  interested  in  medical  careers,  raising 
funds  to  aid  our  medical  schools  and  to  make 
more  student  loans  available.  There  is  some 
phase  of  Auxiliary  work  for  everyone.  Wheth- 
er you  do  a large  or  small  job,  each  of  you 
is  needed.  Whether  you  work  within  your 
Auxiliary  or  as  an  individual  Auxiliary  mem- 
ber in  other  organizations  in  your  community, 
your  involvement  shows  you  do  care.  What 
better  public  relations  could  there  be  for  the 
medical  profession?  The  well-being  of  your 
community  is  dependent  on  each  individual’s 
responsibility.  Each  area  has  its  own  needs. 
You  must  decide  what  projects  need  your 
support.  Your  state  chairmen  and  I can  give 
you  an  outline  but  you  must  fill  in  the  details. 
Call  on  us— let  us  help  if  we  can. 

We  all  must  feel  a sense  of  commitment.  If 
we  have  this,  how  can  we  remain  inactive  and 
uninvolved? 

BE  COMMITTED-BE  INVOLVED 
YOU’LL  LIKE  IT. 

Minutes  of  Fiftieth  Annual  Meeting 

Place— The  Conference  Center,  Williamsburg, 
Virginia 

Time  and  Date— 9 a.m.,  November  6,  1972 

Mrs.  David  B.  Hill,  President,  called  the  meet- 
ing to  order  and  welcomed  all  members,  delegates 
and  honored  guests. 

Mrs.  Daniel  Anderson,  Chaplain,  read  a very 
moving  and  beautiful  prayer. 

Mrs.  Hill  then  led  the  members  and  delegates 
in  the  Pledge  of  Lovaltv- 

Mrs.  Malcolm  Harris  from  “the  Convention 
Citv”  of  Williamsburg  extended  warm  greetings. 
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Mrs.  James  Wilson,  President  of  the  Hampton 
Auxiliary,  welcomed  everyone  to  Williamsburg 
on  behalf  of  the  Convention  Committee. 

Mrs.  Charles  Smith,  McLean,  responded  and 
gave  a very  delightful  and  humorous  talk  about 
the  past  fifty  years. 

Mrs.  Hill  introduced  the  honored  guests: 

Mrs.  Robert  F.  Beckley,  President,  Woman’s 
Auxiliary  to  the  American  Medical  Association 

Mrs.  Hazel  Lewis,  Assistant  Executive  Secre- 
tary, Woman’s  Auxiliary  to  the  American  Medi- 
cal Association 

Mrs.  Linus  Hewit,  Chairman,  Health  Educa- 
tion Committee,  Woman’s  Auxiliary  to  the 
American  Medical  Association 

Mrs.  Daniel  Anderson,  Member,  Board  of  Di- 
rectors, Woman’s  Auxiliary  to  the  American 
Medical  Association 

Mrs.  Nash  Thompson,  President-Elect,  Wom- 
an’s Auxiliary  to  the  Southern  Medical  Associa- 
tion 

Mrs.  J.  M.  Jarratt,  West  Virginia,  Eastern  Re- 
gional Chairman,  Health  Manpower  Committee, 
Woman’s  Auxiliary  to  the  American  Medical 
Association 

Mrs.  Bruce  Martin,  Past-President,  West  Vir- 
ginia Auxiliary 

Mrs.  Robert  Janes,  President,  West  Virginia 
Auxiliary 

Mrs.  T.  Sear,  President,  North  Carolina  Aux- 
iliary 

Mrs.  DeWitt  Des  Lourdes,  President,  Maryland 
Auxiliary 

Dr.  Carl  Stark,  President-Elect,  The  Medical 
Society  of  Virginia 

Mrs.  Hill  paid  tribute  to  Mrs.  Southgate  Leigh 
as  the  organizer  of  the  first  Virginia  Auxiliary 
fifty  years  ago— 1922. 

Mrs.  Hill  then  recognized  Mrs.  Herbert  W. 
Rogers,  Norfolk,  Past-President  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  Virginia 
in  1942-43.  Mrs.  Hill  then  asked  all  past-presi- 
dents to  stand  and  be  recognized. 

Dr.  Carl  Stark  brought  a timely  message  of 
“The  Changing  Image  of  the  Physician”  and 
pledged  full  cooperation  of  the  Medical  Society 
in  the  next  year. 

Mrs.  Robert  Beckley  gave  the  Keynote  Ad- 
dress. She,  also,  extended  congratulations  to  the 
Auxiliary  from  the  national  auxiliary. 

Mrs.  George  Kelly  reported  the  minutes  had 
been  read  and  approved  by  the  Reading  Com- 
mittee. 

Adrs.  James  Moss  reported  the  books  in  good 
order. 

Mrs.  Randolph  Hoge,  Recording  Secretary, 


called  the  roll  with  the  following  results.  Officers 
—16;  Committee  Chairmen— 19;  County  Aux- 
iliaries—21  responded  reporting  a total  112  dele- 
gates. 

Mrs.  Hill  commended  the  State  Officers  for 
their  work  during  the  past  year  and  thanked  them 
for  a “job-well-done”. 

Mrs.  Hill  announced  that  through  the  enthu- 
siastic leadership  of  Mrs.  Reardon,  the  Virginia 
Auxiliary  had  won  two  awards  at  the  National 
convention  in  San  Francisco  for  achievements 
in  AA4A-ERF.  The  State  had  again  doubled  its 
contributions  to  AMA-ERF  over  the  preceding 
year  reaching  an  amount  in  excess  of  $20,000  and 
also  reaching  a goal  of  $10.00  per  capita  mem- 
bership. Virginia  received  a third  award  for  the 
greatest  increase  in  state  membership. 

Adrs.  Robert  Keeling,  Chairman,  read  the  re- 
port of  the  Finance  Committee  explaining  the 
recommendations  of  the  committee  which  are 
included  in  the  budget.  Mrs.  Keeling  made  the 
recommendation  that  the  budget  be  adopted  with 
the  amendments  made  at  the  Pre-Convention 
Board  Adeeting: 

(1)  Travel  to  National  Conferences  $600.00; 
(2)  Convention  Delegates  attending  National 
Convention  $600.00. 

Mrs.  Hans  Klapproth  made  the  motion  the 
budget  be  accepted  as  presented.  Seconded  and 
carried. 

Mrs.  Michael  Puzak  made  an  amendment  to 
the  motion  that  the  funds  for  the  Virginia  Coun- 
cil on  Health  and  Medical  Care  be  $100.00. 
Amendment  seconded  and  carried. 

The  Secretary,  Mrs.  Hoge,  read  the  recom- 
mendation from  the  Board  that  Mr.  Howard, 
Executive  Secretary,  The  Medical  Society  of 
Virginia,  be  recognized  for  his  outstanding  serv- 
ices to  and  his  interests  in  the  Woman’s  Auxiliary 
and,  that  he  be  made  an  Honorary  Member  of 
the  Auxiliary.  Adrs.  Cooke  made  the  motion  that 
the  recommendation  be  approved  and  imple- 
mented. Seconded  and  carried.  Mrs.  Hill  in- 
structed Mrs.  Klapproth  to  provide  a suitable 
certificate  of  Honorary  Membership  to  be  pre- 
sented to  Mr.  Howard  during  the  annual  lunch- 
eon. 

Mrs.  Hill  recognized  and  praised  Mrs.  Strong 
for  her  work  as  Newsletter  Editor. 

Mrs.  Richard  Clark,  Chairman,  reported  a total 
registration  of  144.  112  delegates  had  registered. 

Mrs.  Broaddus  Gravatt,  Historian,  spoke  most 
enthusiastically  about  the  publication  of  “The 
First  Fifty  Years— The  Woman’s  Auxiliary  to 
The  Adedical  Society  of  Virginia”.  Four  hun- 
dred copies  have  been  printed.  Cost  of  book- 
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$2.00  per  copy.  She  encouraged  members  to 
purchase  them  and  to  encourage  the  sale  of  the 
books  in  each  local  auxiliary. 

Mrs.  Donald  Fletcher  reported  for  the  dele- 
gates to  Annual  Woman’s  Auxiliary- American 
Medical  Association  Convention  and  displayed  a 
bulletin  board  which  she  had  prepared  with  in- 
formation received  at  the  national  meeting  in 
San  Francisco. 

Mrs.  Joseph  Romnes  presented  the  following 
Resolutions: 

Whereas,  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia  on  this  Fiftieth  An- 
nual Convention  now  assembled  at  The  Williams- 
burg Lodge,  Williamsburg,  on  this  6th  day  of 
November  1972  has  been  a most  successful  meet- 
ing, both  informative  and  enjoyable, 

Whereas,  the  success  of  any  convention  de- 
pends on  leadership,  co-operation  and  efforts  of 
many  people, 

Therefore  be  it  resolved  that  this  convention 
go  on  record  as  expressing  sincere  appreciation 
to  its  success— especially  to: 

Mrs.  David  B.  Hill,  President 

Mrs.  Robert  Stout,  Convention  Chairman 

Mrs.  Grey  Hughes,  Convention  Co-chairman 

Mrs.  James  Wilson,  President,  Hampton  Aux- 
iliary 

Mrs.  William  Harris,  President,  Newport  News 
Auxiliary 

Mrs.  Robert  Beckley,  President,  Woman’s 
Auxiliary  to  the  American  Medical  Association 

Mrs.  Hazel  Lewis,  Assistant  Executive  Secre- 
tary, Woman’s  Auxiliary  to  the  A.M.A. 

Dr.  William  Hotchkiss,  President,  The  Medical 
Society  of  Virginia 

Dr.  Carl  Stark,  President-Elect,  The  Medical 
Society  of  Virginia 

Mr.  Robert  Howard,  Executive  Secretary,  The 
Medical  Society  of  Virginia 

Miss  E.  Spencer  Watkins,  Managing  Editor, 
Virginia  Medical  Monthly 

Mrs.  Linus  W.  Hewit,  National  Chairman, 
Health  Education 

Mrs.  Raymond  Brown  and  The  Association  of 
Virginia  Antiquities  for  arranging  the  tour  of 
Belroi  and  tea  at  Toddsbury,  the  home  of  Mrs. 
Charles  Beatty  Moore. 

Resolved  that  a copy  of  these  and/or  an  ap- 
propriate letter  of  thanks  be  mailed  to  each 
party  herein  mentioned. 

Mrs.  Stout  made  announcements  regarding  the 
Champagne  Reception  and  Luncheon. 

The  Alexandria  Auxiliary  has  books  on  Drug 


Abuse  at  the  registration  desk  for  anyone  wishing 
a copy— no  charge. 

The  Mid-Centennial  History— “The  First  Fifty 
Years— The  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia”  are  on  sale  at  registration 
desk. 

Mrs.  Reardon  announced  that  copies  of  lists 
of  new  Officers  and  Committee  Chairmen  were 
available. 

Fairfax  Auxiliary  extended  invitation  to  all 
members  and  guests  to  a tea  honoring  Mrs.  Rear- 
don to  be  held  at  4 p.m. 

Mrs.  Daniel  Anderson,  Chaplain,  conducted 
a most  impressive  service  in  memory  of  our  de- 
ceased members. 

Mrs.  W.  H.  Barney,  President,  Lynchburg 
Auxiliary,  made  the  motion  that  Mrs.  David  B. 
Hill  be  presented  to  the  National  Nominating 
Committee.  Seconded  and  carried. 

Mrs.  Reuben  Simms,  Chairman,  Nominating 
Committee  presented  the  following  slate  of  nom- 
inees for  office  1972-73: 

President— Mrs.  William  J.  Reardon 

President-Elect— Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice  President— Airs.  William  Gordge 

2nd  Vice  President— Mrs.  Wallace  Baker 

3rd  Vice  President— Mrs.  M.  Pinson  Neal,  Jr. 

Corresponding  Secretary— Mrs.  Hans  Klapproth 

Recording  Secretary— Mrs.  Richard  Clark 

Treasurer— Mrs.  Harold  Williams 

Directors— Mrs.  David  B.  Hill 
Mrs.  Reuben  Simms 
Mrs.  Joseph  Straughan 

Mrs.  Gravatt  made  the  motion  that  the  slate  of 
officers  be  accepted  as  presented.  Seconded  and 
carried. 

Mrs.  Santiago  Nunez,  Richmond  Auxiliary,  ex- 
tended a cordial  invitation  to  all  to  attend  the 
1972  Annual  Antiques  Show  and  Sale  to  be  held 
at  Hotel  Jefferson  in  Richmond.  Dates:  March 
7-10. 

Mrs.  Robert  Janes  expressed  her  deep  appre- 
ciation for  having  been  invited  to  attend  this 
50th  Annual  Convention. 

Mrs.  Hill  declared  the  convention  recessed  to 
be  reconvened  at  luncheon. 

Mrs.  Hill  reconvened  the  convention  at  1 p.m. 

Invocation— M rs.  Daniel  Anderson,  Chaplain 

Presentations— Mis.  Hill  presented  a certifi- 
cate of  appreciation  for  his  services  and  assistance 
to  the  State  Auxiliary  to  Mr.  Robert  Howard, 
Executive  Secretary  to  The  Medical  Society  of 
Virginia,  stating  this  made  him  an  Honorary 
Member  of  the  auxiliary.  Mr.  Howard  responded 
with  a few  remarks  and  stated  “this  could  only 
happen  in  America!” 
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Mrs.  Hill  recognized  and  paid  tribute  to  all 
Past-Presidents  of  the  Auxiliary.  Fourteen  Past- 
Presidents  stood  to  be  recognized.  Afrs.  Hill  an- 
nounced the  history  of  the  auxiliary— “The  First 
Fifty  Years— The  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia”  was  dedicated  to  a 
Past-President,  Mrs.  Kalford  Wall  Howard. 

Mrs.  Hill  recognized  the  honored  guests. 

Mrs.  Hill  introduced  Dr.  William  Drucker, 
Dean,  University  of  Virginia  School  of  Medicine 
who  spoke  briefly  and  thanked  the  auxiliary  for 
funds  received  during  the  past  year.  He  gave  a 
short  talk  on  how  the  University  plans  to  use 
the  funds. 

Mrs.  Joseph  Passantino,  Fashion  Show— Fash- 
ions which  were  current  during  the  formative 
years  of  the  auxiliary  and  during  the  year  each 
auxiliary  was  organized  were  presented. 

Mrs.  George  Kelly,  Chairman,  Awards  Com- 
mittee, presided.  She  announced  the  two  awards 
presented  to  the  Virginia  Auxiliary  in  San  Fran- 
cisco for  AMA-ERF:  (1)  largest  increase  of 

funds  raised  over  preceding  year.  (2)  achieving 
the  National  Goal  of  $10.00  per  capita. 

State  Awards:  A. M.A.-E.R.F  — Fairfax  County 
—Silver  Tray  and  certificate;  Norfolk— greatest 
increase  over  last  year;  Arlington— Achieving 
$10.00  per  capita  goal;  Northern  Neck— Achiev- 
ing $10.00  per  capita  goal. 

Doctor's  Day  Awards— Auxiliary  under  50 
members— Wise  County;  Auxiliary  over  50  mem- 
bers—Lynchburg  County. 


Life  of  Crime  More  Likely 

Children  of  criminal  mothers  are  much  more 
likely  to  become  criminals  themselves,  accord- 
ing to  an  Iowa  study  reported  in  the  Novem- 
ber issue  of  the  Archives  of  General  Psychi- 
atry, a publication  of  the  American  Medical 
Association. 

This  finding  holds  true  even  when  the  chil- 
dren are  removed  from  their  parents  at  very 
young  ages  and  adopted  into  non-criminal 
families. 

The  mothers  consisted  of  a group  of  41 
white  offenders  who  had  given  up  babies  for 
adoption.  Most  of  the  mothers  were  inmates 
of  the  Women’s  Reformatory,  Rockwell  City, 
Iowa,  during  the  years  1925  to  1956.  The  52 
babies  of  these  mothers  were  compared  to  a 
control  group  of  52  infants  born  to  non- 


Health  Manpower— Hampton  Auxiliary 

Special  Awards  of  Merit— Richmond  Aux- 
iliary, Roanoke  Auxiliary. 

Comrmmity  Services— Silver  Tray— Arlington 
Special  Merit  Awards— Virginia  Beach,  Roa- 
noke, Portsmouth. 

Scrapbook  A wards— Auxiliary  under  75  mem- 
bers—1st  place— Rockingham;  2nd  place— Hamp- 
ton. 

Auxiliary  over  75  members— 1st  place— Ar- 
lington; 2nd  place— Richmond. 

Installation  of  Officers— Mrs.  Robert  Beckley 
installed  the  new  officers. 

Mrs.  Reardon  responded  with  her  acceptance 
speech. 

Mrs.  David  Hill  presented  Mrs.  Reardon  with 
the  President’s  pin. 

Mrs.  Reuben  Simms  presented  Mrs.  Hill  with 
the  Past-President’s  pin. 

Mrs.  Barney,  Lynchburg  Auxiliary,  presented 
Mrs.  Hill  with  a gift  from  the  Lynchburg  Aux- 
iliary members. 

Mrs.  Stout,  Convention  Chairman,  extended 
her  thanks  and  appreciation  to  all  the  Conven- 
tion Committee  members  for  their  outstanding 
job  in  planning  the  convention. 

Mrs.  Randolph  H.  Hoge 
Recording  Secretary 


for  Children  of  Criminals 

criminal  mothers  and  given  up  for  adoption 
during  the  same  years. 

Most  of  the  offspring  of  criminal  mothers 
were  separated  at  one  year  of  age  or  younger, 
and  none  beyond  the  age  of  three  years. 

The  study  showed  that  eight  of  the  children 
of  criminal  mothers  have  arrest  records,  while 
only  two  of  the  control  group  have  records. 
Seven  of  the  first  group  have  been  convicted 
of  an  offense,  compared  to  one  control.  Four 
of  the  children  of  imprisoned  mothers  have 
records  of  two  or  more  arrests,  compared  to 
none  of  the  controls.  Five  of  the  first  group 
have  been  incarcerated. 

Author  of  the  study  is  Raymond  R.  Crowe, 
M.D.,  of  the  Department  of  Psychiatry,  Uni- 
versity of  Iowa  College  of  Medicine,  Iowa 
City. 
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SEENS"  AT  THE  ANNUAL  MEETING  IN  WILLIAMSBURG 


"ON  THE  BALL  FOR  COMMUNITY  SERVICE" 

Dr.  william  S.  Hotchkiss,  President, 
congratulates  Dr.  W.  Linwood  Ball 
(right)  as  recipient  of  this  year's 
Community  Service  Award. 


YOUR  AMA  - "ON  THE  JOB" 


(Left  to  Right)  Dr.  Richard  E.  Palmer, 
Alexandria,  and  Dr.  Max  H.  Parrott, 
Portland,  Oregon.  Members  of  the 
Board  of  Trustees  of  the  American 
Medical  Association. 


MKDAME  PRESIDENT! 

(Left  to  Right)  Mrs.  William  J. 
Reardon,  President-Elect  of  Woman's 
Auxiliary  to  The  Medical  Society  of 
Virginia.  Mrs.  David  B.  Hill,  Presi- 
dent. Mrs.  Robert  F.  Beckley,  Presi- 
dent of  the  Woman's  Auxiliary  to  the 
American  Medical  Association. 


FOUR  FOR  FORE 

(Left  to  Right)  Dr.  Andrew  F. 
Scheele,  Dr.  James  B.  Kegley,  Jr., 
Dr.  Mann  T.  Lowry,  and  Dr.  Elmer 
S.  Robertson. 


BEAUTIFUL  MEMORIES 


From  the  Woman's  Auxiliary  50th 
Anniversary  Fashion  Show. 


"WHAT  A RACQUET" 

(Left  to  Right)  Drs . Sieber,  Crowder, 
Nirschl,  Godwin,  Fitzgerald  and  Hutt. 


CENTER  COURT 


(Left  to  Right)  Mesdames  Sieber, 
Cohen  and  Crowder. 
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Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  in  Room  C of  the 
Williamsburg  Conference  Center  on  Sunday, 
November  5. 

Members  Present:  Dr.  William  S.  Hotchkiss, 
Dr.  Carl  E.  Stark,  Dr.  James  M.  Moss,  Dr.  W. 
Leonard  Weyl,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry 
J.  Warthen,  Dr.  Thomas  S.  Edwards,  Dr.  Ray- 
mond S.  Brown,  Dr.  Arthur  A.  Kirk,  Dr.  Car- 
rington Williams,  Jr.,  Dr.  George  J.  Carroll,  Dr. 
Baxter  H.  Byerly,  Dr.  John  A.  Martin,  Dr.  James 
C.  Respess,  Dr.  Alvin  E.  Conner,  Dr.  James  H. 
Smith  and  Dr.  Thomas  L.  Lucas. 

Others  Present:  Dr.  Anthony  J.  Munoz,  Sec- 
ond Vice-President;  Dr.  Gerald  J.  Fisher,  Third 
Vice-President;  Dr.  William  J.  Hagood,  Jr., 
Vice-Speaker;  Dr.  W.  Callier  Salley,  Dr.  Alexan- 
der McCaudand  and  Dr.  William  R.  Hill,  AMA 
Delegates;  Dr.  William  Grossmann,  Dr.  F.  Ash- 
ton Carmines  and  Dr.  Michael  A.  Puzak,  AMA 
Alternate  Delegates;  Dr.  Max  H.  Parrott  (Port- 
land, Ore.),  Member— AMA  Board  of  Trustees; 
Dr.  Richard  E.  Palmer,  Past-President  of  MSVa 
and  Member  of  AMA  Board  of  Trustees;  Dr. 
Darrell  C.  Crain,  President,  Medical  Society  of 
District  of  Columbia;  Dr.  DeWitt  E.  DeLawter, 
President,  Medical  & Chirurgical  Faculty  of 
Maryland;  Dr.  Worthy  W.  McKinney,  Presi- 
dent, West  Virginia  State  Medical  Association; 
Dr.  Eugene  R.  Perez,  Director,  Virginia  Regional 
Medical  Program;  and  Mr.  William  R.  Miller, 
Attorney. 

Joint  Screening  Panel 

Dr.  George  Nipe,  Chairman  of  the  Liaison 
Committee  to  the  Virginia  State  Bar,  reported 
on  a recent  meeting  with  representatives  of  the 
Bar.  The  meeting  had  been  called  at  the  rec- 
ommendation of  Council  in  an  effort  to  resolve 
problems  connected  with  the  Joint  Medico-Legal 
Screening  Panel. 

It  was  learned  that  an  agreement  had  been 
reached  whereby  certain  portions  of  the  Joint 
Screening  Plan  would  be  amended  in  such  man- 
ner as  to  preclude  the  filing  of  suits  by  plaintiffs’ 
attorneys  when  Panel  decisions  are  “negative”. 

It  was  also  learned  that  the  entire  Plan  is  now 
under  study  and  that  an  effort  will  be  made  to 
correct  all  apparent  weaknesses. 

A motion  by  Dr.  Moss  to  approve  the  pro- 
posed amendments  to  the  Joint  Screening  Plan 
was  seconded  and  adopted. 


Financial  Report  and  Budget 

Dr.  Michael  Puzak,  Chairman  of  the  Finance 
Committee,  discussed  the  Society’s  financial  po- 
sition and  presented  a proposed  budget  for  fiscal 
1972-73.  He  stated  that  the  Society  occupies  a 
sound  and  enviable  financial  position  and  lived 
well  within  its  income  during  the  past  twelve 
months. 

After  amending  that  part  of  the  budget  having 
to  do  with  the  Annual  Meeting  in  such  manner 
as  to  more  realistically  reflect  the  total  cost,  the 
budget  was  approved. 

Southside  Virginia  Medical  Society 

Dr.  Carroll  reported  the  Fourth  District  Med- 
ical Society,  in  an  effort  to  eliminate  any  confu- 
sion, has  requested  that  it  be  permitted  to  change 
its  name  to  “Southside  Virginia  Medical  Society”. 
There  are  other  component  societies  within  the 
Fourth  Congressional  District  and,  consequently, 
the  name  “Fourth  District  Medical  Society”  has 
sometimes  been  misleading. 

A motion  by  Dr.  Carroll  to  grant  the  request 
was  seconded  and  adopted. 

F.D.A.  Telegram 

It  was  recalled  that  The  Medical  Society  of 
Virginia  had  recently  dispatched  a telegram  to 
the  Food  and  Drug  Administration  supporting 
the  AMA  position  on  certain  rule  changes  as 
noted  in  the  Federal  Register.  A question  had 
arisen  concerning  the  propriety  of  sending  such 
a telegram  without  prior  consultation  with  Coun- 
cil or  other  appropriate  body. 

It  was  brought  out  that  matters  of  a similar 
nature  come  up  from  time  to  time  and  it  is  not 
always  possible  to  call  a meeting  of  Council  or 
the  Executive  Committee.  Consequently,  it  is 
sometimes  necessary  that  decisions  be  made  based 
on  an  understanding  of  Society  policy  and  the 
advice  of  officers  and  other  knowledgeable  mem- 
bers. It  was  agreed,  however,  that  members  of 
Council  should  be  contacted— by  telephone  if 
necessary— on  all  matters  of  importance  and  that 
the  Executive  Committee  should  similarly  be 
contacted  whenever  feasible.  Dr.  Stark  assured 
Council  that  such  guidelines  would  be  followed 
just  as  closely  as  possible  in  the  future. 

A motion  by  Dr.  Moss  to  reaffirm  the  Society's 
action  in  the  case  of  the  F.D.A.  telegram  was  sec- 
onded and  adopted. 

Blue  Shield  and  Northern  Virginia 

Council  learned  that  considerable  interest  has 
been  expressed  in  having  that  part  of  Northern 
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Virginia,  presently  served  by  the  Blue  Shield  Plan 
of  Washington,  returned  to  the  jurisdiction  of 
Blue  Shield  of  Virginia.  Dr.  Hotchkiss  stated 
that  Blue  Shield  of  Virginia  had  agreed  to  abide 
by  the  Society’s  recommendations  on  participa- 
tion in  HMO’s  and  that  everything  possible 
should  be  done  to  help  strengthen  the  overall 
Blue  Shield  movement.  He  went  on  to  say  that 
it  is  most  important  for  the  Society  to  learn  the 
thinking  of  Northern  Virginia  physicians  and 
make  sure  that,  in  the  final  analysis,  their  inter- 
ests are  protected. 

During  the  ensuing  discussion,  it  was  stated 
that  physicians  in  Northern  Virginia  are  tied 
rather  closely  to  the  D.C.  Plan  and  that  it  would 
be  difficult  to  abandon  a program  in  which  they 
are  so  personally  involved. 

It  was  then  moved  by  Dr.  Weyl  that  the  mat- 
ter be  referred  to  an  appropriate  committee 
which  would  study  the  various  ramifications  of 
the  matter  and  report  its  findings  to  Council  at 
a later  date.  The  motion  was  seconded  and 
carried. 

Nominating  Committee 

When  Council  last  met  on  September  13,  it 
recommended  that  the  Nominating  Committee  be 
retained  and  encouraged  the  nomination  of  more 
than  one  candidate  for  each  office.  It  also  rec- 
ommended that  the  Committee  report  nomina- 
tions for  all  offices  and  other  vacancies.  Dr. 
Hotchkiss  discussed  the  intent  of  this  particular 
decision  and  raised  a question  as  to  whether  nom- 
inations for  AMA  Delegates  and  Alternates 
should  be  reported  by  the  Committee.  It  was 
agreed  that  this  could  pose  something  of  a prob- 
lem and  a motion  by  Dr.  Stark  recommending 
that  AMA  Delegates  and  Alternates  be  elected 
as  in  the  past  was  seconded  and  carried. 

Replacement  Blood  Therapy 

Council  next  turned  its  attention  to  a request 
from  the  Medical  Executive  Committee  of  a 
Richmond  hospital  that  the  Society  do  what  it 
can  to  clarify  the  problem  of  replacement  blood 
therapy  and  assist  in  establishing  a legal  basis  for 
blood  administration.  The  request  stemmed  from 
reluctance  of  anesthesiologists  to  administer  anes- 
thesia to  members  of  certain  religious  groups  who 
do  not  believe  in  transfusions,  etc. 

Everyone  agreed  that  this  is  a real  problem  and 
Mr.  Miller  stated  that  there  has  been  considerable 
litigation  on  the  subject.  The  Courts  have  gen- 
erally upheld  the  right  of  the  individual. 

It  was  then  moved  by  Dr.  Weyl  that  the  mat- 
ter be  referred  to  Mr.  Miller  for  further  study 
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with  the  suggestion  that  he  contact  the  AMA 
Legal  Department  for  any  material  on  the  subject 
it  has  compiled  over  the  years.  The  motion  was 
seconded  and  adopted. 

Richmond  Academy  of  Medicine 

Growth  and  development  problems  now  fac- 
ing the  Medical  College  of  Virginia  and  Con- 
federate Museum  have  also  involved  the  Rich- 
mond Academy  of  Medicine  and  a possible 
solution  has  been  suggested.  The  “solution”  is 
said  to  contain  definite  advantages  to  all  three 
organizations. 

Dr.  Williams  discussed  the  proposed  solution 
and  its  feasibility.  By  making  the  present  Rich- 
mond Academy  of  Medicine  headquarters  avail- 
able to  the  Confederate  Museum,  The  Medical 
College  of  Virginia  could  in  turn  obtain  prop- 
erty now  owned  by  the  Museum.  The  College 
is  reported  to  need  this  particular  piece  of  prop- 
erty if  its  future  plans  for  development  are  to 
be  realized.  By  using  those  funds  obtained 
through  the  sale  of  its  building,  the  Richmond 
Academy  of  Medicine  would  relocate  in  a less 
congested  area  of  the  City.  Considerable  inter- 
est has  been  expressed  in  having  the  Academy 
construct  an  addition  to  the  headquarters  build- 
ing of  The  Medical  Society  of  Virginia  and 
thereby  develop  an  administrative  center  for 
organized  medicine  in  Richmond’s  West  End. 
The  addition  would  contain  an  auditorium,  con- 
ference facilities  and  additional  office  space. 

Dr.  Williams  made  it  clear  that  no  formal 
proposal  has  yet  been  made  but  that  all  parties 
concerned  are  anxious  to  determine  whether 
there  is  any  interest  on  the  part  of  The  Medical 
Society  of  Virginia.  Should  such  interest  exist, 
a further  and  more  serious  study  could  be  set 
in  motion.  It  was  learned  that  the  architect  re- 
sponsible for  the  headquarters  building  of  The 
.Medical  Society  of  Virginia  believes  that  an 
addition  could  be  constructed  without  difficulty 
and  that  zoning  would  pose  no  problem. 

It  was  then  moved  by  Dr.  Moss  that  an  ad  hoc 
committee  be  appointed  to  conduct  a detailed 
study  of  the  proposal  and  make  its  findings  and 
recommendations  known  at  a future  meeting  of 
Council.  The  motion  was  seconded.  After  fur- 
ther discussion  concerning  disposition  of  the 
Joseph  ATller  Library— housed  in  the  headquar- 
ters of  the  Richmond  Academy  of  Medicine— 
the  motion  was  adopted. 

Dr.  Stark  then  introduced  a follow-up  motion 
requesting  the  ad  hoc  committee  to  consider  the 
various  ramifications  of  expansion  as  they  per- 
tain to  the  entire  State.  The  motion  was  seconded 
and  carried. 
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Legislation 

Dr.  John  F.  Nowell,  representing  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology, 
expressed  concern  over  loopholes  in  Virginia 
law  which  might  permit  the  use  of  drugs  by 
others  than  physicians  should  the  word  “ me- 
chanical” be  omitted.  Consequently,  a number 
of  amendments— designed  to  protect  the  public 
from  this  possibility— have  been  proposed  to 
the  State  Drug  Control  Act,  Medical  Practice 
Act  and  that  portion  of  the  Code  regulating  the 
practice  of  optometry. 

It  was  brought  out  that  the  Legislative  Com- 
mittee had  considered  the  proposals  during  its 
September  meeting  but  had  decided  to  take  no 
action  in  view  of  an  Opinion  by  the  Attorney 
General  that  only  those  professions  specifically 
designated  in  the  Code  could  prescribe  drugs. 

After  further  discussion,  it  was  moved  by  Dr. 
Moss  that  Council  approve  the  proposals  pre- 
sented by  Dr.  Nowell  and  refer  them  to  the  Leg- 
islative Committee  for  implementation.  The  mo- 
tion also  carried  a suggestion  that  a representative 
of  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology  attend  the  next  meeting  of  the 
Committee.  The  motion  was  seconded  and 
adopted. 

Competitive  Bidding 

Council  learned  that  the  Virginia  iVssociation 
of  Professions  plans  to  sponsor  legislation  in  the 
next  Session  of  the  General  Assembly  which 
would  prohibit  the  awarding  of  certain  profes- 
sional contracts  by  Local  and  State  governmental 
agencies  on  the  basis  of  competitive  bidding. 
The  legislation  would  provide  that  such  awards 
must  be  made  on  the  basis  of  competence.  Efforts 
are  being  made  at  the  National  level  to  force 
some  professions  to  amend  their  principles  of 
ethics  in  order  to  make  competitive  bidding  pos- 
sible. It  is  hoped  that  the  legislation  planned  by 
V.A.P.  will  forestall  such  a possibility  at  the 
State  level. 

It  was  then  moved  by  Dr.  Afoss  that  the  pro- 
posed legislation  be  supported.  The  motion  was 
seconded  and  carried. 

Committees 

Dr.  Stark  then  discussed  several  matters  in- 
volving Committees  of  the  Society.  These  were 
presented  principally  for  the  information  of 
Council  in  order  that  it  could  be  kept  current 
on  all  developments. 

Dr.  Stark  indicated  that  he  was  seriously  con- 
sidering the  establishment  of  a “Speaker’s  Bu- 
reau” in  conjunction  with  the  Committee  on 


Legislation.  Such  a Bureau  could  be  extremely 
helpful  when  Society  spokesmen  are  required  for 
committees  of  the  General  Assembly. 

He  went  on  to  say  that  the  Committee  on  Air 
Pollution  would  likely  be  dissolved  in  view  of 
a recommendation  from  the  Committee  Chair- 
man and  that  an  Environmental  and  Occupational 
Health  Committee  would  be  appointed  in  its 
stead. 

A recommendation  had  also  been  made  that 
the  Committee  Handling  Medicare  Complaints 
from  Physicians  and  Component  Societies  be  dis- 
solved. There  seems  to  be  a very  limited  need 
for  its  services  at  the  present  time. 

Dr.  Stark  also  plans  to  change  the  name  of  the 
Committee  Studying  the  Future  Mission  of  the 
Society.  He  believes  it  more  appropriate  to  call 
it  an  Advisory  Committee  of  Past-Presidents  to 
the  Council. 

VcMPAC 

Members  of  the  VaMPAC  Board  of  Directors 
are  elected  annually  by  Council  and  a list  of 
nominees  was  presented.  A motion  by  Dr.  Weyl 
calling  for  the  election  of  the  slate  as  presented 
was  seconded. 

Dr.  Moss  called  Council’s  attention  to  the  fact 
that  the  slate  contained  six  members  from  the 
Fifth  District  and  that  several  of  the  nominees 
had  served  over  five  years— contrary  to  VaMPAC 
By-Laws.  He  also  expressed  concern  over  the 
fact  that  not  all  members  of  the  Board  had  at- 
tended meetings  regularly.  He  then  moved  to 
amend  Dr.  Weyl’s  motion  in  such  manner  that 
the  slate  of  nominees  would  be  elected  only  until 
the  next  meeting  of  Council.  A new  slate  would 
be  considered  at  that  time.  The  amendment  was 
seconded. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  re-Districting  has 
caused  some  problems  in  obtaining  a more  equi- 
table representation  on  the  Board.  It  was  also 
learned  that  VaMPAC  will  probably  amend  its 
By-Laws  to  permit  its  members  to  serve  ten  years 
rather  than  five.  It  was  indicated  that  a number 
of  the  Board  members  had  served  VaMPAC  in 
various  capacities  and  there  was  some  question 
as  to  the  interpretation  of  the  By-Laws  in  these 
cases. 

It  was  then  moved  to  postpone  the  amendment 
indefinitely.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Stark  moved  to  amend  the  motion  by  re- 
questing the  VaMPAC  Board  to  give  considera- 
tion to  all  Districts  when  preparing  future  slates 
of  nominees.  The  amendment  was  seconded  and 
adopted. 
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Dr.  Weyl's  original  motion  was  then  adopted 
as  amended  and  the  following  Board  of  Directors 
was  elected: 

District  Chairmen 

1st:  Frank  C.  Robert,  M.D.,  Hampton 
2nd:  Fred  T.  Given,  Jr.,  Al.D.,  Norfolk 
3rd:  Henry  S.  Spencer,  M.D.,  Richmond 
4th:  Arthur  A.  Kirk,  M.D.,  Portsmouth 
5th:  Girard  V.  Thompson,  Sr.,  M.D.,  Chatham 
6th:  Charles  A.  Young,  Jr.,  Al.D.,  Roanoke 
7th:  Dennis  P.  McCarty,  Al.D.,  Front  Royal 
8th:  Alvin  E.  Conner,  Al.D.,  Alanassas 
9th:  Walter  C.  Elliott,  Al.D.,  Lebanon 
10th:  Alichael  A.  Puzak,  Al.D.,  Arlington 

Members-at-Large 

1st:  James  R.  Howerton,  Al.D.,  Hampton 
2nd:  Harry  B.  Taylor,  Jr.,  Al.D.,  Norfolk 
4th:  Robert  B.  Webb,  Jr.,  Al.D.,  Petersburg 
5th:  Airs.  F.  Clyde  Bedsaul,  Floyd 
5th:  Baxter  H.  Byerly,  Al.D.,  Danville 
5th:  A.  Epes  Harris,  Jr.,  Al.D.,  Blackstone 
5th:  Thomas  H.  Holland  (Pharmacist), 
Danville 

5th:  Airs.  Robert  D.  Keeling,  South  Hill 
6th:  Alexander  AlcCausland,  Al.D.,  Roanoke 
9th:  Cecil  C.  Hatfield,  Al.D.,  Saltville 
10th:  Ira  D.  Godwin,  Al.D.,  Fairfax 
10th:  Joseph  Al.  Kline,  D.D.S.,  Arlington 

Conservation  of  Hearing 

A supplemental  report,  prepared  by  Dr.  John 
B.  Gorman,  Chairman  of  the  Committee  on  Con- 
servation of  Hearing,  was  brought  to  the  atten- 
tion of  Council  as  a matter  of  information.  The 
report  brought  Council  up  to  date  on  the  Com- 
mittee’s progress  in  publishing  an  information 
brochure  and  outlined  its  future  plans  with  ref- 
erence to  changes  in  the  State  Workmen’s  Com- 
pensation Laws. 

Congressional  Districts 

Dr.  Weyl  discussed  some  of  the  problems  be- 
ing encountered  by  component  societies  which 
overlap  Congressional  Districts.  Because  of  these 
problems,  he  believes  that  Councilor  Districts 
might  be  more  practical  and  expressed  the  hope 
that  the  matter  could  be  given  very  serious  con- 
sideration. He  then  moved  that  the  matter  be 
referred  to  an  appropriate  committee  for  study 
and  that  its  findings  and  recommendations  be  re- 
ported back  to  Council.  The  motion  was  sec- 
onded and  carried. 


F.D.A.  Regulations 

Dr.  Hagood  acquainted  Council  with  a resolu- 
tion which  would  be  introduced  in  the  House 
on  proposed  F.D.A.  Regulations.  The  resolution 
expresses  strong  opposition  to  these  changes  and 
notes  that,  if  allowed  to  stand,  they  might  se- 
riously affect  the  physician’s  ability  to  care  for 
his  patients. 

Blue  Shield  Cooperation 

Dr.  Murrell  briefly  discussed  those  events  lead- 
ing a Resolution  on  Cooperation  with  Blue 
Shield  of  Virginia  which  would  be  introduced 
by  him  in  the  House.  The  Resolution  recognizes 
areas  of  mutual  concern  and  calls  on  members 
of  the  Society  to  cooperate  with  Blue  Shield  of 
Virginia  in  various  ways— particularly  as  par- 
ticipating physicians. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Aledical  So- 
ciety of  Virginia  met  in  the  Virginia  Room  of 
the  Williamsburg  Conference  Center  on  Sunday. 
November  5,  1972.  The  meeting  was  called  to 
order  at  2:00  p.m.  by  Dr.  William  S.  Hotchkiss. 
President. 

The  invocation  was  delivered  by  Robert  1. 
Howard,  Executive  Secretary. 

Dr.  Thomas  S.  Edwards,  Speaker  of  the  House, 
was  introduced.  A report  from  the  Credentials 
Committee,  presented  by  Dr.  George  M.  Nipe, 
Chairman,  indicated  a quorum  present. 

Alinutes  of  the  October,  1971,  sessions  of  the 
House  were  approved  as  published  in  the  De- 
cember, 1971,  issue  of  the  Virginia  Medical 
Monthly. 

Airs.  David  B.  Hill,  President  of  the  Woman's 
Auxiliary  to  The  Aledical  Society  of  Virginia, 
was  then  introduced  and  reported  on  the  Aux- 
iliary’s activities  during  the  past  year.  It  seemed 
fitting  that  the  Auxiliary  could  point  to  so  many 
achievements  on  the  occasion  of  its  50th  Anni- 
versary. Mrs.  Hill  stated  that  the  Auxiliary  had 
won  two  National  awards  for  its  contributions 
to  the  AM  A Education  and  Research  Foundation 
and  had  almost  doubled  its  membership  quota  for 
the  year.  The  House  was  pleased  to  learn  that 
Airs.  Daniel  N.  Anderson,  Norfolk,  had  been 
elected  to  the  Board  of  the  Woman’s  Auxiliary 
to  the  xAmerican  Aledical  Association. 

Mrs.  William  J.  Reardon,  President-Elect  of 
the  Auxiliary,  was  also  introduced. 
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The  House  then  heard  Dr.  Max  H.  Parrott, 
Portland,  Oregon,  member  of  the  AMA  Board  of 
Trustees,  discuss  matters  of  particular  interest 
to  the  AMA  members.  He  reported  that  although 
every  effort  was  being  made  to  economize  as 
much  as  possible,  no  needed  programs  would  be 
adversely  affected. 

The  following  distinguished  guests  were  then 
introduced:  Dr.  Darrell  C.  Crain,  President, 
Medical  Society  of  the  District  of  Columbia;  Dr. 
Worthy  W.  McKinney,  President,  West  Vir- 
ginia State  Medical  Association  and  Dr.  DeWitt 
E.  DeLawter,  President,  Medical  & Chirurgical 
Faculty  of  Maryland. 

Representing  allied  organizations  were  Dr. 
Thomas  P.  Upshur,  President,  Virginia  State 
Dental  Association  and  Mr.  Kevin  P.  Purdy,  Vir- 
ginia Chapter,  American  Academy  of  Physi- 
cians’ Associates. 

Dr.  Hotchkiss  then  delivered  his  Presidential 
address,  which  is  published  in  its  entirety  in  the 
January  issue  of  the  Virginia  Medical  Monthly. 
Among  the  subjects  discussed  by  Dr.  Hotchkiss 
were  HMO’s,  peer  review,  physicians’  assistants, 
continuing  medical  education  and  chiropractic. 
It  is  of  the  utmost  importance  that  all  members 
of  the  Society  read  Dr.  Hotchkiss’s  address  and 
thereby  become  more  knowledgeable  concerning 
these  pressing  issues. 

The  Speaker  then  requested  that  the  various 
Congressional  Districts  caucus  for  the  purpose  of 
electing  members  to  serve  on  the  Nominating 
and  Reference  Committees.  He  reminded  Dis- 
tricts 2,  4,  6,  8 and  10  that  nominees  should  be 
considered  for  Council.  He  also  requested  the 
1st,  2nd  and  10th  Districts  to  submit  three  nom- 
inees each  for  the  Board  of  Medical  Examiners. 

Immediately  following  the  caucus  period,  the 
House  gave  its  consideration  to  those  rules  of 
procedure  which  would  govern  the  conduct  of 
business  from  that  point  on.  The  rules  were 
adopted  as  presented. 

A financial  report  and  proposed  budget  for  fis- 
cal 1972-73  were  then  presented  by  Dr.  Michael 
A.  Puzak,  Chairman  of  the  Finance  Committee. 
He  stated  that  the  Society  continues  to  occupy 
a sound  and  enviable  financial  position  and  is 
once  again  proposing  a balanced  budget.  He 
noted,  however,  that  increasing  demands  are  be- 
ing made  upon  the  Society’s  resources  and  that 
the  Finance  Committee  will  watch  developments 
closely  during  the  coming  year.  The  budget  was 
referred  to  a Reference  Committee  for  consider- 
ation the  following  day. 

The  annual  report  of  Council  to  the  House 
was  then  presented  and  referred  to  a Reference 
Committee. 


The  various  committee  reports  were  received 
and  likewise  referred  to  Reference  Committees. 

The  Speaker  next  called  for  new  business  and 
noted  that  the  following  resolutions  had  been 
distributed  prior  to  the  meeting:  Posting  of 

Bonds  in  Malpractice  Suits— Culpeper  County 
Medical  Society;  Labeling  of  Prescriptions— Hal- 
ifax County  Medical  Society;  McClellan  Bill — 
Halifax  County  Medical  Society;  Smallpox  Vac- 
cinations—Halifax  County  Medical  Society;  Pres- 
ident’s Committee  for  Physically  Handicapped; 
Joint  Practice  Commission— Stuart  Medical  So- 
ciety; Medical,  Pharmaceutical,  Hospital  Com- 
mittee—Halifax  County  Medical  Society;  Anti- 
substitution—Halifax  County  Medical  Society; 
Admission  Guidelines  for  Medicare  and  Medicaid 
—Fairfax  County  Medical  Society  and  Certificate 
of  Need— Newport  News  Medical  Society. 

Special  reports  of  the  Peer  Review  and  Insur- 
ance Review  Committees  were  then  noted  and 
referred  to  Reference  Committees. 

Dr.  Thomas  W.  Murrell,  Jr.,  introduced  a res- 
olution calling  for  closer  coordination  and  more 
direct  communication  between  The  Medical  So- 
ciety of  Virginia  and  Blue  Cross-Blue  Shield  of 
Virginia. 

Dr.  George  Broman,  on  behalf  of  the  Culpeper 
County  Medical  Society,  introduced  a resolution 
on  school  bus  safety. 

A resolution  having  to  do  with  Blue  Shield 
payments  for  certain  laboratory  tests  was  intro- 
duced by  Dr.  Wallace  Baker  on  behalf  of  the 
Alexandria  Medical  Society. 

Contingency  fees  in  the  practice  of  law  was 
the  subject  of  a resolution  sponsored  by  the 
Fairfax  County  Medical  Society  and  introduced 
by  Dr.  Donald  Thorn. 

Dr.  Harold  I.  Nemuth  then  introduced  a reso- 
ution  supporting  the  Virginia  Department  of 
Health  in  its  battle  against  venereal  disease. 

Dr.  J.  B.  Hutt,  Jr.,  followed  with  a resolution 
opposing  HMO’s,  PSRO’s,  etc. 

A resolution  which  would  reaffirm  the  So- 
ciety’s position  of  1970  on  PSRO  was  introduced 
by  Dr.  Baxter  H.  Byerly. 

Dr.  M.  F.  Durfee,  on  behalf  of  the  Halifax 
County  Medical  Society,  introduced  a resolution 
expressing  opposition  to  certain  proposed  rule 
changes  by  the  Food  and  Drug  Administration 
under  the  title  “Legal  Status  of  Approved  Label- 
ing for  Prescription  Drugs;  Prescribing  for  Uses 
Unapproved  by  the  Food  and  Drug  Adminis- 
tration”. 

Dr.  Edwards  called  attention  to  the  fact  that 
three  Reference  Committees  would  meet  the  fol- 
lowing afternoon  at  3:00  p.m.  and  the  second  ses- 
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sion  of  the  House  would  be  held  on  Thursday 
—also  at  3:00  p.m. 

After  requesting  the  Committee  on  Nomina- 
tions to  meet  with  him  in  order  that  a time  and 
place  for  its  meeting  could  be  arranged,  Dr.  Ed- 
wards declared  the  House  adjourned. 


Second  Session 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Speaker  at  3:00  P.M. 
on  Tuesday,  November  7,  1972,  at  the  Williams- 
burg Conference  Center.  Dr.  George  Nipe, 
Chairman  of  the  Credentials  Committee,  reported 
a quorum  present. 

In  order  to  clear  the  way  for  the  report  of 
the  Nominating  Committee,  a motion  was  intro- 
duced to  suspend  the  Rules  and  consider  that 
portion  of  the  Judicial  Committee  report  having 
to  do  with  the  election  of  Vice-Councilors,  Exec- 
utive Vice-President,  etc.  The  motion  was 
adopted  and  the  Judicial  Committee  report  pre- 
sented by  Dr.  McCausland. 

Dr.  McCausland  then  presented  the  report  of 
the  Nominating  Committee.  He  stated  that  while 
the  Committee  was  anxious  to  cooperate  in  every 
way  possible  and  carry  out  the  wishes  of  the 
House,  it  was  doubtful  that  the  Committee  could 
always  nominate  two  or  more  candidates  for  each 
office. 

Dr.  John  A.  Martin  was  nominated  President- 
Elect  and  unanimously  elected. 

Dr.  Alvin  E.  Conner  was  elected  First  Vice- 
President,  Dr.  Harry  G.  Hager,  Jr.— Second  Vice- 
President,  and  Dr.  Duncan  S.  Owen,  Jr— Third 
Vice-President. 

Robert  I.  Howard  was  named  Executive  Vice- 
President. 

Following  the  Committee’s  nomination  of  Dr. 
Thomas  S.  Edwards  for  Speaker  of  the  House, 
the  name  of  Dr.  William  J.  Hagood,  Jr.,  was 
placed  in  nomination  from  the  floor.  Dr.  Hagood 
was  elected. 

Dr.  K.  K.  Wallace,  Jr.,  and  Dr.  Kinloch  Nelson 
were  nominated  for  the  office  of  Vice-Speaker 
and  Dr.  Wallace  was  elected. 

Nominations  for  Council  were  then  reported 
and  the  following  elected: 

2nd  District:  Dr.  Charles  E.  Davis,  Jr. 

4th  District:  Dr.  George  J.  Carroll 

6th  District:  Dr.  H.  C.  Alexander,  III 

8th  District:  Dr.  Thomas  L.  Lucas 

10th  District:  Dr.  W.  Leonard  Weyl 

Vice-Councilors  were  then  nominated  for  the 
first  time  in  the  history  of  the  Society  and  the 
following  elected: 


1st  District: 
2nd  District: 
3rd  District: 
4th  District: 
5th  District: 
6th  District: 
7th  District: 
8th  District: 
9th  District: 
10th  District: 


Dr.  Harold  L.  Williams 
Dr.  K.  K.  Wallace,  Jr. 

Dr.  Percy  Wootton 
Dr.  Gordon  G.  Birdsong 
Dr.  Anthony  J.  Munoz 
Dr.  Walter  S.  Johnson 
Dr.  George  M.  Nipe 
Dr.  Harold  C.  Kuykendall 
Dr.  Joseph  H.  Early,  Jr. 
Dr.  C.  Barrie  Cook 


The  following  nominations  for  the  State  Board 
of  Medical  Examiners  were  received  and  will  be 
submitted  to  the  Governor  for  consideration: 


1st  District:  Dr.  John  T.  Myles 

Dr.  Cecil  F.  Evans,  Jr. 

Dr.  Walter  A.  Eskridge 
2nd  District:  Dr.  Clarence  B.  Trower,  Jr. 

Dr.  Robert  A.  Morton 
Dr.  A.  Ray  Goodwin 
10th  District:  Dr.  Howard  O.  Mott 
Dr.  John  E.  Prominski 
Dr.  Francis  G.  Gentile 


It  was  then  reported  that  the  terms  of  Dr.  W. 
Callier  Salley,  Delegate  to  AMA,  and  Dr.  Wil- 
liam Grossmann,  Alternate  Delegate,  would  ex- 
pire December  31. 

The  names  of  Dr.  Salley  and  Dr.  Grossmann 
were  placed  in  nomination  and  Dr.  Salley  was 
re-elected. 

Dr.  William  S.  Hotchkiss  and  Dr.  James  C. 
Respess  were  nominated  for  the  position  of  Al- 
ternate Delegate  and  Dr.  Hotchkiss  was  elected. 

A Certificate  of  Distinguished  Service  was  pre- 
sented by  Dr.  Hotchkiss  to  Dr.  W.  Linwood  Ball. 
Dr.  Ball  served  for  many  years  as  a Delegate  to 
the  American  Medical  Association  and  was  also 
a Past-President  and  member  of  the  Board 
of  Trustees  of  AA4A.  Dr.  Carrington  Williams, 
Jr.,  accepted  the  Certificate  in  Dr.  Ball’s  behalf. 

Dr.  Hagood  then  assumed  the  chair  and  re- 
quested Dr.  Weyl  to  present  the  report  of  Ref- 
erence Committee  No.  1. 


Reference  Committee  No.  1 
Committee  Reports: 

The  following  reports  were  adopted  as  rec- 
ommended by  the  Committee:  Executive  Secre- 
tary-Treasurer, Public  Relations,  Nursing,  Reha- 
bilitation, Cancer,  AMA  Delegates,  and  Highway 
Safety. 

Report  of  Council: 

Those  items  in  the  Report  of  Council  to  the 
House  of  Delegates  having  to  do  with  Collective 
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Bargaining  and  Phase  II— Economic  Controls  were 
approved. 

Resolution  on  Award  Presented  by  the  Presi- 
dent's Committee  for  Physically  Handicapped : 

(Sponsored  by  Committee  on  Rehabilitation) 

The  House  concurred  with  the  Committee’s 
recommendation  that  this  resolution  be  adopted. 
Dr.  William  P.  Fletcher,  Harrisonburg,  is  nom- 
inated to  receive  the  award  which  goes  annually 
to  the  physican  doing  most  toward  employment 
of  the  physically  handicapped. 

Resolution  on  Joint  Practice  Commission : 

(Sponsored  by  Stuart  Medical  Society) 

It  was  the  Committee’s  recommendation  that 
this  particular  resolution  be  deferred  until  such 
time  as  the  Governor’s  Committee  on  Allied 
Health  Professions  has  made  its  report.  The 
House  agreed  and  the  resolution  was  postponed 
indefinitely . 

Peer  Review: 

The  Committee,  in  its  deliberations,  considered 
as  an  entity  the  report  of  the  ad  hoc  committee 
on  peer  review  and  resolutions  introduced  by 
Dr.  J.  B.  Hutt,  Jr.  and  Dr.  Baxter  Byerly.  The 
ad  hoc  committee  was  commended  on  its  ex- 
cellent work  during  the  past  year.  The  appoint- 
ment of  a follow-up  ad  hoc  committee  was  rec- 
ommended for  the  purpose  of  developing  a de- 
tailed, workable  plan  of  P.S.R.O.  The  plan,  upon 
its  completion,  would  be  circulated  to  Council 
and  all  component  medical  societies  prior  to  the 
next  Annual  Meeting  of  The  Medical  Society  of 
Virginia.  It  would  then  be  presented  to  the 
House  of  Delegates  during  its  meeting  in  Norfolk 
on  October  18,  1973. 

The  Committee' s recommendation  was  adopt- 
ed. 

Budget  for  Fiscal  1912-13: 

It  was  the  Committee’s  recommendation  that 
the  proposed  budget  for  fiscal  1972-73,  in  the 
amount  of  $246,000.00,  be  adopted.  The  House 
concurred  and  the  budget  follows  in  detail: 

EXPENSES: 


Salaries  $ 88,465.00 

Telephone  & Telegrams  2,200.00 

Postage  2,000.00 

Stationery  and  Supplies  2,500.00 

Office  Equipment— Repairs  & Replacements  2,500.00 

Building  Maintenance  & Repairs— net  12,500.00 

Convention  Expenses  6,600.00 

Council  and  Committee  Expense  3,800.00 


Travel  Expenses: 


Executive  Assistant 

$ 400.00 

Delegates  to  AMA 

4,800.00 

President 

3,000.00 

Executive  Vice-President 

1,700.00 

Component  Society  Liaison 

1,100.00 

Virginia  Medical  Monthly 

45,000.00 

Legal  Expense 

16,000.00 

Walter  Reed  Commission 

500  00 

Woman’s  Auxiliary 

100.00 

Membership  Dues  (Affiliated  Organizations) 

660.00 

Editor— Virginia  Medical  Monthly 

1,000.00 

VaMPAC  (Educational  Fund) 

12,000.00 

News  and  Views 

300.00 

Retirement  Fund 

18,000.00 

Payroll  Taxes 

4,400.00 

Public  Relations 

2,000.00 

Miscellaneous 

725.00 

Special  Appropriations: 

Virginia  Council 

5,000.00 

AMA-ERF 

1,000.00 

Rural  Health 

500.00 

Scholarship— MCV— ( Administered  by  The 
Medical  Society  of  Virginia) 
Scholarship— UVA  School  of  Medicine— 

2,000.00 

(Administered  by  The  Medical  Society  of 
Virginia) 

2,000.00 

National  Society  for  Medical  Research 

150.00 

Miscellaneous  AMA 

800.00 

Hearing  Information  Center 

2,300.00 

TOTAL 

$246,000.00 

The  report  of  Reference  Committee  No.  1 as 
a whole  was  then  adopted. 

Dr.  Anthony  J.  Munoz  was  then  requested  to 
present  the  report  of  Reference  Committee 
No.  2. 

Reference  Committee  No.  2 
Committee  Reports: 

The  following  reports  were  adopted  as  recom- 
mended: Medical  Education,  Maternal  Health, 
Adental  Health,  Child  Health,  Ethics  and  Judicial. 

A recommendation  was  made  that  the  Legis- 
lative Committee  Report  be  approved  with  the 
exception  of  the  first  paragraph  having  to  do 
with  education.  The  House  agreed  and  the  para- 
graph concerned  was  amended  to  read  as  follows: 

“Chapter  761  (SB  144)  was  enacted  so  as  to 
require  a comprehensive  physical  examination 
of  every  child  to  be  admitted  to  a public  kin- 
dergarten or  elementary  school  and  provides 
that  the  local  health  departments  shall  conduct 
such  physical  examinations  without  charge  for 
those  who  are  indigent.” 
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Report  of  Council: 

Acting  upon  the  recommendation  of  the  Com- 
mittee, the  House  approved  the  following  items 
contained  in  the  Report  of  Council:  Medical  Ex- 
aminer System,  Smallpox,  Membership  Records, 
Medical  Assistants,  Non-physician  Groups  and 
Nominating  Procedure. 

Although  it  was  the  Committee’s  recommenda- 
tion that  the  portion  of  the  report  having  to  do 
with  “Certificate  of  Need”  not  be  approved,  the 
House  rejected  the  reco?nme7idation  and  voted 
its  approval. 

Resolution  on  Certificates  of  Need: 

(Sponsored  by  Newport  News  Medical  So- 
ciety) 

The  Reference  Committee  reported  that  it  had 
received  testimony  from  a number  of  physicians 
and  reviewed  a considerable  amount  of  material 
on  the  subject.  The  resolution  would  have  The 
Medical  Society  of  Virginia  urge  the  General 
Assembly  to  reject  any  “Certificate  of  Need-’ 
legislation  designed  to  restrict  the  construction 
and  operation  of  privately  financed  health  care 
facilities  in  Virginia. 

It  was  the  Committee’s  recommendation  that 
the  resolution  be  adopted. 

After  considerable  debate,  the  House  voted  to 
reject  the  recommendation  and  postpone  indef- 
initely. 

Resolution  in  Posting  of  Bonds  in  Malpractice 
Suits: 

(Sponsored  bv  Culpeper  County  Medical  So- 
ciety) 

In  keeping  with  the  Committee's  recommenda- 
oon,  the  House  approved  the  following  resolu- 
tion: 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia endorse  legislation  which  will  require  the 
posting  of  a bond  in  the  amount  of  $2,500.00 
by  plaintiffs  who  institute  a malpractice  suit 
against  physicians  or  other  health  professional 
persons  if  the  suit  includes  a claim  for  punitive 
damages.  If  such  suit  is  unsuccessful  then  the 
bend  proceeds  should  be  payable  to  the  de- 
fendant to  be  used  by  him  to  pay  for  court 
costs  and  legal  fees  incurred  in  defense  of  the 
suit. 

Resolution  on  Labeling  of  Prescriptions: 

(Sponsored  by  Halifax  County  Medical  So- 
ciety) 

The  House  then  voted  to  accept  the  Commit- 
tee'1 s recommendation  that  the  following  resolu- 
tion be  adopted: 


Whereas,  the  average  patient  is  not  aware  of 
problem  in  an  emergency  medical  facility  de- 
pends upon  knowing  the  exact  medication(s) 
he  is  taking;  and 

Whereas,  the  average  patient  is  not  aware  of 
the  names  of  the  medications  he  is  taking;  and 

Whereas,  children  frequently  present  to 
emergency  facilities  having  ingested  medica- 
tions from  unlabeled  medicine  containers; 
therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia support  legislation  requiring  the  labeling 
of  prescription  medication  containers  unless 
specifically  written  by  the  physician:  “DO 

NOT  LABEL”. 

Resolution  on  McClelland  Bill : 

(Sponsored  by  Halifax  County  Medical  So- 
ciety) 

In  accordance  with  the  Committee’s  recom- 
mendation, the  following  resolution  was  adopted: 

Whereas,  access  to  the  world’s  medical  lit- 
erature in  all  medical  and  surgical  specialties 
is  requisite  to  post-graduate  medical  education; 
and 

Whereas,  patient  care  is  positively  affected 
by  the  continued  postgraduate  education  of 
physicians;  and 

Whereas,  community  hospitals,  especially 
those  in  rural  areas  are  limited  in  the  journals 
to  which  they  subscribe  and  the  new  textbooks 
they  acquire;  and 

Whereas,  current  information  is  readily 
available  to  the  individual  physician  through 
the  photocopying  facilities  of  the  outstanding 
Virginia  Medical  Information  Service  (VAM- 
IS);  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia urge  Virginia’s  Congressmen  to  support 
the  McClellan  Bill  (S  644)  which  would  ex- 
empt libraries  and  individuals  from  the  copy- 
right provisions  for  photocopying  services. 

Resolution  on  Smallpox  Vaccinations: 

(Sponsored  by  Halifax  County  Medical  So- 
ciety) 

The  House  concurred  with  the  recommenda- 
tion that  this  resolution,  which  would  support 
the  repeal  of  Section  22-249  of  the  Virginia  Code 
dealing  with  mandatory  smallpox  vaccination  as 
a requirement  for  school  entrance,  be  postponed 
indefinitely . 

Resolution  on  Medical-Pharmaceutical-Hospital 
Committee: 

(Sponsored  by  Halifax  County  Medical  So- 
ciety) 
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The  Committee  recommended  that  this  resolu- 
tion be  amended  by  inserting  the  words  “with 
it”  immediately  following  the  word  “conjoin”. 
The  House  agreed  and  the  resolution  was  adopt- 
ed as  follows: 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia invite  the  Virginia  Pharmaceutical  Asso- 
ciation and  Virginia  Hospital  Association  to 
conjoin  with  it  for  the  purpose  of  identifying 
mutual  problems,  discussing  solutions  to  these 
problems  and  recommending  specific  action  on 
these  problems  to  the  three  organizations. 

Resolution  on  Antisubstitution: 

(Sponsored  by  Halifax  County  Medical  So- 
ciety) 

It  was  the  recommendation  of  the  Committee 
that  the  following  resolution  be  adopted.  The 
House  concurred. 

Whereas,  it  has  been  the  established  policy 
of  the  American  Medical  Association  and  the 

Whereas,  the  1970  session  of  the  House  of 
great  majority  of  its  component  societies  to 
oppose  compulsory  generic  prescribing;  and 
Delegates  of  the  American  Pharmaceutical  As- 
sociation called  for  the  repeal  of  all  State  laws 
forbidding  substitution  in  the  filling  of  pre- 
scriptions; and 

Whereas,  during  its  91st  Annual  Conven- 
tion in  Fredericksburg  (1972)  the  Virginia 
Pharmaceutical  Association’s  House  of  Dele- 
gates adopted  Resolution  #18  calling  for  re- 
peal of  Virginia’s  antisubstitution  laws;  and 

Whereas,  it  has  been  shown  repeatedly  that 
“generic  equivalents”  frequently  do  not  pro- 
duce equal  therapeutic  actions  or  result  in  a 
monetary  saving  to  the  patient;  and 

Whereas,  this  action  of  the  Virginia  Phar- 
maceutical Association  would,  if  effected,  be 
contrary  to  the  public  interest  by  taking  from 
the  physician  his  right  and  duty  to  be  pri- 
marily responsible  for  the  medication  pre- 
scribed for  and  received  by  his  patient;  there- 
fore, be  it 

Resolved,  that  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  reaffirm  its 
1970  opposition  to  the  repeal  or  dilution  of 
any  state  or  national  antisubstitution  laws  or 
regulations  governing  the  filling  of  the  phy- 
sician’s medical  prescription  by  a pharmacist; 
and,  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
sent  to  the  American  Medical  Association, 
National  Pharmaceutical  Association,  The  Vir- 
ginia Pharmaceutical  Association  and  the  Hon- 
orable Andrew  P.  Miller,  Attorney  General  of 
Virginia. 


Resolution  on  School  Bus  Safety: 

(Sponsored  by  Culpeper  County  Medical  So- 
ciety) 

The  House  agreed  that  this  resolution , con- 
taining a number  of  school  bus  safety  proposals, 
should  be  referred  to  the  Committee  on  Highway 
Safety. 

Resolution  Concerning  Contingency  Fees  in  the 
Practice  of  Law: 

(Sponsored  by  Fairfax  County  Medical  So- 
ciety) 

Acting  upon  the  Committee’s  recommenda- 
tion, the  following  resolution  was  adopted: 

Whereas,  dollar  amount  settlements  are  ris- 
ing in  civil  actions,  malpractice  and  otherwise, 
encouraging  the  public  to  consider  physicians 
“fair  game”;  and 

Whereas,  insurance  companies  are  returning 
these  costs  to  the  physician  bv  increasing  his 
premium;  and 

Whereas,  the  United  States  is  the  only  ma- 
jor nation  which  permits  this  form  of  fee 
agreement  between  client  and  attorney;  there- 
fore, be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia abhor  the  contingency  fee  system  in  the 
practice  of  law,  and  that  this  action  be  reported 
to  the  Virginia  State  Bar  Association,  the  Gov- 
ernor, the  House  and  Senate  of  our  State  Legis- 
lature. 

The  report  of  Reference  Committee  No.  2 
was  then  adopted  as  amended. 

Dr.  Gerald  Fisher  was  next  called  upon  for 
the  report  of  Reference  Committee  No.  3. 

Reference  Committee  No.  3 
Committee  Reports: 

The  following  reports  were  adopted  as  recom- 
mended: Grievance,  Regional  Medical  Program, 
Air  Pollution,  Venereal  Disease,  Membership, 
Advisory  to  Woman’s  Auxiliary,  Insurance  and 
Insurance  Review. 

The  Committee  called  attention  to  that  portion 
of  the  report  having  to  do  with  medical  aspects 
of  sports  which  stated  that  an  increasing  effort 
has  been  made  to  have  all  local  medical  societies 
form  sports  committees  and  increase  liaison  be- 
tween athletic  departments  in  recreation  and 
school  systems.  Such  liaison  would,  hopefully, 
bring  about  an  effective  transfer  of  medical  and 
sports  information  and  result  in  effective  regional 
sports  programs. 

The  House  agreed  that  a special  effort  should 
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be  made  to  bring  this  subject  to  the  attention 
of  all  physicians  in  the  State  in  order  that  their 
cooperation  might  be  obtained. 

The  House  also  approved  a recommendation 
that  the  Committee  on  Medical  Aspects  of  Sports 
work  with  the  Virginia  High  School  League  and 
Virginia  Coaches  Association  in  arranging  panels 
on  sports  medicine  at  all  future  coaching  clinics. 

The  overall  report  of  the  Committee  on  Medi- 
cal Aspects  of  Sports  was  then  approved  with 
incorporation  of  the  above  recommendations. 

Report  of  Council: 

Approval  was  voted  for  the  following  items 
contained  in  the  Report:  Comprehensive  Health 
Planning  Councils,  Insurance  for  Members,  Joint 
Screening  Panel  (includes  an  amendment  pro- 
posed by  the  Liaison  Committee  to  the  State  Bar 
which  will,  in  the  future,  prevent  suits  being  filed 
by  the  plaintiff’s  attorney  when  the  opinion  of 
the  Screening  Panel  is  “negative”). 

In  its  consideration  of  that  portion  of  the  re- 
port having  to  do  with  Patient  Control,  the 
Committee  recommended  that  a copy  of  the 
AM  A resolution  on  the  subject  be  brought  to 
the  attention  of  the  Virginia  Hospital  Associa- 
tion. The  House  concurred. 

Resolution  on  Admission  Guidelines  for  Medicare 
and  Medicaid: 

(Sponsored  by  Fairfax  County  Medical  So- 
ciety) 

The  Committee  recommended  that  this  reso- 
lution be  amended  by  adding  a second  “Re- 
solved” calling  for  an  introduction  of  a similar 
resolution  during  the  1973  AM  A Annual  Meet- 
ing. The  House  agreed  and  the  resolution  now 
reads  as  follows: 

Whereas,  physicians  in  private  practice  have 
had  difficulty  conforming  to  the  changing 
guidelines  for  admission  of  their  patients  to 
hospitals  and  nursing  homes  who  are  eligible 
for  Medicare  and  Medicaid;  and 
Whereas,  many  deserving  sick  people  have 
not  had  access  to  their  just  benefits  because  of 
restrictive  criteria  administered  by  non-M.D.’s, 
therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia request  the  Department  of  H.E.W.  and 
appropriate  State  Agencies  involved  to  set 
specific  criteria  for  prospective  admissions, 
rather  than  be  subject  to  “after  the  fact”  re- 
jection of  claims  which  impose  enduring  finan- 
cial hardships  on  our  patients  and  their  fam- 
ilies; and  therefore,  be  it  further 
Resolved,  that  the  delegates  to  the  Ameri- 
can Medical  Association,  from  The  Medical 


Society  of  Virginia,  present  to  that  body  at  its 
1973  Annual  Meeting  a resolution  similar  to 
the  foregoing,  both  in  intent  and  content. 

Resolution  on  Cooperation  with  Blue  Shield  of 
Virginia: 

(Introduced  by  Dr.  Thomas  W.  Murrell,  Jr.) 

The  House  voted  to  accept  the  Cormtiittee'' s 
recommendation  that  the  following  resolution  be 
adopted  and  that  the  membership  be  urged  to 
support  it  in  every  possible  manner: 

Whereas,  the  quality,  cost  and  delivery  of 
health  care  to  all  citizens  of  Virginia  is  a mat- 
ter of  concern  to  The  Medical  Society  of  Vir- 
ginia, Blue  Cross  of  Virginia  and  Blue  Shield 
of  Virginia;  and 

Whereas,  the  Boards  of  Directors  of  Blue 
Cross  of  Virginia  and  Blue  Shield  of  Virginia 
have  resolved  to  concentrate  the  efforts  of  the 
Plans  on  the  improvement  of  the  existing  fee- 
for-service  health  care  approach,  and  have  di- 
rected Plans  management  to  enter  into  no  fur- 
ther negotiations  on  prepaid  group  practice 
or  health  maintenance  plans  until  experience 
is  gained  on  a plan  at  the  University  of  Vir- 
ginia; be  it,  therefore, 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia actively  sponsor,  support  and  participate 
in  peer  review  and  in-hospital  utilization  re- 
view programs  by  disinterested  physicians,  and 
such  other  controls  as  may  favorably  impact 
the  cost  and  quality  of  care  provided  under  the 
fee-for-service  approach;  and  be  it  further 

Resolved,  that  there  be  established  a closer 
coordination  and  more  direct  communication 
between  the  Plans  and  The  Medical  Society  of 
Virginia;  and  be  it  further 

Resolved,  that  the  Society  provide  support 
for  Blue  Shield’s  usual,  customary  and  reason- 
able payment  program  for  physicians’  services, 
including  encouragement  of  wider  acceptance 
of  allowances  under  this  program  as  “payment 
in  full”  by  non-participating  physicians;  and, 
be  it  further 

Resolved,  that  The  /Medical  Society  of  Vir- 
ginia urge  and  encourage  its  members  to  be- 
come participating  physicians  in  Blue  Shield  of 
Virginia. 

Resolution  Having  to  Do  with  Payment  by  Blue 
Shield  for  Certain  Laboratory  T ests: 

(Sponsored  by  Alexandria  Medical  Society) 

Although  the  Committee  made  it  quite  clear 
that  it  understood  and  appreciated  the  intent  of 
this  resolution,  it  recommended  that  no  definitive 
action  be  taken  at  the  moment.  Rather,  it  rec- 
ommended that  the  matter  be  studied  in  detail 
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by  a joint  committee  of  The  Medical  Society  of 
Virginia,  Virginia  Hospital  Association  and  Blue 
Shield  of  Virginia.  It  expressed  the  hope  that 
this  study  would  deal  not  only  with  SMA-12  tests 
but  with  other  diagnostic  procedures  as  well. 

The  Committee's  recommendation  was  ap- 
proved. 

Resolution  on  Venereal  Disease: 

(Introduced  by  Dr.  Harold  I.  Nemuth) 

The  House , acting  on  the  Committee’s  recom- 
mendation, adopted  the  following  resolution: 

Whereas,  the  venereal  diseases,  gonorrhea 
and  syphilis,  have  reached  epidemic  propor- 
tions throughout  Virginia,  there  being  15,21b 
cases  of  gonorrhea  and  1,921  cases  of  syphilis 
reported  during  fiscal  year  1972;  and 
Whereas,  these  diseases  being  damaging  to 
the  growth  of  individuals  and  communities, 
pertaining  particularly  to  (over  50%)  young 
people  fifteen  to  twenty-four  years  of  age; 
and 

Whereas,  screening  efforts  of  the  Virginia 
State  Department  of  Health  have  now  been 
expanded  to  screening  of  females  for  gonor- 
rhea and  epidemiologic  follow-up  to  reduce  the 
existing  reservoir  of  asymptomatic  gonorrhea 
in  our  communities;  and 

Whereas,  services  are  now  being  provided 
to  all  segments  of  the  medical  community  in- 
cluding screening  materials  and  laboratory 
services  for  gonorrhea  testing;  and 
Whereas,  it  is  estimated  that  80%  of  the 
cases  of  venereal  disease  are  treated  in  private 
practice;  be  it 

Resolved,  The  Medical  Society  of  Virginia 
support  the  efforts  of  the  Virginia  State  Health 
Department  in  screening  efforts  and  epidemio- 
logic follow-up;  and 

Resolved,  that  in  order  to  combat  the  in- 
creasing incidence  of  venereal  diseases  the 
members  of  The  Medical  Society  of  Virginia 
jo;n  in  a cooperative  effort  with  the  Virginia 
Department  of  Health  by  assessing  the  extent 
of  venereal  disease  problems  in  their  respective 
private  practices  and  communities;  and 

Resolved,  that  the  members  of  The  Medical 
Society  of  Virginia  avail  themselves  of  the  op- 
portunity to  routinely  test  patients  for  gonor- 
rhea and  assist  the  State  Department  of  Health 
in  the  epidemiologic  follow-up  of  venereal  dis- 
ease cases. 

Resolution  on  Proposed  FDA  Regulations: 
(Sponsored  by  Halifax  County  Medical  So- 
ciety) 

The  House  agreed  with  the  Committee’s  strong 


recommendation  that  the  following  resolution 
be  adopted: 

Whereas,  the  proposed  rule  change  by  the 
Food  and  Drug  Administration  titled,  “Legal 
Status  of  Approved  Labeling  for  Prescription 
Drugs;  Prescribing  for  Uses  Unapproved  by 
The  Food  and  Drug  Administration’’,  may  se- 
riously damage  the  physician’s  ability  to  care 
for  his  patient,  because  this  proposed  rule  out- 
lines a series  of  increasingly  oppressive  actions 
which  the  FDA  says  it  intends  to  take  against 
the  manufacturer  “when  an  unapproved  use 
of  a new  drug  may  endanger  patients  or  create 
a public  health  hazard,  or  provide  a benefit  to 
patients  or  to  the  public  Health ” (underlying 
added).  It  is  reasonable  to  expect  subsequent 
penalties  may  be  visited  upon  any  offending 
physician;  and 

Whereas,  the  proposed  rule  would  force  a 
physician  to  decide  whether  to  break  the  law 
or  not  to  break  the  law  and  thereby  assume 
a greater  medico-legal  liability,  when  faced 
with  a choice  to  use  or  not  to  use  a drug  for 
an  “unapproved”  use  on  a patient  when  he 
knows  from  his  clinical  experience  the  drug 
would  benefit  his  patient;  and 

Whereas,  the  proposed  rule  does  not  require 
a physician  to  file  with  the  FDA  an  investiga- 
tional new  drug  application  in  order  to  law- 
fully prescribe  a drug  for  an  “unapproved” 
use,  the  preamble  contains  wording  which 
could  be  used  by  plaintiff’s  attorneys  in  efforts 
to  increase  the  potential  liability  involved  in 
such  prescribing;  therefore,  be  it 

Resolved,  The  Medical  Society  of  Virginia 
is  opposed  to  the  proposed  rule  change,  titled 
“Legal  Status  of  Approved  Labeling  of  Pre- 
scription Drugs;  Prescribing  for  Uses  Unap- 
proved by  the  Food  and  Drug  Administra- 
tion”, Federal  Register,  Volume  37,  No.  1 5 8 — 
Tuesday,  August  15,  1972,  because  it  exceeds 
the  authority  of  the  Food,  Drug  & Cosmetic 
Act  in  that  it  interferes  with  the  practice  of 
medicine;  and 

Resolved,  the  FDA  respectfully  be  advised 
to  consult  the  American  Medical  Association  if 
it  believes  this  subject  is  of  such  importance 
that  some  ruling  must  be  made  in  order  to 
improve  the  quality  of  medical  care  in  the 
United  States;  and 

Resolved,  a copy  of  this  resolution  be  sent 
to  the  Hearing  Clerk  of  the  Department  of 
Health,  Education  & Welfare,  the  Senators 
and  Congressmen  from  Virginia  and  the  Presi- 
dent of  the  American  Afedical  Association. 
The  report  of  Reference  Committee  No.  3 as 
a whole  was  then  adopted. 
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Dr.  Harold  Nemuth  then  obtained  consent  to 
introduce  the  following  resolution  of  apprecia- 
tion which  was  seconded  and  adopted: 

Resolved:  That  the  House  of  Delegates  ex- 
press to  the  Committee  on  Arrangements  of 
the  Williamsburg- James  City  Medical  Society 
and  the  Program  Committee  of  The  Medical 
Society  of  Virginia  its  sincere  appreciation  for 
one  of  the  finest  of  all  Annual  Meetings;  and 
be  it  further 

Resolved:  That  the  Staff  of  the  Williams- 
burg Lodge  and  Conference  Center  be  thanked 
for  its  part  in  making  the  meeting  such  a pleas- 
ant and  memorable  event. 

Dr.  Arthur  A.  Kirk  called  the  attention  of  the 
House  to  the  many  contributions  made  by  Dr. 
Thomas  S.  Edwards  as  Speaker  of  the  House  and 
by  Dr.  William  Grossmann  as  an  Alternate  Del- 
egate to  AMA.  On  his  motion,  they  were  ac- 
corded a rising  vote  of  thanks. 

There  being  no  further  business,  Dr.  Edwards 
declared  the  meeting  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Thomas  S.  Edwards,  M.D.,  Speaker 

The  following  reports  were  presented  to  the 
House  of  Delegates  but  have  not  been  previously 
published. 

Publication 

There  is  one  item  concerning  the  Virginia  Medical 
Monthly  I would  like  to  add  in  addition  to  the  financial 
references  made  by  Mr.  Howard  in  his  annual  report. 

Last  spring  The  Committee  Studying  the  Future  Mis- 
sion of  the  Society  suggested  that  “It  is  hoped  that  the 
Virginia  Medical  Monthly  will  develop  more  medical 
socio-economic  articles  with  both  sides  being  brought 
out.  We  believe  this  will  stimulate  interest  in  the  maga- 
zine and  help  educate  the  membership.” 

Your  journal  has  published  about  45  guest  and  regular 
editorials  during  the  past  five  years  dealing  with  this 
general  subject  and  I am  confident  it  will  continue  as 
suggested  by  the  Committee.  It  is  entirely  possible  that 
some  readers  have  gotten  the  impression  that  your  Edi- 
torial Board  is  perhaps  a bit  conservative  regarding 
medical  socio-economic  matters.  I don’t  know  where 
this  idea  originated  but  I would  like  to  dispel  this  thought 
by  urging  members  to  send  in  articles  and  guest  edi- 
torials dealing  with  the  more  liberal  aspects  of  medical 
and  socio-economic  matters. 

Anything  the  members  of  the  Editorial  Board  might 
write  along  this  line  could  be  misinterpreted  but  I prom- 
ise that  anything  received  by  the  journal,  short  of  actual 
libeh  will  be  published. 

H.  J.  Warthen,  M.D.,  Chairman 


Peer  Review 

The  Peer  Review  Committee  was  appointed  at  a time 
when  passage  by  Congress  of  the  Bennett  Amendment 
seemed  imminent.  This  act  required  the  development 
of  a Professional  Standards  Review  Organization  (PSRO) 
in  all  of  the  states.  The  early  meetings  of  the  Peer  Re- 
view Committee  were  held  under  the  pressure  of  this 
urgency.  As  time  went  on  it  became  obvious  that  the 
passage  of  the  Bennett  Amendment  was  to  be  long  de- 
layed and  perhaps  would  not  be  passed  at  all. 

Many  factors  are  at  work  causing  this  delay.  There  is 
sharp  disagreement  within  the  Department  of  Health, 
Education  and  Welfare.  Many  favor  the  consumer  rath- 
er than  the  physician  as  the  controlling  voice  in  the 
evaluation  of  the  quality  of  medical  care.  Many  hos- 
pitals and  the  Joint  Commission  on  Accreditation  of 
Hospitals  seem  to  prefer  to  maintain  control  of  hospital 
practice  by  the  medical  staff  of  each  individual  hospital. 
The  AMA  is  opposed  to  some  aspects  of  the  Bennett 
Amendment,  especially  its  punitive  portions. 

Regardless  of  this  delay  some  form  of  Peer  Review 
law  seems  inevitable.  A strong  central  Peer  Review 
organization  that  can  cope  with  other  contesting  strong 
groups  seems  most  likely  to  best  protect  the  interest  of 
the  patient  as  well  as  the  physician. 

Activities: 

Meetings  of  the  Peer  Review  Co?mnittee  (6) 

Meetings  were  held  with  representatives  of  the  fol- 
lowing organizations: 

1.  Georgia  Medical  Care  Foundation. 

2.  Department  of  Health,  Education,  and  Welfare. 

3.  Virginia  State  Health  Department  representing 
Medicaid. 

4.  Travelers  Insurance  Company  (Medicare). 

5.  Blue  Cross-Blue  Shield. 

6.  Health  Insurance  Council  (representing  the  health 
insurance  industry) . 

7.  Virginia  Regional  Medical  Programs. 

Inspection  of  Peer  Review  foimdations 

1.  New  Mexico  Medical  Society. 

2.  Mississippi  State  Medical  Society. 

3.  Georgia  Medical  Care  Foundation. 

4.  Hawaii  Medical  Foundation. 

Joint  meetings  with  the  Albemarle  County  Medical 
Society  Experimental  Care  Review  Organization  ( EM - 
CRO ). 

An  excellent  cooperative  program  was  established 
with  this  organization. 

Members  of  the  Albemarle  County  EMCRO  have 
been  extremely  helpful  in  sharing  their  “expertise” 
with  the  committee.  The  EMCRO  has  provided  funds 
for  site  visits  to  peer  review  foundations  and  has  as- 
sisted in  the  establishment  of  a small  grant  to  aid  The 
Medical  Society  of  Virginia  in  its  search  for  an  ade- 
quate peer  review  system. 
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Findings: 

1.  All  peer  review  foundations  studied  thus  far  have 
had  serious  problems.  Most  of  these  are  the  result 
of  limited  experience  and  attempting  too  much  too 
soon. 

2.  Very  few  organizations  are  actually  performing 
“peer  review”  but  are  processing  complaints  and  in 
some  instances  they  are  processing  physicians  claims 
for  services. 

3.  The  experimental  medical  care  review  organiza- 
tions and  the  Mississippi  Foundation  appear  to  be 
most  advanced  in  performing  actual  peer  review. 

4.  The  representatives  of  the  insurance  industry  and 
other  medical  care  programs  who  met  with  the 
Committee,  appeared  to  be  extremely  cautious  about 
their  potential  relationships  to  a Virginia  peer  re- 
view program.  All  expressed  a willingness  to  co- 
operate, however.  It  did  not  appear  likely  that 
much  help  could  be  expected  from  these  sources 
toward  financing  a peer  review  organization.  How- 
ever, they  can  be  expected  to  cooperate  to  a lim- 
ited degree  with  a full  program. 

5.  The  present  trend  in  peer  review  emphasizes  edu- 
cation of  the  physician.  The  California  Medical 
Society’s  continuing  education  program  gives  credit 
for  physician  participation  in  peer  review.  There 
is  no  question  that  peer  review  can  be  used  as  a 
major  tool  in  medical  education. 

Recommendations: 

1.  A Statewide  Peer  Review  Organization  should  be 
formed  by  The  Medical  Society  of  Virginia. 

2.  The  Statewide  Peer  Review  Organization  should  be 
a medical  foundation  incorporated  along  the  lines 
of  the  Mississippi  Foundation.  (Organizational  chart 
attached.) 

3.  Regional  divisions  of  the  Virginia  Foundation 
should  be  established  so  that  local  problems  such 
as  population  density  and  variations  in  standards 
dependent  upon  facilities  can  be  appropriately  re- 
solved. 

4.  The  appropriate  criteria  for  medical  care  will  need 
be  developed  by  the  Virginia  Foundation.  The  de- 
velopment of  appropriate  criteria  is  a very  large 
undertaking  and  will  require  the  cooperation  of  all 
of  the  specialty  societies  and  the  Academy  of  Fam- 
ily Practice. 

3.  The  Foundation  should  begin  its  operations  on  an 
experimental  basis  in  one  or  two  locations  and  ex- 
pand its  functions  as  it  gains  experience  and  finan- 
cial support. 

6.  Applications  or  funds  to  support  the  foundation 
could  be  made  to  the  Johnson  and  Johnson  Fund 
and  any  other  possible  sources  of  money. 

7.  Close  cooperation  should  be  maintained  with  the 
Albemarle  County  EMCRO  for  the  mutual  benefit 
of  both  organizations. 

8.  Peer  review,  if  properly  conducted,  offers  the  phy- 
sicians of  Virginia  their  best  opportunity  to  insure 
the  best  medical  care  possible  to  the  people  of 
Virginia. 


The  term  “Peer  Review”  as  it  is  used  in  this  report 
may  be  defined  as  “the  evaluation  by  practicing  physi- 
cians of  the  quality  and  efficiency  of  services  ordered 
or  performed  by  other  practicing  physicians”. 

William  H.  Chapman,  M.D. 

Joseph  H.  Early,  Jr.,  M.D. 

Thomas  L.  Gorsuch,  M.D. 

R.  L.  A.  Keeley,  M.D. 

William  D.  Liddle,  M.D. 

Alan  Mackintosh,  M.D. 

Francis  H.  McGovern,  M.D. 

Kinloch  Nelson,  M.D. 

Harold  L.  Williams,  M.D. 

William  M.  O’Brien,  M.D. 

Albemarle  County  EMCRO 

Morton  C.  Wilhelm,  M.D. 

Albemarle  County  EMCRO 

Robert  K.  Maddock,  M.D.,  Chairman 

Insurance  Review 

We  hear  a great  deal  about  peer  review  these  days 
and  it  seems  that  medical  societies  over  the  Nation  are 
busy  studying  new  and  better  methods  of  making  such 
review  possible. 

The  truth  of  the  matter  is  that  there  are  all  kinds  of 
peer  review  and  your  Committee  has  been  actively  con- 
cerned with  claims  review  for  over  17  years.  The  Com- 
mittee actually  started  as  a subcommittee  of  the  Medical 
Service  Committee  and  was  appointed  at  the  suggestion 
of  the  Health  Insurance  Council.  Its  purpose  over  the 
years  has  remained  unchanged— to  resolve  fairly  those 
questions  raised  by  the  various  carriers  with  reference 
to  physicians’  fees. 

During  the  early  years  of  its  existence,  the  Commit- 
tee received  comparatively  few  requests  for  its  recom- 
mendations. The  last  ten  years,  however,  have  brought 
many  changes  and  the  number  of  cases  referred  to  your 
Committee  has  steadily  increased.  The  past  twelve 
months  have  been  the  busiest  ever— nearly  400  referrals 
having  been  received  from  six  carriers.  Most  were  re- 
solved in  a manner  seemingly  satisfactory  to  all  con- 
cerned. 

The  Committee  did  take  exception  to  the  wording  of 
a number  of  letters  written  to  patients  and  physicians 
by  several  carriers.  The  letters  were  misleading  in  that 
they  seemed  to  imply  deliberate  overcharging  by  some 
physicians.  As  a result  of  a vigorous  protest  by  your 
Chairman,  the  carriers  concerned  have  given  assurance 
that  such  letters  will  not  be  sent  in  the  future. 

Although  we  do  not  know  what  the  future  holds, 
we  will  continue  to  do  our  part  in  helping  resolve  the 
numerous  claims  problems  referred  to  the  Committee 
almost  daily.  We  hope  that  our  efforts  are  bringing 
better  understanding  and  closer  working  relationship 
between  physicians  and  carriers. 

Beverley  B.  Clary,  M.D.,  Chairman 

50-Year  Club  Members 

Walter  Paul  Adams,  M.D.,  Norfolk 
Joseph  Rogers  Blalock,  M.D.,  Marion 
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Robert  Frederick  Cline,  M.D.,  Winchester 
Joseph  Coates,  M.D.,  Galax 
Andrew  Muncy  Groseclose,  M.D.,  Roanoke 
Malcolm  Hart  Harris,  M.D.,  West  Point 
Frank  Helvestine,  Jr.  ,M.D.,  Roanoke 
Charles  Bruce  Morton,  II,  M.D.,  Charlottesville 
Emanuel  Newman,  M.D.,  Vienna 
Blanton  Page  Seward,  M.D.,  Roanoke 
Thomas  Meredith  Winn,  MX).,  Covington 

Members  Whose  Deaths  Have  Been  Reported  Since 
1971  Annual  Meeting 

Howard  Hicks  Asbury,  M.D. 

Joseph  Eagle  Barrett,  M.D. 

Dorman  Sherman  Camden,  M.D. 

William  Gayle  Crutchfield,  M.D. 

Michael  George  Dewey,  M.D. 

Frederick  Peter  Fletcher,  M.D. 

Thomas  Christy  Gentry,  M.D. 

Isaac  Harry  Goldman,  M.D. 

James  Noah  Greear,  Jr.,  M.D. 

Frederick  Eugene  Hamlin,  M.D. 

George  Geddy  Hankins,  M.D. 

Herbert  Rudolph  Hartwell,  M.D. 


Grey  Carlton  Hughes,  M.D. 

James  Morrison  Hutcheson,  M.D. 
Frederick  Matthes  Jacobs,  M.D. 
Ernest  Harriman  Joy,  M.D. 
Richard  Edward  Kelso,  M.D. 
Frank  R.  Klune,  M.D. 

Henry  Thomas  Kulesher,  M.D. 
Charles  Frank  Manges,  M.D. 
Berkeley  Hancock  Martin,  M.D. 
Theodore  Baldwin  McCord,  M.D. 
Harry  Gardner  Middlekauff,  M.D. 
John  Hoover  Moon,  M.D. 

Marvin  Pinckney  Moore,  M.D. 
James  Coleman  Motley,  M.D. 

Boyd  Hawthorne  Payne,  M.D. 
Richard  Hemans  Price,  M.D. 

Louis  Joseph  Richman,  MX). 
George  Sterling  Row,  M.D. 

Charles  Linwood  Savage,  MX). 

Jim  Scow,  M.D. 

Abraham  Samuel  Smith,  M.D. 
Frank  Ellsworth  Tappan,  M.D. 

Leo  Frederick  Timp,  M.D. 
Howard  Urbach,  M.D. 

Aurelius  McGarvey  Wallace,  M.D. 
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Auditor's  Report 

The  Medical  Society  of  Virginia 
4205  Dover  Road 
Richmond,  Virginia 

We  have  examined  the  financial  statements  of  The 
Medical  Society  of  Virginia,  Richmond,  Virginia,  for  the 
year  ended  September  30,  1972,  as  listed  in  the  foregoing 
table  of  contents.  With  the  exceptions  noted  in  the 
immediately  following  paragraph,  our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards  and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

The  accounts  receivable  and  accounts  payable  were  not 
verified  by  direct  confirmation;  however,  the  amounts 
are  not  material  in  relation  to  the  financial  position  as  a 
whole. 

It  is  our  opinion  that  the  Balance  Sheet  presents  fairly 
the  financial  position  of  the  Society  at  September  30, 
1972,  in  accordance  with  generally  accepted  principles  of 
accounting.  The  Statement  of  Income  and  Expenses  is 
prepared  on  the  basis  of  cash  receipts  and  disbursements. 

Mitchell,  Wiggins  & Company 
Certified  Public  Accountants 

October  18,  1972 

BALANCE  SHEET 
September  30,  1972 

Assets 

General  Fund 

Cash  in  banks 

Accounts  receivable: 

Dues  from  members — Esti- 
mated collectible  value — 

1971  dues S8.800.00 

Advertising — Virginia  Medi- 
cal Monthly 2,110.94 


$277,627.94 


Building  Fund 

Land  and  buildings — At  cost $113,723.67 

Furniture  and  equipment: 

Estimated  value — October  1, 

1950 $5,353.11 

Cost  of  acquisitions  after  Oc- 
tober 1,  1950 9,896.44  15,249.55 


$128,973.22 


Liabilities  and  Surplus 


General  Fund 
Accounts  payable: 

Preparation  of  Medical  Jour- 
nal— September,  1972 $ 3,621.31 

Surplus: 

Available  for  appropriation: 

Balance — September  30,  1972 274,006.63 


$277,627.94 

Building  Fund 

Surplus  invested  in  tangible  property. . . . $128,973.22 

$128,973.22 


STATEMENT  OF  SURPLUS 
For  the  fiscal  year  ended  September  30,  1972 
General  Fund 

Balance — October  1,  1971 $260,103.52 

Add: 

Excess  of  income  over  expen- 
ses  $10,984.51 

Increase  in  accounts  receiv- 
able  3,181.14  14,165.65 


Total $274,269.17 

Deduct: 

Increase  in  accounts  payable 262.54 

Balance — September  30,  1972 $274,006.63 


$266,717.00 


10,910.94 


76 


Virginia  Medical  Monthly 


STATEMENT  OF  INCOME  AND  EXPENSES 
For  the  fiscal  year  ended  September  30,  1972 


Income  Actual 

Membership  dues §203,368.06 

Less:  Allocated  as  subscriptions  to 
journal 15,168.00  8188,200.06 


Interest  on  investments 7,770.67 

American  Medical  Association 2,200.85 

Gift  from  member 300.00 

Virginia  Medical  Monthly: 

Advertising S 30,735.57 

Subscriptions:  Members 15,168.00 

Nonmembers 842.94  46,746.51 


Total §245,218.09 


Expenses 

Salaries § 83,002.13 

Telephone 2,409.77 

Postage 2,210.18 

Stationery  and  supplies 3,336.62 

Office  equipment:  New 1,426.44 

Repairs  and  replacements 121 . 09 

Building  maintenance  and  repairs — Net 14,471.68 

Convention  expense 6 , 808 . 16 

Council  and  committee  expense 3,855.42 

Travel:  Executive  assistant 494.03 

Component  society  liaison 1,048.62 

Executive  secretary 2 , 030 . 83 

Delegates  to  American  Medical  Association 5,889.39 

President’s  expense 1,443.98 

Preparation  and  distribution  of  medical  journal 41,590.76 

Legal  expense 16,828.59 

Walter  Reed  Commission 500.00 

Woman’s  Auxiliary 73.11 

Membership  dues — Affiliated  agencies 645.00 

Editor — Virginia  Medical  Monthly 1,000.00 

Special  appropriations: 

Virginia  Council  Health  and  Medical  Care 5,000.00 

American  Medical  Education  F oundation 1 , 000 . 00 

Rural  Health 500 . 00 

Scholarship:  Medical  College  of  Virginia 2,000.00 

University  of  Virginia 2 , 000 . 00 

National  Society  of  Medical  Research. . . 150.00 

Maternal  Health  T elevision  Spots 1 , 000 . 00 

Other  special  appropriations 843.72 

Virginia  Medical  Political  Action  Committee 12,000.00 

N ews  and  views 222 . 36 

Employees’  retirement  fund 15,318.48 

Payroll  taxes 3,585.66 

Miscellaneous 735.65 

Public  relations 691.91 


Total §234,233.58 


Excess  of  Income  Over  Expenses § 10,984.51 


Budget 


S 84,265.00 
2,000.00 
2,000.00 

2.500.00 

3.000. 00 
12,500.00 

2.000. 00 

3.500.00 
500.00 

1,000.00 

2,000.00 

6,000.00 

3.000. 00 

39.000. 00 

10.000. 00 

500.00 

100.00 
600.00 

1.000. 00 


5.000. 00 

1.000. 00 

500.00 
2,000.00 
2,000.00 

150.00 
1,000.00 
3,000.00 

12,000.00 

500.00 

10,000.00 

3,000.00 

600.00 
3,000.00 


1219,215.00 
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FINANCIAL  CONDITION 


The  financial  condition  of  the  Society  at  September  30,  1972,  is  shown  in  the  balance  sheet 
on  the  accrual  basis  of  accounting.  A comparative  summary  of  the  financial  condition  at 
September  30,  1972,  and  September  30,  1971,  is  presented  as  follows: 


Assets 

Cash 

Accounts  receivable 

Land,  buildings  and  equipment 


September  30, 

1972  1971 

$266,717.00  $255,732.49 
10,910.94  7,729.80 

128,973.22  127,546.78 


Increase 

Decrease* 


$ 10,984.51 
3,181.14 
1,426.44 


Totals — All  Funds 


$406,601.16  $391,009.07  $ 15,592.00 


Liabilities,  Surplus  and  Fund  Balance 


Liabilities: 

Accounts  payable $ 3,621.31  $ 3,358.77  $ 262.54 

Surplus: 

General  fund 274,006.63  260,103.52  13,903.11 

Fund  balance: 

Building  fund 128,973.22  127,546.78  1,426.44 


Total — All  Funds 


$406,601.16  $391,009.07 


15,592.09 


Cash— $266,717.00 

Recorded  cash  receipts  were  accounted  for  by  deposits  in  the  various  banks  and  disburse- 
ments were  supported  by  properly  signed  and  endorsed  cancelled  checks.  The  balances  on 
deposit  at  September  30,  1972,  were  verified  by  direct  correspondence  with  the  banks  and 


examination  of  certificates  and  passbooks  on  hand  as  follows: 

First  and  Merchants  National  Bank — Checking  account $101,594.98 

Bank  of  Virginia — Savings  account 13,554.19 

Southern  Bank  and  Trust  Company — Savings  account 1,891.24 

Franklin  Federal  Savings  and  Loan  Association — Savings  account 20,019.59 

Richmond  Federal  Savings  and  Loan  Association — Savings  account 28,636.36 

First  Federal  Savings  and  Loan  Association — Savings  account 13,639.09 

Security  Federal  Savings  and  Loan  Association — Savings  account 13,709.73 

First  Federal  Savings  and  Loan  Association — Savings  account 12,742.73 

Providence  Savings  and  Loan  Association — Certificate  of  Deposit 19,335.40 

First  and  Merchants  National  Bank — Certificate  of  Deposit 10,000.00 

United  Virginia  Bank — Certificate  of  Deposit 30,000.00 

United  Virginia  Bank — Savings  account 1 , 593 . 69 


Total $266 ,717.00 


Building  Fund  Assets — $128,973.22 

Details  of  the  building  fund  assets  are  shown  in  a separate  schedule.  No  indebtedness 
against  these  assets  was  disclosed  by  the  records. 


OPERATIONS 


The  results  of  operations  for  the  fiscal  year  ended  September  30,  1972,  are  shown  in  the 
summary  of  income  and  expenses  prepared  on  the  cash  receipts  and  disbursements  basis.  A 
summary  of  income  and  expenses  for  the  current  year  is  compared  with  the  preceding  year 
as  follows: 

September  30,  Increase 

1972  1971  Decrease* 

Income 


Membership  dues — Net  of  subscription  to  journal. . .$188,200.06 


Medical  monthly  publication 46,746.51 

Other  operating  income 10 , 271 . 52 


$179,004.08 

39,389.92 

8,191.62 


9,195.98 

7,356.59 

2,079.90 


Totals 


$245,218.09  $226,585.62  $ 18,632.47 
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Expenses 


September  30,  Increase 

1972  1971  Decrease* 

234,233.58  182,241.77  51,991.81 


Income  in  Excess  of  Expenses $ 10,984.51  $ 44,343.85 


833,359.34* 


BUILDING  FUND  ASSETS 
September  30,  1972 
Land  and  Building — At  cost 
4205  Dover  Hoad,  Windsor  Farms, 


Richmond,  Virginia: 

Land 8 22,706.58 

Office  building 86 , 161 . 68 

Furnishings  and  decorations 2,205.41 

Lawn  sprinkler  system 2 , 650 . 00 


Total  Land  and  Building $113,723.67 

Office  Furniture  and  Equipment 
Estimated  insurable  value  at  October  1, 

1950 $ 5,353.11 

Purchased  subsequent  to  October  1,  1950: 

Cost  during  fiscal  year  ended 

September  30,  1951 $ 951.65 

Cost  during  fiscal  year  ended 

September  30,  1959  6,749.65 

Cost  during  fiscal  year  ended 

September  30,  1971 768.70 

Cost  during  fiscal  year  ended 
September  30,  1972 1,426.44  9,896.44 


Total  Office  Furniture  and 
Equipment $ 15,249.55 


Total  Building  Fund  Assets.  . . . $128,973.22 


IN  GENERAL 

The  bookkeeping  records  were  found  to  have  been 
kept  in  a satisfactory  manner. 

Insurance  in  force  at  September  30,  1972,  determined 
from  policies  on  file,  is  shown  below: 

Fire  and  Extended  Coverage 
Building — Windsor  Farms,  Richmond, 

Virginia — 80%  Coinsurance $ 92,000.00 

Office  furniture  and  fixtures — 

80%  Coinsurance $ 15,000.00 

Business  L lability 

Bodily  injury $100 , 000 . 00-$300 , 000 . 00 

Property  damage $ 25,000.00 

Medical $ 250.00-$  10,000.00 

Auto  Liability — Nonownership 

B odily  injury $100 , 000 . 00-S300 , 0C0 . 00 

Property  damage $ 25,000.00 

Medical $ 250.00-$  10,000.00 

Employee  Honesty  Bonds 


Executive  Secretary-Treasurer $ 5,000.00 

Secretary $ 5,000.00 

Workmen’ s Compensation Standard 
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Volume  100,  Number  I 


THE  JANUARY  ISSUE  of  The  Virginia  Medical  Monthly  marks  the 
appearance  of  Volume  100  of  this  venerable  publication.  A comparison 
of  this  copy  with  the  illustration  of  the  cover  of  Volume  1,  Number  1,  high- 
lights the  changes  that  have  taken  place  in  the  journal  during  the  past  99  years. 

The  question  may  be  raised  as  to  whether  the  chronology  has  become  a 
little  confused,  for  the  first  issue  appeared  in  April,  1874,  and  the  present 
Volume  100  appears  slightly  less  than  99  years  later.  The  discrepancy  oc- 
curred when  the  editor  decided  in  1938  that  the  fiscal  year  should  correspond 
to  the  calendar  year,  so  the  subscribers  must  have  lost  three  copies  at  the  end 
of  the  year  in  question.  The  centennial  too  will  not  occur  until  1974  for  there 
is  always  a lag  period  of  one  year  in  these  matters.  The  20th  century,  of 
course,  began  on  January  1,  1901.  This,  incidentally,  barely  permits  the 
writer  to  qualify  as  a concept  of  the  20th  century  for  he  first  saw  the  light 
of  day  on  September  30,  1901. 

The  cover  of  the  April,  1874,  issue  has  a latin  inscription—  edo  ut  prosim 
which  translated  literally  means  “I  eat  so  that  I may  prosper”.  Well,  times 
were  probably  bad  all  over  in  1874.  The  snake  coiled  about  the  garden 
fountain  may  signify  the  wily  serpent  of  Aesculapius  drinking  from  the  foun- 
tain of  knowledge. 

The  table  of  contents  was  varied  and  the  articles  were  doubtless  helpful 
to  the  physicians  a century  ago.  By  happy  coincidence,  the  first  two  articles 
in  the  April  issue  were  prepared  by  the  great-grandfathers  of  two  physicians 
who  are  currently  practicing  in  Richmond  and  who  are  continuing  in  the 
specialties  pioneered  by  their  forebears.  Minutes  of  the  March  meetings  of 
the  Richmond  Academy  of  Medicine  and  the  New  York  Academy  of  Medi- 
cine were  duly  recorded.  Both  gatherings  were  held  on  March  5 and  the 
prompt  appearance  three  weeks  later  in  the  journal  was  a tribute  to  both  the 
editor  and  the  printer. 

Four  pages  were  devoted  to  the  life  and  demise  of  the  Siamese  twins  who 
died  at  Mt.  Airy,  North  Carolina,  on  January  17,  1874.  A detailed  but  be- 
lated account  of  the  post-mortem,  made  three  weeks  later  in  Philadelphia, 
was  included  as  a postscript.  Editor  Landon  B.  Edwards  agreed  with  other 
critics  “both  at  home  and  abroad  at  the  slip-shod  and  imperfect  way  in  which 
the  autopsy  . . . was  reported.  This  comes  of  letting  a matter  of  science  be 
made  a catch-penny  by  a sensational  medical  paper  confessedly  anxious  to 
advertise  itself  in  any  way.”  From  this  distance  it  is  difficult  to  learn  just  what 
the  problem  was,  but  Dr.  Edwards,  at  least,  did  not  approve  of  it. 

A century  ago  medical  journals  were  not  above  pirating  each  other’s  mate- 
rial and  the  July  issue  of  the  Virginia  Medical  Monthly  contained  a pithy 
item  by  Dr.  Edwards  directed  to  the  Richmond  and  Louisville  Medical  Jour- 
nal, (published  in  Louisville)  and  relating  to  articles  contained  in  the  April 
number  stating  “We  appreciate  the  compliment  of  having  enriched  12  or 
14  pages  of  the  above  journal  with  so  large  a portion  of  its  valuable  matter. 
But  is  it  generous  for  ‘the  largest  medical  monthly  in  America’  to  draw  so 
largely  on  the  pages  of  a new  journal,  seeking  much  of  its  support  from  the 
same  field,  without  giving  proper  credit  for  what  is  deemed  of  sufficient  value 
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to  be  copied  at  length?  But  we  will  not  say  that  ‘one  cannot  call  that  journal, 
under  such  circumstances  a very  creditable  periodical’.”  Fighting  words, 
Suh! 

The  advertisements  were  timely  and  sometimes  colorful.  The  University 
of  Virginia  had  expanded  the  medical  department  to  five  members.  If  a stu- 
dent matriculated  on  October  1,  1874,  and  continued  his  courses  diligently 
without  interruption  until  the  Thursday  preceding  the  4th  of  July,  1875, 
there  was  every  reason  to  believe  he  would  receive  his  medical  degree.  A.  H. 
Robins  of  Richmond  and  Sharpe  and  Dohme  in  Baltimore  were  busy  pre- 
paring prescriptions.  Ayres’  improved  hernia  trusses  were  “cordially  com- 
mended” by  Drs.  James  B.  McCaw,  Hunter  McGuire,  O.  F.  Manson  and 
W.  W.  Parker. 

Several  years  ago  the  Virginia  Medical  Monthly  was  described  as  “the 
lengthening  shadow  of  one  man”  and  that  man,  of  course,  was  Dr.  Landon 
Edwards.  For  the  first  45  years  of  its  existence  the  journal  was  edited,  pub- 
lished and  owned  by  Dr.  Edwards,  and  briefly  by  his  son,  Dr.  Charles  M. 
Edwards,  who  served  as  editor  from  1910  until  1919  when  The  Medical 
Society  of  Virginia  purchased  it  for  $1,000.00.  Many  members  will  recall 
Miss  Agnes  V.  Edwards,  daughter  and  sister  respectively  of  the  two  previous 
editors,  who  continued  as  Business  Manager  until  her  death  in  1954.  Rarely 
have  two  generations  of  one  family  played  so  major  a role  in  a publication 
throughout  a period  of  80  years. 

The  first  paragraph  of  the  leading  editorial  in  the  initial  issue  entitled 
Salutatory  has  a certain  modern  ring: 

“It  is  not  without  some  degree  of  trepidation  that  we  enter  upon  the 
duties  and  responsibilities  of  the  editorial  management  of  a medical 
journal,  to  be  conducted  in  the  interests  of  a profession  unequalled  by 
any  other  in  many  of  its  relations  to  science  and  to  society.  The  deli- 
cacies and  difficulties  of  our  new  position  are  enhanced  by  the  fact  that, 
without  experience  in  this  department  of  public  service,  we  have  under- 
taken the  conduct  of  the  Medical  Monthly  at  a time  when  the  science 
of  medicine  is  making  its  most  rapid  advances— demolishing  hoary  errors, 
exploding  long-established  theories,  and  planting  itself,  impregnably, 
upon  well-tested  principles  as  its  only  accepted  foundation;  and  at  a 
period  when,  with  unprecedented  rapidity,  it  is  marching  forward  in  the 
discovery  and  application  of  new  remedies,  and  displaying  a mastery 
over  disease  unparalleled  by  any  previous  period  in  the  history  of 
medicine.” 

The  present  Editorial  Board  can  say  no  more  or  hope  no  more  than  to 
echo  it.  Amen! 

H.J.W. 
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Calendar  of  Events 

Stoneburner  Lecture  Series— “Clinical  Urology  1973”— Sponsored  by  Division 
of  Urology,  Medical  College  of  Virginia— Richmond— February  22-23,  1973. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Departments  of  Legal 
Medicine  and  Health  and  Hospital  Administration,  Medical  College  of  Vir- 
ginia—Richmond— March  9,  1973. 

National  Medico-Legal  Symposium— Sponsored  by  American  Medical  Associa- 
tion-International Hotel— Las  Vegas,  Nevada— March  22-25,  1973. 

National  Conference  on  Rural  Health— Statler  Hilton  Hotel— Dallas,  Texas— 
March  29-30,  1973. 

Tri-State  Medical  Association— Annual  Convention— Charleston,  South  Carolina 
—March  29-April  1,  1973. 

Pediatrics  Day— Sponsored  by  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia—Richmond— April  6,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye, 
Ear,  Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 

Joint  Commission  on  Accreditation  Workshop— Sponsored  by  Virginia  Hos- 
pital Association  and  The  Medical  Society  of  Virginia— Sheraton  Inn,  Military 
Circle— Norfolk— April  17,  1973. 

Medical  Ethics— National  Conference  sponsored  by  Judicial  Council  of  Amer- 
ican Medical  Association— Washington  Hilton  Hotel— Washington,  D.C.— 
April  26-28,  1973. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Department  of  Medi- 
cine, Microbiology,  Pathology,  Pediatrics  and  Division  of  Infectious  Diseases 
of  the  Medical  College  of  Virginia— Richmond— May  7-8,  1973. 

Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Motor 
Inn— Fredericksburg— May  22-24,  1973. 

Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia— 
Richmond— May  25,  1973. 

Annual  Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic 
Surgery— Medical  College  of  Virginia— Richmond— June  1,  1973. 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 

* * * * * 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  admitted  into 
The  Medical  Society  of  Virginia  during  the 
month  of  October: 

S.  M.  Alavi,  M.D.,  Charlottesville 
Rene  Barretto  Alvir,  M.D.,  McLean 
Beverley  Joan  Bayes,  M.D.,  Alexandria 
Gerald  LaVonne  Brown,  M.D.,  Vienna 
Florencio  C.  Ching,  M.D.,  Richmond 
Michael  L.  Connell,  M.D.,  Lynchburg 
Charles  Monroe  Davis,  M.D.,  Charlottesville 
Maria  Desbrand,  M.D.,  Richmond 
Farhand  Eslami,  M.D.,  Fairfax 
Paul  F.  Fitzgerald,  M.D.,  Lynchburg 
Peter  Lewis  Goodman,  M.D.,  Richmond 
Christina  Elizabeth  Jaicks,  M.D.,  Covington 
Arthur  Norman  Kales,  M.D.,  Annandale 
Carol  Elizabeth  Kennedy,  M.D.,  Lorton 
Emil  John  Kleinholz,  M.D.,  Richmond 
David  Benjamin  Moga,  M.D.,  Charlottesville 
Edward  Kigran  Mulligan,  M.D.,  Edinburg 
Donald  Martin  Poretz,  M.D.,  Falls  Church 
Robert  Lawrence  Protell,  M.D., 
Charlottesville 

Richard  Albert  Ratner,  M.D., 

Washington,  D.  C. 

James  Albert  Repass,  M.D.,  Richmond 
James  Harvey  Rester,  Jr.,  M.D., 

Falls  Church 

Edward  Emric  Ruhnke,  M.D.,  Petersburg 
Robert  Allen  Reid,  M.D.,  Charlottesville 
Paul  Edward  Schweisthal,  M.D.,  Vienna 
Charles  J.  Tegtmeyer,  M.D.,  Charlottesville 
Richard  Putnam  Wenzel,  M.D., 
Charlottesville 

Gordon  O.  White,  M.D.,  Harrisonburg 

The  Medical  Society  of  Virginia. 

The  annual  meeting  of  the  Society  was  held 
in  Williamsburg,  November  5-8.  Minutes  of 
this  meeting,  including  the  new  officers,  etc., 
are  published  in  this  issue  of  the  Monthly. 

The  total  registration  was  801  which  in- 
cluded 555  physicians,  19  affiliates,  83  exhibi- 
tors and  144  ladies. 

The  next  meeting  will  be  held  at  the  Holiday 
Inn-Scope,  Norfolk,  October  18-20,  1973. 


Dr.  Charles  M.  Caravati, 

Richmond,  received  the  Distinguished  Serv- 
ice Award  from  the  Southern  Medical  Asso- 
ciation at  its  annual  meeting  in  New  Orleans, 
November  13-16.  He  was  honored  for  his 
pioneering  efforts  in  the  field  of  gastroenter- 
ology in  the  South  and  in  the  Southern  Medi- 
cal Association.  Dr.  Caravati  is  professor  emer- 
itus for  the  Department  of  Medicine  of  the 
Afedical  College  of  Virginia. 

Mayor  of  Emporia. 

Dr.  James  A.  Kirkland  has  been  named 
xMayor  of  Emporia,  succeeding  the  late  George 
F.  Lee  who  drowned  on  October  6th.  He  has 
been  practicing  in  Emporia  since  1961  and  is 
a former  chief  of  staff  at  Greensville  Memorial 
Hospital. 

Dr.  Shanholtz  Again  Honored. 

Dr.  Mack  I.  Shanholtz,  commissioner  of  the 
State  Department  of  Health,  is  the  first  Vir- 
ginia physician  to  be  honored  by  the  American 
Association  of  Public  Health  Physicians.  He 
has  received  the  Association’s  Distinguished 
Service  Award  presented  each  year  to  the 
outstanding  public  health  physician  in  the 
United  States.  The  award  cited  Dr.  Shan- 
holtz’s  leadership  in  effecting  a partnership 
between  all  local  health  departments  and  the 
State  health  department. 

Plastic  and  Reconstructive  Surgery  Di- 
vision. 

The  Medical  College  of  Virginia  has  an- 
nounced the  reestablishment  of  this  division 
with  Dr.  I.  Kelman  Cohen  as  associate  profes- 
sor of  surgery  and  division  chairman. 

Stoneburner  Lecture  Series. 

The  26th  Annual  Stoneburner  Lecture  Se- 
ries will  be  held  at  the  Medical  College  of 
Virginia  February  22-23.  The  subject  will  be 
Clinical  Adult  and  Pediatric  Urology  and  the 
Stoneburner  Lecturer  will  be  Dr.  John  K.  Lat- 
timer,  professor  and  chairman  of  the  Depart- 
ment of  Urology,  College  of  Physicians  and 


84 


Virginia  Medical  Monthly 


Surgeons  of  Columbia  University,  New  York. 
His  lectures  will  be  on  Carcinoma  of  the 
Prostate:  the  Great  Widow  Maker  and  The 
Optimum  Treatment  for  Undescended  Testis. 

The  guest  faculty  will  be  Dr.  Fletcher  C. 
Derrick,  George  Washington  University 
School  of  Medicine,  Washington;  Dr.  Charles 
J.  Devine,  Jr.,  Norfolk;  Dr.  Ranier  M.  E. 
Engel,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore;  Dr.  Herman  Grossman, 
Duke  University  School  of  Medicine,  Dur- 
ham; Dr.  Allan  A.  Hoffman,  Danville;  Dr. 
John  J.  Murphy,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia;  Dr.  Eugene 
F.  Poutasse,  Norfolk;  Dr.  Arthur  W.  Wyker, 
Jr.,  University  of  Virginia  School  of  Medi- 
cine, Charlottesville;  and  Dr.  John  D.  Young, 
University  of  Maryland  School  of  Medicine, 
Baltimore.  The  Medical  College  of  Virginia 
Faculty  members  are:  Drs.  Robert  H.  Hack- 
ler,  David  M.  Hume,  Warren  W.  Koontz, 
Jr.,  James  L.  Mathis,  Harold  M.  Maurer, 
Charles  W.  Moncure,  Warren  H.  Pearst,  Rus- 
sell E.  Randall,  Jr.,  Jack  B.  Russell,  M.  J. 
Vernon  Smith,  and  John  H.  Texter,  Jr. 

The  American  Board  of  Family  Practice 

Announces  that  it  will  give  its  next  two- 
day  written  certification  examination  on  Oc- 
tober 20-21,  1973.  Information  regarding  the 
examination  may  be  obtained  from  Nicholas 
J.  Pisacano,  M.D.,  Secretary,  American  Board 
of  Family  Practice,  University  of  Kentucky 
Medical  Center,  Annex  #2,  Room  229,  Lex- 
ington, Kentucky  40506. 

American  Association  of  Medical  As- 
sistants. 

The  Association  held  its  sixteenth  annual 
convention  in  Phoenix,  Arizona,  October  17- 
21.  There  were  12  members  from  Virginia 
registered.  Mrs.  Ruth  Dize,  past  president  of 
the  Association  and  past  president  of  the  Vir- 
ginia Association,  completed  her  term  of  office 
as  Speaker  of  the  House  of  Delegates  and  Mrs. 
Lonie  Kanak,  past  president  of  the  Virginia 


Association,  completed  her  term  of  office  as 
Trustee. 

The  next  annual  convention  will  be  held 
in  Washington,  D.  C.,  in  1973. 

Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U.  S. 
licensure  required.  875-bed  GM&S  hospital 
affiliated  with  Medical  School.  Excellent  re- 
tirement and  leave  benefits.  Nondiscrimination 
in  employment.  Contact  Chief,  Spinal  Cord 
Injury  Service,  VA  Hospital,  Richmond,  Vir- 
ginia 23249.  Telephone  703-233-9631,  ext. 
272.  (Adv.) 

Public  Health  Position  Available. 

Very  desirable  position  available  in  Danville 
for  health  director.  As  a State  employee,  in- 
cumbent directs  the  public  health  and  medical 
care  program  for  this  active  health  district. 
Programs  include  traditional  public  health 
services  plus  activities  under  Medicare  and 
Medicaid.  As  in-service  training  is  provided, 
experience  in  public  health  is  not  required. 
Liberal  fringe  benefits  are  available.  Quali- 
fications—American  citizen  or  declaration,  li- 
cense to  practice  medicine  in  Virginia  at  time 
of  employment,  age  under  60,  effective  speak- 
ing ability  with  English,  and  two  years’  ex- 
perience in  civilian  or  military  practice  or 
any  type  residency.  Salary  $21,400  to  $30,600, 
depending  on  experience,  assignment  and  clas- 
sification. 

Other  interesting  positions  also  available. 
Inquire  Director,  Local  Health  Services,  Vir- 
ginia State  Department  of  Health,  Richmond, 
Virginia  23219.  Phone  703-770-3575.  (Adv.) 

Emergency  Room  Physician. 

351-bed  Community  Hospital;  southwest 
Virginia  and  Upper  East  Tennessee  area.  Ten- 
nessee license  required.  Present  group  of  four 
physicians  expanding  to  five.  $30,000  plus 
annually  and  liberal  benefits.  Write  or  call 
Executive  Director,  Bristol  Memorial  Hos- 
pital, Bristol,  Tennessee  37620.  Phone  615- 
968-1121.  (Adv.) 
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Obituary 


Dr.  James  T.  O'Neal, 

Amelia,  died  November  9,  after  a lengthy 
illness.  He  was  sixty-three  years  of  age  and 
graduated  from  the  Medical  College  of  Vir- 
ginia in  1935.  Dr.  O’Neal  was  honored  with 
a reception  in  September  by  Amelia  residents 
and  a scholarship  was  established  in  his  name 
for  students  in  medicine,  pharmacy  or  nursing. 
In  his  more  than  thirty  years  of  practice  in  the 
County  he  had  delivered  more  than  1500 
babies.  Dr.  O’Neal  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1939. 

His  wife  and  a daughter  survive. 

Dr.  Frank  William  Claytor 

Died  October  6,  1972.  He  was  59  years  of  age 
and  a garduate  of  Meharry  Medical  College  in 
Nashville,  Tennessee,  in  1937. 

The  son  of  the  late  Dr.  John  B.  Claytor,  Sr., 
one  of  the  founders  of  Burrell  Memorial  Hos- 
pital, Roanoke,  Virginia,  he  was  chief  of  Medical 
Services  and  had  served  with  distinction  in  the 
positions  of  Medical  Director,  Radiologist,  and 
Acting  Administrator  of  that  hospital. 

Dr.  Claytor  served  as  a Captain  in  the  Medical 
Corps  during  World  War  II.  He  had  served  as 
past  president  of  the  Magic  City  and  Old  Do- 
minion Medical  Societies,  and  was  a member  of 
the  Roanoke  Academy  of  Medicine,  The  Medical 
Society  of  Virginia,  American  Medical  Associa- 
tion, and  the  National  Medical  Association.  He 
was  a member  of  the  Fifth  Avenue  Presbyterian 
Church. 

Dr.  Claytor  is  survived  by  his  wife,  one  daugh- 
ter and  seven  sons. 

Dr.  Frank  William  Claytor,  affectionally 
known  to  his  family  and  close  friends  as  “Will”, 
and  to  his  professional  associates  as  “F.  W.”,  will 
be  missed  by  his  colleagues,  many  patients,  and 


friends,  as  well  as  his  devoted  family  which 
includes  among  four  sisters,  Dr.  Margaret  Clay- 
tor Woodbury,  Ann  Arbor,  Michigan,  and 
among  three  brothers,  Dr.  John  B.  Claytor,  Jr., 
and  Dr.  Walter  S.  Claytor,  both  of  Roanoke. 

Therefore  be  it  resolved,  that  this  resolution 
be  spread  on  the  minutes  of  the  Roanoke  Acad- 
emy of  Medicine. 

Be  it  also  resolved,  that  a copy  of  this  reso- 
lution be  sent  to  his  family  and  to  the  Editor  of 
the  Virginia  Medical  Monthly  for  publication. 

Fen’n  A.  Victor,  M.D. 

W.  A.  Cassada,  Jr.,  M.D. 

Maynard  H.  Law,  M.D.,  Chairman 

Dr.  Robert  Long  Gleason, 

Roanoke,  died  November  18  at  the  age  of 
sixty.  He  received  his  medical  degree  from 
Tulane  University  in  1938.  Before  coming  to 
Roanoke  six  years  ago,  he  had  been  located 
in  Hampton.  Dr.  Gleason  had  been  a member 
of  The  Medical  Society  of  Virginia  for  six 
years. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Donald  Lee  Martin, 

Richmond,  died  November  9 at  the  age  of 
thirty-nine.  He  graduated  from  the  Medical 
College  of  Virginia  in  1961.  Dr.  Martin  was 
chief  of  obstetrics  and  gynecology  at  Rich- 
mond Memorial  Hospital  and  was  a clinical 
instructor  at  the  Medical  College  of  Virginia. 
He  was  a member  of  the  Flying  Physicians 
Association  and  had  been  a member  of  The 
Medical  Society  of  Virginia  for  five  years. 

His  wife,  two  sons  and  two  daughters 
survive  him. 
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Modification  of  Hyperkinetic  Behavior  by  Nortriptyline 


There  has  been  widespread  in- 
terest in  the  drug  treatment  of 
the  hyperactive  child  since  am- 
phetamines were  reported  to  be 
effective  in  1937.  Since  then 
many  other  drugs  have  been 
tried.  The  present  report  deals 
with  the  use  of  nortriptyline,  a 
drug  which  shows  therapeutic 
promise. 

HE  USE  OF  AMPHETAMINES  for  con- 
trol of  hyperactive  behavior  in  children  was 
first  reported  by  Bradley  in  1937.  Since  that 
time,  a variety  of  drugs  has  been  used  in  an 
attempt  to  control,  or  at  least  minimize,  this 
usually  distressing  form  of  behavior.  Dextro- 
amphetamine and  methylphenidate  have  been 
advocated  as  drugs  of  choice  for  the  treatment 
of  hyperactivity.  Millichap  (1968),  advocated 
the  use  of  methylphenidate  as  the  drug 
of  choice,  Gofman  (1969)  preferred  dextro- 
amphetamine and  Worrel  and  Bell  (1971)  felt 
that  they  were  equally  effective.  The  few 
controlled  clinical  trials  showed  that  either 
dextroamphetamine  or  methylphenidate  were 

From  the  Virginia  Child  Neurology  Program 
and  the  Department  of  Neurology,  School  of 
Medicine,  University  of  Virginia. 


NEIL  WATTER,  M.D. 

F.  E.  DREIFUSS,  M.D. 

Charlottesville,  Virginia 

effective  in  the  control  of  hyperactive  behavior 
in  the  majority  of  patients  to  whom  they  were 
administered.  (Clements  and  Peters,  1962, 
Conners  and  Eisenberg,  1963,  Weiss,  et  al., 
1968,  Conners,  et  al.,  1969,  Sprague,  Barnes, 
and  Werry,  1970  and  Beck,  Mackay  and 
Taylor,  1970).  Millichap  (1968)  in  a review 
of  the  literature  found  that  of  a total  of  337  pa- 
tients, 84  percent  benefited  from  methylpheni- 
date, while  69  percent  of  610  patients  were 
helped  by  dextroamphetamine.  Two  pheno- 
thiazines,  chlorpromazine  and  thioridiazine, 
have  been  described  as  useful  in  the  treatment 
of  hyperactivity;  however,  there  have  been 
conflicting  reports  about  them.  (Clements 
and  Peters,  1962,  Werry,  et  al.,  1966,  Weiss, 
et  al.,  1968  and  Sprague,  Barnes  and  Werry, 
1970).  Reserpine  has  been  used,  but  has  not 
proven  to  be  very  effective  (Millichap,  1968). 
In  the  same  article,  Millichap  stated  that  chlor- 
diazepoxide,  hydroxyzine  HCL  meprobamate, 
fluphenazine  HCL,  and  chlorprothixene  have 
also  been  tried. 

From  1965  until  the  Fall  of  1970,  when  the 
warning  against  the  use  in  children  was  pub- 
lished in  the  Physicians  Desk  Reference,  Sup- 
plement C,  1970,  we  obtained  promising  results 
with  nortriptyline  HCL  (Aventyl),  a tricyclic 
compound  commonly  used  as  an  antidepres- 
sant. Since  there  have  been  no  previous  re- 
ports concerning  the  use  of  nortriptyline  for 
this  purpose,  we  present  our  results  on  the 
use  of  this  drug  and  advocate  the  further  study 
of  nortriptyline  as  a useful  drug  to  control 
hyperactivity. 


Materials  and  Methods 

A retrospective  study  of  118  patients,  rang- 
ing in  age  from  2 to  15  years  who  received 
nortriptyline  in  doses  of  20  to  75  mgs.  daily, 
was  done  by  a review  of  their  medical  records. 
Each  patient  was  treated  because  of  observed 
or  reported  hyperactive  behavior  manifested 
by  extreme  activity,  distractibility,  short  atten- 
tion span,  emotional  lability,  temper  outbursts 
and  poor  impulse  control.  Many  of  the  pa- 
tients were  referred  for  other  neurological 
problems  such  as  convulsive  disorders,  mental 
retardation,  or  learning  handicaps.  Appropri- 
ate anticonvulsants  were  administered  for  the 
primary  disorder  as  indicated.  Abnormal  neu- 
rological findings  were  present  in  most  of  the 
patients.  The  effect  of  nortriptyline  was 
judged  from  the  recorded  observations  of  the 
parents,  teachers,  and  examining  physicians. 
This  effect  was  subjectively  rated  and  divided 
into  three  groups:  improvement  based  upon  a 
decrease  in  hyperactive  symptomology,  no 
improvement,  where  there  was  no  change  in 
behavior,  and  adverse  reactions,  where  either 
hyperactive  behavior  symptomology  increased 
or  a side-effect  such  as  excessive  drowsiness 
caused  the  medication  to  be  withdrawn.  The 
patients  received  nortriptyline  for  periods 
ranging  from  one  month  to  five  years.  Since 
bone  marrow  depression,  including  agranulo- 
cytosis, has  been  reported  with  the  use  of  tri- 
cyclic antidepressants,  each  patient  was  advised 
to  receive  monthly  white  blood  cell  and  differ- 
ential white  cell  counts.  The  results  of  these 
blood  counts  when  recorded  in  the  charts  were 
tabulated. 

A similar  retrospective  study  of  61  patients 
who  received  methylphenidate  in  a dose  range 
from  10  to  40  mgs.  per  day  for  treatment  of 
hyperactive  behavior  was  also  done.  An  over- 
lap between  the  two  groups  occurred,  as  some 
patients  received  both  nortriptyline  and 
methylphenidate  at  different  times,  thus  allow- 
ing comparison  of  the  effects  of  both  drugs  on 
a single  patient. 

Results 

Of  the  118  patients  who  were  given  nor- 
triptyline, 65  (55%)  showed  improvement,  46 


(39%)  showed  no  improvement,  and  seven 
(6%)  had  adverse  reactions.  Most  of  the  ad- 
verse reactions  consisted  of  excessive  drowsi- 
ness. There  was  one  possible  allergic  reaction 
to  the  drug,  consisting  of  nausea,  vomiting  and 
a rash  which  cleared  after  the  drug  was  dis- 
continued. Of  118  patients,  46  had  interim 
white  blood  cell  counts  recorded;  only  one 
showed  an  abnormality,  granulocytopenia 
(15%  segmented  cells),  with  a normal  total 
white  blood  cell  count  of  5600  per  cu.mm. 
The  granulocyte  count  increased  immediately 
after  the  cessation  of  nortriptyline.  The  pa- 
tient had  been  taking  the  medication  for  one 
and  a half  years. 

Of  61  patients  who  were  given  methyl- 
phenidate, 25  (41%)  showed  improvement, 
26  (43%)  showed  no  improvement,  and  10 
(16%)  had  adverse  reactions.  There  was  a 
statistically  significant  difference  between  the 
beneficial  results  of  nortriptyline  and  methyl- 
phenidate administration  (p<0.05). 

Twenty-nine  of  61  patients  received  methyl- 
phenidate, but  no  nortriptyline.  Of  this  group, 
15  (52%)  showed  improvement,  13  (45%) 
showed  no  improvement,  and  one  (3%)  had 
an  adverse  reaction.  Thirty-two  patients  re- 
ceived both  methylphenidate  and  nortripty- 
line at  different  times.  Of  these,  10  (31%) 
showed  improvement,  13  (41%)  showed  no 
improvement  and  nine  (28%)  had  adverse  re- 
actions with  methylphenidate.  The  same  32 
patients,  however,  had  different  results  with 
nortriptyline.  19  (59%)  showed  improve- 
ment, 12  (38%)  showed  no  improvement  and 
one  (3%)  had  an  adverse  reaction.  There 
again  was  a statistically  significant  difference 
between  the  last  two  sets  of  results  (p  = 0.01). 

Twenty-eight  of  32  patients  received  nor- 
triptyline before  methylphenidate.  Of  these, 
13  patients  had  a better  response  with  nor- 
triptyline, seven  had  a better  response  with 
methylphenidate,  and  eight  had  an  equal  re- 
sponse with  both  drugs.  Four  patients  received 
methylphenidate  before  nortriptyline.  Of 
these  patients,  two  had  a better  response  with 
nortriptyline  and  two  had  the  same  response 
with  either  drug. 
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Discussion 

From  the  results  of  this  study,  it  appears 
that  nortriptyline  possesses  potential  as  a drug 
for  use  in  the  treatment  of  hyperactive  be- 
havior in  children.  The  55  percent  improve- 
ment rate  which  was  obtained  with  the  use  of 
nortriptyline  is  certainly  lower  than  the  69 
percent  and  the  84  percent  improvement  rates 
after  use  of  dextroamphetamine  and  methyl- 
phenidate  reported  by  Millichap  (1968). 
Likewise,  our  41  percent  rate  of  improvement 
with  the  use  of  methylphenidate  is  lower  than 
those  previously  stated  rates.  In  addition,  in 
the  case  of  methylphenidate,  few  of  the  pa- 
tients were  given  doses  as  high  as  the  40  mgs. 
per  day  reported  by  Millichap  (1968).  The 
rates  of  improvement  obtained  by  others  in  the 
past  may  have  been  contributed  to  by  the  sig- 
nificant placebo  effect  reported.  (Millichap, 
et  al.,  1968,  Knights  and  Hinton,  1969).  In 
the  32  patients  who  received  both  nortripty- 
line and  methylphenidate,  placebo  effect  is  less 
likely  and  the  59  percent  rate  of  improvement 
with  nortriptyline  in  comparison  with  the  31 
percent  improvement  rate  with  methylpheni- 
date appears  to  be  of  some  consequence. 
However,  in  an  uncontrolled  study,  it  is  im- 
possible to  draw  definitive  conclusions  from 
these  figures. 

Anorexia,  irritability,  and  insomnia  have 
been  reported  by  Conners  and  Eisenberg 
(1963),  Millichap  (1968)  and  others  as  unde- 
sirable side  effects  of  the  amphetamines  and 
methylphenidate.  Methylphenidate  is  said  to 
show  fewer  of  these  untoward  effects  than 
dextroamphetamine  and  Worrel  and  Bell 
(1971)  gave  this  as  the  reason  why  it  was  re- 
garded as  the  drug  of  choice.  Nortriptyline 
did  not  appear  to  cause  anorexia  or  insomnia 
in  any  of  the  patients  to  whom  it  was  adminis- 
tered, and  increased  irritability  was  only  mani- 
fested occasionally. 

We  also  administered  nortriptyline  to  pa- 
tients who  manifested  nocturnal  enuresis  with 
good  results.  This  use  of  nortriptyline,  as  well 
as  its  effectiveness  in  the  control  of  this  con- 
dition has  been  reported  by  Smith  and  Gon- 
zales (1967)  and  Forsythe  and  Merrett  (1969). 


Because  of  its  apparent  effectiveness  in  con- 
trolling hyperactivity,  its  favorable  comparison 
with  methylphenidate,  its  apparent  safety  in 
children,  as  well  as  the  relatively  low  incidence 
of  side  effects  as  a result  of  its  administration, 
nortriptyline  (Aventyl)  is  a promising  thera- 
peutic agent  in  the  control  of  hyperactive  be- 
havior. We  would,  therefore,  advocate  con- 
trolled clinical  trials  to  objectively  assess  its 
effectiveness  and  safety  for  behavior  modi- 
fication. 

Summary 

One  hundred  and  eighteen  patients  were 
treated  with  nortriptyline  to  alleviate  hyper- 
active behavior,  a use  of  this  drug  not  previ- 
ously reported,  and  the  subsequent  results  were 
compared  to  the  effects  of  methylphenidate  in 
61  patients  in  an  uncontrolled,  retrospective 
study  of  their  medical  records.  The  results  re- 
vealed that  a higher  percentage  of  patients 
improved  with  nortriptyline  than  with  methyl- 
phenidate. This  difference  in  response  ap- 
peared to  be  statistically  significant.  Thirty- 
two  of  these  patients  received  both  nortripty- 
line and  methylphenidate  at  different  times.  In 
this  subgroup,  a higher  percentage  of  patients 
improved  with  nortriptyline  than  with  methyl- 
phenidate. This  difference  also  appeared 
statistically  significant.  One  patient  of  the  46 
who  had  white  blcod  cell  counts  regularly 
recorded  showed  some  evidence  of  bone  mar- 
row depression.  Nortriptyline  shows  promise 
as  a therapeutic  agent  for  control  of  hyper- 
active behavior  in  children. 
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Tuberculosis  Vaccine  May  Also  Prevent  Leukemia 


A research  study  by  a Chicago  team  of 
scientists  indicates  that  early  vaccination  with 
BCG  tuberculosis  vaccine  may  also  protect 
children  from  leukemia.  The  study  covers  al- 
most a quarter  of  a million  infants  born  in 
Cook  County  Hospital,  Chicago,  over  a period 
of  live  years  ending  in  1969.  The  unvaccinated 
group— 1 72,986  infants— recorded  six  times  the 
incidence  of  leukemia  of  the  vaccinated  group 
—54,414  infants.  The  newborns  in  the  latter 
group  were  vaccinated  with  BCG  at  age  of 
two  to  three  days. 

The  researchers  stop  short  of  drawing  firm 
conclusions,  but  they  point  out  that  the  marked 
statistical  difference  in  the  two  groups  “sug- 
gests the  value  of  the  BCG  vaccine  in  pre- 
venting leukemia  in  children.” 

The  process  involved  has  been  well  docu- 
mented in  laboratory  animal  studies— the 


body’s  immune  mechanism  is  triggered  by  the 
vaccine.  This  mechanism,  which  involves  the 
body’s  natural  resistance  to  disease,  also  can 
prevent  other  problems,  including  leukemia. 

“Recent  experimental  studies  make  it  rea- 
sonable to  conclude  that  the  immunogenic 
mechanism  plays  a dominant  role  in  host  re- 
sistance to  neoplasia  (cancer).  It  is  this  mech- 
anism that  probably  accounts  for  the  suppres- 
sion oi  incipient  cancer  cells  which  arc  con- 
stantly developing  in  the  human  body. 

“As  long  as  this  immunogenic  surveillance 
is  properly  functioning,  clinical  cancer  or  leu- 
kemia is  suppressed.” 

The  study  group  includes  Sol  R.  Rosenthal 
M.D.,  Ph.D.,  Ray  G.  Crispen,  Ph.D.,  Margaret 
G.  Thorne,  Nancy  Piekarski,  Nijole  Raisys 
and  Philip  G.  Rettig,  J.D. 
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Hyperalimentation  in  a Community  Children's  Hospital 

An  Eighteen  Month  Experience 


The  technique  of  extra-alimen- 
tary nutrition  in  the  infant  has 
been  developed  to  the  point  that 
it  is  both  safe  and  successful.  A 
gain  in  weight  with  this  method 
is  usually  seen  in  situations  that 
would  have  produced  life  threat- 
ening malnutrition  without  it. 

HE  POTENTIAL  MERIT  of  intravenous 
nutritional  support  in  the  pediatric  patient 
was  realized  in  1962  when  Sukarochana  and 
coworkers  at  the  Children’s  Hospital  in  Pitts- 
burgh, produced  positive  nitrogen  balance  in 
the  postoperative  pediatric  surgical  patient  by 
infusing  a protein  hydrolysate,  high  carbohy- 
drate mixture.1  Supplemental  extra-alimentary 
nutrition  has  progressed  since  1962  from  an 
inexact  science  attempting  to  provide  required 
body  nutrients  and  reduce  postoperative  ni- 
trogen loss  to  specific  diets  for  specific  dis- 
eases2 and  is  capable  of  totally  supporting  life 
over  long  periods.3 

Presented  at  the  annual  meeting  of  the  Virginia 
Surgical  Society,  Hot  Springs,  April  28,  1972. 

Harkins,  George  A.:  Chief , Division  of  Pedi- 
atric Surgery , Norfolk  General  Hospital , Nor- 
folk, Virginia , and  Director  of  Surgical  Educa- 
tion, Children's  Hospital  of  the  King's  Daugh- 
ters. 

Morgan,  William  W.,  Director , Crippled 
Children's  Clinic , Pediatric  Surgery.  Address  after 
September  1,  1912 , Memorial  Mission  Hospital , 
509  Biltmore  Avenue , Asheville , North  Carolina 
28801. 


GEORGE  A.  HARKINS,  M.D. 

WILLIAM  W.  MORGAN,  JR.,  M.D. 
Norfolk,  Virginia 

In  the  pediatric  patient  silicone  rubber  tub- 
ing placed  in  an  area  of  high  venous  mixing 
to  prevent  thrombosis  of  vessels  caused  by 
the  high  acidity  and  the  high  osmolality  of  the 
hyperalimentation  solution,  accurate  roller 
pumps  and  a bacterial  filter  capable  of  pre- 
venting the  smallest  bacteria  from  entering  the 
blood  stream,  all  have  contributed  to  the  suc- 
cess of  intravenous  hyperalimentation,  cer- 
tainly a far  step  from  the  dextrose  solutions 
given  subcutaneously  during  the  early  1930’s. 

An  18  month  experience  August,  1970- 
January,  1972,  at  the  Children’s  Hospital  of 
the  King’s  Daughters’  with  38  children  having 
a variety  of  disorders  and  receiving  intra- 
venous nutrition  both  with  and  without  con- 
comitant oral  alimentation  is  presented. 

Materials  and  Methods 

The  exact  constituents  and  method  of  prep- 
aration of  hyperalimentation  solution  by  the 
Children’s  Hospital  pharmacy  is  previously 
described.4’5  The  final  mixture,  however,  con- 
tains 3.3%  protein  hydrolysate,  20%  glucose, 
50  mEq.  KC1/1,  50  mEq.  NaCl/1  and  daily 
allotments  of  MVIR  1 /2  cc,*  10  cc  calcium 
gluconate,  0.5  micrograms  folic  acid,  0.4  ml. 
50%  magnesium  sulfate,  1 microgram  Vitamin 
B12,  1 ml.  Vitamin  Kx  ** 

An  IVACR***  Roller  Pump  necessary  to 
force  the  solution  through  the  0.22  Micra 
membrane  FilterR****  insures  both  an  ac- 


* MVI  Multivitamins,  USV  Pharmaceutical 
Corporation,  Tuckahoe,  N.  Y. 

**  Aqua-Mephyton,  Merck-Sharp  & Dohme, 
Westpoint,  Pa. 

***  IVAC  Corporation,  San  Diego,  California. 

****  Millipore  Corporation,  Bedford,  Mass. 
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curate  rate  of  delivery  at  6cc/kg/hr  or  less  as 
well  as  final  sterility  of  the  solution.  Only 
SilasticR#  catheters  (3.5  or  5.0  French) 
were  passed  percutaneously,  via  either  the  in- 
ternal jugular6,7  or  subclavian  vein8  or  infre- 
quently by  direct  surgical  incision  of  the 
internal  jugular  vein9  into  the  right  atrium  and 
exact  position  of  the  catheter  tip  confirmed 
either  radiographically  or  electrocardiograph- 
ically.10  Constant  nursing  surveillance  in  the 
Intensive  Care  Unit  with  constant  electro- 
cardiographic monitoring  to  pick  up  any 
cardiac  arrythmias  produced  either  by  the 
catheter  tip  or  the  hyperosmolality  and  acid- 
ity of  the  infusate  was  done.  Urinary  sugar 
content  was  measured  with  each  voided  speci- 
men and  the  hyperalimentation  rate  adjusted 
to  keep  urinary  glucose  2+  or  less  (2%  or 
less  of  administered  glucose  is  lost  in  the  urine 
at  this  urinary  level).11,12  In  the  majority  of 
patients,  Neomycin-Bacitracin  OintmentR* ** ***# 
was  placed  about  the  catheter  entrance  to 
insure  bacterial  suppression.13  Bacitracin  500 
units/gm.,  Neomycin  5 mgm/gm.,  and  Vio- 
form  3%,  a bacteriostatic  and  fungostatic 
preparation,  was  substituted  when  fungal  over- 
growth became  apparent.  Sterile  dressing 
change,  wound  cleansing  and  ointment  reap- 
plication were  done  biweekly.  A multiplicity 
of  laboratory  data  were  drawn  biweekly,  how- 
ever, only  serum  electrolytes,  serum  protein, 
as  reflected  by  total  serum  solids14,15  and  he- 
matocrit were  fruitful.  Skin  cultures  taken  at 
the  catheter  entrance,  with  simultaneous  blood 
cultures  withdrawn  from  the  line  as  well  as 
frequent  throat,  stool,  urine  and  other  indi- 
cated cultures  were  taken  biweekly.  Hourly 
serum  glucose  levels  measured  by  placing  a 
drop  of  serum  on  a DextrostixR#*#  when  in- 
stituting or  tapering  a run,  guarded  against  the 
insulin  rebound  phenomenon.16  No  nutritional 
balance  studies  were  attempted  as  both  intes- 

*  Dow  Corning  Company,  Midland,  Michigan. 

**  Burroughs  Wellcome  Company,  Research 
Triangle  Park,  North  Carolina. 

***  Ames  Company,  Division  of  Miles  Labora- 
tory, Elkhart,  Indiana. 

128 


tinal  losses  and  supplemental  oral  nutrition 
were  variable. 

In  three  patients,  a premature  infant,  a three 
month  old  and  a one  year  old,  successive  runs, 
using  first  a commercially  prepared  5%  pro- 
tein/25% glucose  solution*  followed  by 
3.3%/20%  were  compared.  In  each  instance, 
a 14  day  run  with  5%/25%  was  followed, 
after  a three  day  interval  free  from  hyper- 
alimentation, by  a similar  run  using  the  lesser 
(3.3%/20%)  solution.  General  condition  of 
the  patients  was  the  same  for  these  compara- 
tive runs. 

Certain  trace  elements  and  lipids  absent  in 
the  hyperalimentation  mixture  were  provided 
by  monthly  transfusions  of  fresh  blood  (15- 
20  cc/kg/mo.).  Maintaining  a hematocrit 
above  40  allowed  full  utilization  of  protein  for 
growth  as  opposed  to  obligatory  correction  of 
anemia,  the  first  obligation  of  dietary  protein. 

Results 

Thirty-two  children  underwent  50  runs: 
newborn  and  infants  (0-3  months),  31  runs; 
children  (3-12  months),  12  runs;  children 
(greater  than  one  year),  seven  runs.  Silastic 
catheters  were  passed  via  percutaneous  punc- 
tures of  the  subclavian  or  internal  jugular 
vein,  39  and  nine  times,  respectively.  Only  ten 
direct  surgical  incisions  of  the  internal  jugular 
vein  were  required.  Two  complications  dur- 
ing placement  of  catheters  were  cardiac  ar- 
rythmias with  the  initial  infusion  of  the  acidic, 
hyperosmotic  solution.  Withdrawing  the  cath- 
eters 1 to  2 cm.  corrected  both  arrythmias 
without  further  ado. 

Runs  lasted  an  average  of  18  days  (4-63 
days).  Average  weight  gain  was  1%  per  day 
(0-2%  per  day)  [calculated  as  the  difference 
between  terminal  and  beginning  weight  as  a 
per  cent  of  the  beginning  weight]  (Fig.  2, 
Fig.  3).  No  patients  lost  weight.  In  all 
patients  regardless  of  the  indications  for  hy- 
peralimentation or  concomitant  oral  alimen- 
tation, approximately  a 4%  weight  loss  over 
the  three  to  four  days  following  cessation  of 

* McGaw  Laboratories,  Glendale,  California. 
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the  run  presumably  secondary  to  diuresis  of 
retained  water  occurred.  (Fig.  1) 

Over  200  cultures  of  the  line  blood  con- 
comitant with  cultures  from  the  skin  surround- 


Fig.  1 


ing  the  catheter  entrance  were  taken.  Sixty 
per  cent  of  the  blood  cultures  were  sterile. 
All  blood  specimens  culturing  Staphylococcus 
epidermidis  (17%)  were  taken  within  7 2 hours 


Fig.  2 

of  catheter  insertion  and  the  same  organism 
was  simultaneously  cultured  from  the  skin. 
On  the  other  hand,  blood  specimens  culturing 
Monilia  (8%)  also  coincided  with  skin  swabs 
growing  Monilia;  however,  this  organism  was 
never  found  before  the  tenth  day.  Klebsiella 
(10%)  and  Staphylococcus  aureus  (5%), 
when  cultured  from  the  blood,  concurred  in 
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over  one-half  the  occasions  with  swabs  taken 
from  either  gastrointestinal  tract,  throat,  or 
other  infected  areas  rather  than  with  skin  cul- 
tures. 

The  run  was  terminated  for  two  reasons: 
electively  38,  or  secondary  to  bacteremia  or 
hematomycosis,  12  (Fig.  2).  Organisms  re- 
sponsible in  these  12  cases  are  shown  in 
Fig.  3. 

Hyperalimentation 
(50  runs) 


Organism  Patients 

Candida  6 

Klebsiella  5 

Staph  Aureus 1 


Fig.  3.  Agents  cultured  in  the  eleven  runs  discontinued 
because  of  Hematomycosis  or  Bacteremia. 

Excluding  the  two  cases  of  cardiac  arryth- 
mia,  complications  were  absent  and  none  of 
the  cases  of  bacteremia  or  hematomycosis 
proceeded  to  septicemia. 

Five  of  32  patients  died,  none  directly  re- 
lated to  hyperalimentation.  Respiratory  fail- 
ure (three  patients),  congestive  heart  failure 
(one  patient)  and  exsanguination  secondary  to 
erosion  by  a tracheotomy  tube  into  the  aorta 
(one  patient)  were  the  mechanisms  of  death. 


Fig.  4.  Comparative  weight  gain  curves  in  a newborn 
and  three  months  old  given  3.3%  protein/20%  glucose 
followed  by  5%  protein/25%  glucose  solutions.  Per- 
cent gain  is  based  on  weight  at  start  of  run. 

In  the  three  patients  having  comparative 
runs  of  3.3%/20%  and  5%/25%  the  rate  of 
growth  was  10  to  15%  greater  with  the 
5%/2 5%  mixture  (Fig.  4).  It  should  be 
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pointed  out  that  the  cost  of  the  solution  pre- 
pared in  our  pharmacy  is  $6.00/1  as  com- 
pared to  $11.00/1  for  the  commercially  pre- 
pared 5%/ 25%  solution.  We  personally  did 
not  feel  that  the  added  growth  rate  justified 
the  additional  expense. 

Discussion 

Our  results  (1%  weight  gain  per  day) 
although  uncontrolled  by  complex  metabolic 
balance  studies  and  skewed  by  concomitant 
oral  intake  concur  with  other  more  accurate 
studies  that  a normal  and,  in  fact,  excessive 
rate  of  growth  can  be  expected,  with  hy- 
peralimentation in  the  newborn  and  the 
infant.3'16*17’18’19 

At  the  maximum  rate,  6cc/kg/hr,  4 grams 
protein /kg/ day  and  100  calories /kg /day,  far 
exceeding  the  requirements  of  even  the  new- 
born infants  [2  grams  protein  per  kilo  per 
day,  100  calories  per  kilo  per  day  (The  Food 
and  Nutrition  Board,  the  National  Research 
Council,  1968)],  are  given. 

Principal  Diagnosis  In  Infants  and  Children 
Requiring  Intravenous  Hyperalimentation 
Tracheo-Esophageal  Fistula 
Gastroesophageal  Reflux 
Cleft  Larynx 
Hirschsprung’s  Disease 
Colon  Atresia 
Jejunal  Atresia 
Diaphragmatic  Hernia 
Esophageal  Perforation 
Annular  Pancreas 
Wilm’s  Tumor 
Prematurity 

Congenital  Heart  Disease 
Malignant  Diarrhea 
Sclerema 

Mickety -Wilson  Disease 
Hyaline  Membrane  Disease 
Ruptured  Berry  Aneurysm 
Encephalitis 

Short  Gut  Secondary  Midgut  Volvulus 
Fig.  5. 

Diagnoses  of  all  patients  are  seen  in  Fig- 
ure 5.  Patients  loosely  fell  into  five  groups, 
all  deserving  comment.  Postoperative  patients 
constituted  the  largest  group.  In  addition  to 


the  catabolic  phase  imposed  by  surgery  on 
these  generally  premature  infants  adequate 
oral  alimentation  could  not  be  reinstituted  for 
seven  to  10  days  due  to  either  the  original  dis- 
ease process  or  to  the  surgical  procedure. 
Realizing  this,  an  intracardiac  line  was  inserted 
at  surgery  and  hyperalimentation  begun  im- 
mediately postoperatively  as  soon  as  fluid, 
electrolytes,  and  vascular  volume  was  stabil- 
ized. Once  oral  alimentation  sufficient  to  sus- 
tain growth  was  possible,  intravenous  supple- 
mentation was  discontinued  and  the  infant  15 
to  20%  heavier,  as  opposed  to  15  to  20% 
lighter  than  his  preop  weight,  thrived.  This 
is  perhaps  the  greatest  contribution  of  hyper- 
alimentation. We  roughly  estimate  that  50% 
of  these  extremely  premature  children  would 
not  have  survived  the  postoperative  course 
without  this  supplemental  nutrition.  In  older 
infants  and  children,  hyperalimentation  was 
given  preoperatively  to  restore  weight  loss,  at 
times  simultaneously  with  diagnostic  tests,  and 
then  continued  postoperatively  until  satisfac- 
tory oral  alimentation  was  resumed  (Fig.  1). 

Older  infants  with  non-surgical  disorders 
in  which  either  oral  alimentation  was  detri- 
mental (malignant  diarrhea),  medical  treat- 
ment paralyzed  the  bowel  (radiotherapy,  che- 
motherapy), or  rapid  growth  was  deemed 
necessary  (extreme  prematurity),  constituted 
the  second  large  group.  For  instance,  the  child 
with  malignant  diarrhea,  unresponsive  to  the 
usual  dietary  management  and  a diagnostic 
enigma20,21  is  given  hyperalimentation  at  hos- 
pitalization21 and  the  hyperalimentation  is 
continued  until  the  cause  of  the  diarrhea  found 
and  assuaged,  usually  a period  of  two  to  four 
weeks.  We  agree  with  Avery20  and  Sunshine21 
that  all  these  patients  surely  would  have  died 
without  intravenous  hyperalimentation. 

In  respiratory  distress  blood  is  shunted  from 
the  intestinal  tract  with  ileus,  anorexia,  re- 
gurgitation, and  at  times,  aspiration  of  gavage 
feedings  resulting.  Four  premature  infants 
requiring  mechanical  respiratory  support  re- 
ceived hyperalimentation  in  place  of  gavage 
feedings.  Although  two  prematures  eventually 
died,  their  longevity  (30  days)  far  exceeded 
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that  expected  and  both  surviving  infants  would 
unquestionably  have  expired  without  supple- 
mental hyperalimentation.  All  four  patients 
gained  weight. 

Several  older  children  (10-12  years)  with 
transient,  reversible  neurological  disorders 
necessitating  total  mechanical  respiratory  as- 
sistance were  given  hyperalimentation.  As  in 
the  premature  multiple  complications  of  tube 
feeding,  in  patients  both  comatose  and  with 
respiratory  distress,  encouraged  substitution  of 
hyperalimentation  for  nasogastric  tube  feed- 
ings. After  two  to  three  weeks  of  this  com- 
bined therapy,  all  three  children  recovered 
completely.  In  these  older  children  weight 
stability  rather  than  active  growth  was  desired, 
therefore,  the  rate  of  hyperalimentation  ad- 
ministration was  appropriately  tapered. 

A child  who  as  a newborn  lost  all  but  two 
inches  of  jejunum  and  two  inches  of  ileum 
secondary  to  mid-gut  volvulus  constitutes  the 
final  arbitrary  group.  Realizing  that  compen- 
satory villae  hypertrophy  would  occur  over 
the  ensuing  months22  oral  hyperalimentation 
(VivonexR#)  was  supplemented  by  nine  runs 
of  intravenous  hyperalimentation  totaling  229 
of  500  consecutive  days.  At  18  months  table 
food  was  gradually  substituted  for  Vivonex 
and  at  the  present  time,  some  two  years  fol- 
lowing the  original  injury,  the  boy  is  within 
the  30th  percentile  for  both  height  and  weight. 
Emotionally  and  neurologically  he  is  normal 
and,  in  fact,  probably  advanced  due  to  the 
excessive  maternal  nursing  attention.  Follow- 
ing the  final  run,  a venogram  confirmed 
patency  of  the  left  superior  caval  system  al- 
though silicone  rubber  catheter  was  in  either 
the  subclavian  vein  or  internal  jugular  vein 
for  199  of  329  days,  certainly  a remarkable 
attribute  to  the  nonreactivity  of  Silastic  (Fig. 
6). 

In  the  newborn  and  especially  the  pre- 
mature infant,  two  variations  in  management 
are  necessary.  Presumably,  the  premature  and 
newborn  infant  have  an  immature  liver,  un- 
able to  handle  the  high  protein  infusion.23  In 

* Eaton  Laboratories,  Division  of  Norwich 
Pharmacal  Co.,  Norwich,  N.  Y. 


these  babies,  therefore,  when  initiating  a run 
only  1.1%  protein  (half-strength)  was 
given.  This  lesser  protein  concentration  was 
combined  with  either  10%  or  20%  glucose 


Fig  6.  Bilateral  venogram  showing  patency  of  both  left 
internal  jugular  vein  and  left  superior  vena  cava  fol- 
lowing catheterization  for  199/329  days  in  a child 
maintained  on  intravenous  and  oral  hyperalimentation 
for  one  and  one-half  years. 

immaturity  of  the  kidney  as  opposed  to  the 
liver  not  appearing  to  be  a factor.  The  inac- 
curacy of  ammonia  levels  on  venous  blood 
samples  and  the  difficulty  in  obtaining  arterial 
samples  made  careful  investigation  in  these 
tiny  infants  of  ammonia  intoxication  imprac- 
tical. Clinically,  however,  none  of  the  pa- 
tients developed  signs  of  ammonia  intoxication 
when  given  this  reduced  protein  load.  Sec- 
ondly, at  6 cc/kg/hr,  water  far  in  excess  of 
daily  requirements  of  the  premature  child 
(40-60cc/kg/day)  is  given.  On  occasion,  es- 
pecially in  those  children  suffering  respiratory 
distress  with  presumably  increased  pulmonary 
resistance,  questionable  congestive  heart  fail- 
ure resulting  from  this  excessive  water  load 
occurred.  DiamoxR* **  or  MercuhydrinR## 
given  either  daily  or  as  needed,  diuresed  the 
infants  leaving  both  glucose  and  protein  for 
body  utilization.  These  two  precautions  were 
unessential  after  one  to  two  months  of  age, 

* Lederle  Laboratories,  Division  of  American 
Cyanamid  Company,  Pearl  River,  N.  Y. 

**  Lakeside  Laboratories,  Inc.,  Milwaukee, 
Wisconsin. 
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and  generally  were  not  required  in  full  term 
infants. 

The  non-elective  indications  for  discontinu- 
ing the  run  were  predictable.  Fever,  elevated 
white  blood  count,  and  positive  blood  cultures, 
never  less  than  10  days  after  instituting  a run, 
would  occur.  Immediate  removal  of  the  line 
reversed  this  syndrome  within  six  to  eight 
hours.  If,  after  symptom  abatement,  the  cath- 
eter was  needed  further,  it  was  inserted  either 
in  the  opposite  or  same  vein,  without  sequalae. 

In  contrast  to  reports  by  others  we  did  not 
find  that  hematomycosis  and  bacteriemia  in- 
creased glycosuria  or  decreased  weight 
gain.11*16’17’24  Hematomycosis  and  bacteremia 
never  developed  into  septicemia  necessitating 
treatment.  We  did  not  have,  as  reported  by 
others,24,25  a high  mortality  secondary  to  sep- 
sis. Nevertheless,  we  as  others  do  appreciate 
the  potential  problem  and  concur  that  the 
major  danger  in  hyperalimentation  is  sepsis. 
When  considering  the  possible  sites  for  con- 
tamination, the  pharmacy  must  be  excluded, 
as  only  1/1000  bottles  of  hyperalimentation 
fluid  was  tainted.  The  microfilter  further  ex- 
cludes the  fluid  itself  as  the  source  of  either 
bacteremia  or  hematomycosis.  One  therefore 
must  conclude  that  the  patient’s  own  organ- 
isms are  the  nidus  for  infection.  Hosahal 
et  al.26  conclusively  demonstrate  the  following 
sequence  of  events.  After  catheter  placement 
in  a large  vein,  a fibrin  sheath  rapidly  encases 
the  tube,  and  slowly  increases  in  size  until 
total  occlusion  of  the  vein  may  occur.  The 
sheath  then  becomes  colonized  by  organisms. 
Probably,  recurrent  bacterial  or  fungal  show- 
ers originate  from  the  fibrin  sleeve,  producing 
the  febrile  response  seen  after  two  weeks  of 
a hyperalimentation  run.  Our  data  suggest 
that  bacteria  grow  from  the  skin  puncture  site 
down  along  the  catheter.  Specifically,  simul- 
taneous skin  and  positive  blood  line  cultures 
for  Staphylococcus  epidermidis  taken  within 
48  hours  of  insertion  of  a catheter  were  found 
frequently.  The  use  of  Neomycin-Bacitracin 
ointment  about  the  catheter  bacteriologically 
sterilizes  the  skin.13  Unfortunately,  a bac- 
teriocidal ointment  promotes  fungal  over- 


growth reaching  significant  levels  beyond  1 0 
days.  Our  skin  and  line  blood  cultures  show 
no  fungal  growth  prior  to  10  days  of  a run, 
with  a marked  increase  after  21  days.  On  the 
basis  of  our  culture  data  we  switched  from 
the  bacteriocidal  ointment,  Neomycin-Bac- 
itracin, to  a bacteriocidal  and  fungocidal  mate- 
rial, Neomycin-Bacitracin-Vioform.  Hemato- 
mycosis and  positive  skin  cultures  for  fungus 
have  now  diminished  although  these  runs  are 
not  included  in  this  report.  In  summary,  the 
sequence  of  events  leading  to  hematomycosis 
or  bacteremia  and  sepsis,  if  not  promptly 
attended  would  appear  to  be:  formation  of 
a fibrin  sleeve  about  the  intravascular  catheter 
which  reaches  sufficient  size  to  support  bac- 
terial seeding  at  about  14  days;  repression  of 
skin  bacteria  by  the  antibiotic  ointment  ini- 
tially with  later  overgrowth  of  skin  fungus 
spreading  along  the  catheter  to  infest  the  fibrin 
sleeve,  or  seeding  of  the  fibrin  sleeve  by  bac- 
teremic  showers  from  other  areas  of  the  body; 
bacteremia  or  hematomycosis  originating  from 
the  sleeve  producing  the  febrile  response  char- 
acteristically seen  at  21  days  of  a run;  and 
finally,  frank  sepsis. 

In  addition  to  the  change  to  a bacteriocidal 
and  fungocidal  ointment  other  measures  may 
decrease  this  problem.  Specifically,  the  pro- 
pensity to  fibrin  sleeve  formation  varies  in 
different  types  of  catheters.  TeflonR#  because 
of  the  woven  interstices  and  the  Polyethylene 
encourage  a significant  sheath  within  24  and 
7 2 hours,  respectively.  Both  types  of  catheters 
will  be  totally  encased  by  fibrin  within  seven 
days  and  the  superior  vena  cava  may  be  totally 
occluded  in  14  days.20  On  the  other  hand, 
Irving  et  al.  have  implanted  silastic  catheters 
in  the  inferior  vena  cava  of  mice  and  the 
inevitable  sleeve  which  develops  is  insignifi- 
cant even  after  six  months.27  This  information 
coupled  with  our  own  bacteriologic  data 
makes  us  conclude  that  only  silastic  catheters 
should  be  used  and  that  these  should  be  re- 
moved after  14  days,  even  if  trouble  free.  With 
the  existing  popular  techniques  of  direct  sur- 

* Deseret  Pharmaceutical  Company,  Inc., 
Sandy,  Utah. 
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gical  incision  and  ligation  of  the  internal  jugu- 
lar vein  for  catheter  placement9,11’12,16,17,24  fort- 
nightly catheter  change  is  inappropriate  if 
prolonged  administration  of  hyperalimenta- 
tion is  needed.  We,  however,  now  avoid  this 
problem  by  using  either  the  subclavian  or 
internal  jugular  percutaneous  punctures  for 
catheter  insertion.  In  this  manner  hyperali- 
mentation supplementation  without  vein  sacri- 
fice may  be  done  indefinitely.  In  a recent 
review  by  ourselves  of  100  cases  of  percu- 
taneous punctures  in  infants  and  children, 
there  were  no  significant  complications.28  We 
feel,  therefore,  in  view  of  the  propensity  of 
the  existing  materials  available  to  promote 
catheter  sheath  formation  and  the  tendency 
for  these  sheaths  after  14  days  of  use  to  be- 
come infested  with  bacteria  or  fungus  either 
growing  down  around  the  line  or  seeding  from 
areas  in  the  patient’s  own  body,  when  com- 
pared to  the  relative  safety  of  inserting  a new 
silastic  catheter  via  the  subclavian  or  jugular 
route,  that  it  is  much  safer  to  discontinue  the 
run  after  two  weeks  and  insert  a new  catheter 
on  the  contralateral  side  after  two  to  three 
days.  Our  results  prior  to  the  development 
of  this  philosophy  are  exhibited  in  this  paper 
and  show  a 20%  instance  of  bacteremia  or 
hematomycosis.  Since  this  study  we  have  dis- 
continued every  run  after  two  weeks  and  used 
both  bacteriocidal  and  fungocidal  ointment 
about  the  catheter.  In  this  new  group  of  runs, 
not  included  in  this  paper,  we  have  had 
neither  bacteremia  nor  hematomycosis.  A 
comparative  study  is  now  underway  to  con- 
firm this  finding.  A search  for  a better  cathe- 
ter is  being  made  and  perhaps  the  electrically- 
coated-heparin-bonded  catheter  as  described 
by  Gott29  will  prevent  fibrin  sleeve  formation 
and  its  attendant  difficulties. 

Excluding  the  above  discussion,  this  series 
of  runs  was  free  of  complications  as  described 
in  the  literature:  osmotic  dehydration,  re- 
bound hypoglycemia,  significant  sepsis,  major 
venous  thrombosis,  etc.11,12,16,17,19,23,25  Inadver- 
tent catheter  removal  due  to  the  slick  Silastic, 
a problem  described  by  Asche  et  al., 17  has  been 
solved  by  bonding  catheter  and  skin  sutures 


with  liquid  Silastic  (Silicone  Adhesive  AR*) 
and  weekly  resuturing  of  the  catheter. 

Conclusion 

Thirty-eight  infants  and  children  at  the 
Children’s  Hospital  of  the  King’s  Daughters 
received  50  supplemental  hyperalimentation 
runs.  A weight  gain  of  1 % per  day  occurred. 
There  were  no  significant  complications  nor 
deaths  resulting  from  hyperalimentation.  We 
concluded  that  Silastic  catheters,  subclavian 
catheterization,  fortnightly  catheter  change, 
and  antibiotic-antifungal  ointment  will  de- 
crease the  problem  of  hematomycosis  and  bac- 
teremia, indication  for  discontinuing  1 2 of  the 
50  runs. 
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Overwhelming  MD  Response 

Overwhelming  MD  response  has  greeted  a financially  attractive  new  in- 
surance program  sponsored  by  the  AMA  as  an  added  benefit  of  membership. 
Nearly  20,000  dues-paying  AMA  members  enrolled  in  the  $250,000  Excess 
Major  Medical  Insurance  program  during  the  initial  two-month  enrollment 
period. 
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Management  of  Acute  Sore  Throat 


A point  system  has  been  devised 
for  differentiating  streptococcus 
sore  throat  from  viral  sore  throat 
on  the  basis  of  symptoms,  physi- 
cal findings,  and  blood  count. 
While  not  a substitute  for  a well 
done  throat  culture  it  does 
achieve  an  accuracy  of  about 
75%  and  can  be  most  useful 
when  laboratory  facilities  are 
lacking. 

IN  THE  EVALUATION  and  treatment 
of  the  acute  sore  throat,  the  differentiation 
of  streptococcal  infection  from  other  causes  of 
pharyngitis  is  a most  common  and  important 
challenge  facing  the  clinician.  It  is  well  known 
that  etiologic  differentiation  on  clinical 
grounds  alone  is  very  unreliable  and  that  cul- 
ture confirmation  is  most  desirable.  There  are, 
however,  a number  of  situations  in  which  this 
may  not  be  feasible  and  one  must  rely  on  clini- 
cal judgment  and  perhaps  a complete  blood 
count  as  to  whether  to  administer  or  withhold 
antibiotics.  Indeed,  there  is  evidence  indicating 
that  the  throat  culture  as  done  in  the  private 
office  is  subject  to  a high  rate  of  false  nega- 
tives.5 Even  in  skilled  hands,  the  single  throat 
culture  may  yield  as  high  as  a five  to  fifteen 
percent  rate  of  false  negatives.2,7  In  view  of 
this  knowledge,  it  behooves  us  not  to  forsake 
all  clinical  attempts  at  diagnosis  in  favor  of  the 
throat  culture. 

The  symptoms  and  signs  of  typical  strepto- 
coccal pharyngitis  versus  those  of  the  usual 
viral  sore  throat  are  well  known.  How  much 
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diagnostic  weight  should  be  assigned  to  each 
symptom  or  sign,  or  which  combination  of 
symptoms,  signs  or  laboratory  data  is  indica- 
tive of  either  streptococcal  or  viral  pharyn- 
gitis is  a somewhat  overlooked  subject.  The 
present  study  was  undertaken  in  an  attempt  to 
put  this  aspect  of  the  diagnostics  into  perspec- 
tive and,  in  addition,  to  seek  a more  or  less 
standard  approach  to  the  management  of  sore 
throat  with  or  without  the  availability  of  cul- 
ture facilities. 

Methods  and  Results 

The  study  was  conducted  at  a small  Alaskan 
military  facility  serving  about  2,000  active 
duty  and  retired  military  personnel  and  their 
dependents. 

Initially,  a survey  sheet  was  formulated  with 
many  symptoms  and  signs  of  either  strepto- 
coccal or  viral  pharyngitis  and  subsequently 
completed  on  all  patients  who  complained  of 
a “sore  throat”  during  the  period  1 November 
1970  to  30  April  1971  (Fig.  1).  After  com- 
pleting the  history,  the  patient  saw  one  of  two 
physicians  who  did  a physical  examination. 
A routine  complete  blood  count  and  throat 
culture  were  then  obtained. 

For  the  six  months  period,  there  were  195 
complaints  of  “sore  throat”.  Forty  of  these 
were  culture  confirmed  streptococcal  infec- 
tion, 154  were  presumed  to  be  viral  (negative 
culture),  and  one  was  infectious  mononucle- 
osis. For  further  study  purposes,  the  case  of 
mononucleosis  was  excluded. 

The  results  of  the  survey  were  studied  to 
discern  a pattern  of  presentation  of  the  two 
illnesses  or  to  find  factors  favoring  one  or  the 
other  diagnosis.  The  asterisked  factors  in  Fig- 
ure 1 are  those  which  showed  a ten  percent  or 
less  difference  between  the  incidence  in  strep- 
tococcal infection  and  viral  infection  and  were 
considered  to  be  of  no  significance  for  differ- 
entiation purposes.  The  factors  in  Figure  2 
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were  found  to  have  greater  than  ten  percent  of  viral  cases  (21  percent  difference)  and  was 

difference  and  were  felt  to  be  of  predictive  assigned  a two  point  value.  The  individual 

FIGURE  l 

History: 

Physical  Examination: 

♦Date  Aee  *Sex_ 

Pnlso 

Have  you  ever  had  a strep  throat? 

♦How  long  after  you  got  sick  did  your  throat  get  sore? 
hours 

During  your  illness,  have  you  had:  Yes  No 

Temperature 

Color  of  pharynx:  Pale  Red 

Yes  No 

Fever 

♦Prominent  papillae 

♦Chills 

♦Coated  tongue 

Headache 

Pharvngeal  edema 

♦Nausea 

Exudate 

♦Vomiting 

Cryptic  tonsils 

♦Diarrhea 

♦Petechiae  on  palate 

♦Abdominal  pain 

Enlarged  neck  nodes 

♦Muscle  and  joint  pain 

Tender  neck  nodes 

♦Malaise  (the  blahs) 
Loss  of  appetite 

Laboratory  Data: 

Cough 

WBC  count 

Hoarseness 

% PMN 

Loss  of  voice 

*%  Bands 

♦Chest  pain 

% Lymphs 

♦Earache 

*%  Monos 

♦Bloody  nose 

*%  Eos 

Runny  nose 

*%  Baso 

♦Stuffy  nose 

Throat  culture  results 

‘Denotes  factors  having  less  than  10%  difference  between  Beta  streptococcal  pharyngitis  and  viral  pharyngitis  and  were  considered  insignificant  for  purposes  of  differen- 
tiating the  two  illnesses. 


significance.  Based  on  the  percent  difference,  survey  sheets  were  again  reviewed  and  each 

each  of  these  factors  was  assigned  a point  value.  factor  having  a positive  correlation  with 


FIGURE  2 


Present  in 
% of  Beta 
Strep  Cases 

Present  in 
% of  Viral 
Cases 

% Difference 
Between  Viral 
and  B Strep 

No.  of  Assigned 
Points 

History: 

Fever 

80 

29 

51 

+5 

Hoarseness 

28 

60 

32 

-3 

Rhinorrhea 

35 

62 

27 

-2 

Age  less  than  10 

50 

25 

25 

4-2 

Age  greater  than  20 

20 

43 

23 

-2 

Anorexia 

68 

47 

21 

4-2 

Headache 

78 

62 

16 

4-1 

Cough 

50 

66 

16 

-1 

Loss  of  voice 

0 

13 

13 

-1 

Past  Hx  Beta  Strep 

43 

32 

11 

4-1 

Physical  Examination: 

Pharyngeal  edema 

63 

21 

42 

+4 

Cryptic  tonsils 

58 

17 

41 

4-4 

Fever  over  100°  (101°  R) 

58 

27 

31 

4-3 

Pulse  over  80/min. 

90 

63 

27 

4-2 

Exudate 

35 

10 

25 

+2 

Red  pharynx 

78 

53 

25 

4-2 

Pale  pharynx 

22 

47 

25 

-2 

Enlarged  neck  nodes 

53 

39 

14 

4-1 

Tender  neck  nodes 

38 

24 

14 

4-1 

Laboratory  Data: 

WBC  over  10,000 

76 

34 

42 

+4 

PMN  over  60% 

83 

55 

28 

4-2 

Lymph  under  25% 

32 

67 

35 

-3 

NOTE:  -j-  signifies  correlation  with  Beta  streptococcal  infection. 
— signifies  correlation  with  viral  infection. 


For  example,  anorexia  was  found  in  68  percent  streptococcal  infection  was  awarded  its  points 

of  streptococcal  cases  and  in  only  47  percent  if  the  factor  was  present;  negatively  correlated 
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factors  received  points  if  they  were  absent.  A 
survey  completely  favoring  streptococcal  in- 
fection scored  50  points.  The  lower  the  score, 
the  less  likelihood  of  the  patient  having  strep- 


practice  situation  was  supposed  in  which  a 
physician  had  to  rely  solely  on  his  clinical 
judgment  as  to  whether  or  not  to  administer 
antibiotics.  From  1 November  1971  to  29 


FIGURE  3 


Point  Ranges 


0-9 

10-19 

20-29 

30-39 

40-50 

Totals 

Beta  strep 

Number  of  cases 

1 

14 

12 

13 

40 

Percentage  of  cases 

2% 

35% 

30% 

33% 

100% 

Viral 

Number  of  cases 
Percentage  of  cases 

31 

20% 

72 

47% 

29 

19% 

17 

11% 

5 

3% 

154 

100% 

tococcal  pharyngitis.  Grouping  of  the  in- 
dividual survey  scores  is  seen  in  Figure  3.  As 
would  be  expected,  there  was  no  score  separat- 
ing the  streptococcal  from  the  viral  infections. 


FIGURE  4 


Section  I: 


Yes 


Are  you  10  years  old  or  younger  x 

Are  you  20  years  old  or  older? 

Have  you  ever  had  a strep  throat?  x 

During  your  present  illness,  have  you 
Had  a fever  x 

Been  hoarse 
Had  a runny  nose 

Lost  your  appetite  x 

Had  a headache  x 

Had  a cough 
Lost  your  voice 

Section  II: 

Pharyngeal  edema  x 

Cryptic  tonsils  x 

Fever  over  100°  (101°  Rectally)  x 

Pulse  over  80/minute  x 

Exudate  x 

Pharyngeal  hyperemia  x 

Enlarged  neck  nodes  x 

Tender  neck  nodes  x 


No  Points 


2 

x 2 

1 

5 

x 3 

x 2 

2 
1 

x 1 

X 1 


4 

4 

3 
2 
2 

4 
1 
1 


Section  III: 

WBC  over  10,000 
PMN  over  60% 
Lymphs  under  25% 


x 

x 


x 


4 

2 

3 


50 


However,  it  was  found  that  for  therapeutic 
purposes,  a dividing  score  of  20  was  significant. 
Ninety-eight  percent  of  all  streptococcal  cases 
scored  20  points  or  greater  and  67  percent  of 
all  viral  cases  scored  under  20  points.  With 
this  knowledge,  a second  survey  was  devised 
using  a yes-no  format  so  that  a cover  sheet 
could  be  used  to  grade  the  case  (Fig.  4.).  A 


February  1972  thirty  random  cases  of  “sore 
throat”  were  treated  hypothetically  using  this 
system,  though  in  fact  each  case  was  managed 
in  the  generally  accepted  manner.  Three  gen- 
eral classes  of  results  and  their  management 
were  chosen: 

Class  1— Under  20  points.  Probably  not 
streptococcal  infection.  Withhold  anti- 
biotics. 

Class  2—20  to  29  points.  Equivocal  strepto- 
coccal infection.  Administer  antibiotics 
to  be  safe. 

Class  3—30  to  50  points.  Probably  strep- 
tococcal infection.  Definitely  administer 
antibiotics. 

The  results  of  this  hypothetical  manage- 
ment are  summarized  in  Figure  5. 

Discussion 

Once  again  is  shown  the  necessity  of  a well 
performed  throat  culture  in  the  management 
of  the  acute  sore  throat.  Diagnosis  on  clinical 
grounds  alone  is  at  best  only  75  percent  ac- 
curate,2,3,4  although,  using  a variant  of  the 
point  scheme,  the  authors  achieved  an  overall 
accuracy  of  80  percent  in  the  last  thirty  pa- 
tients. In  situations  where  culture  is  not  feasi- 
ble, however,  it  is  necessary  that  the  clinician 
have  a firm  knowledge  of  the  priorities  of  the 
various  symptoms  and  signs  of  streptococcal 
and  viral  illness.  Though  one  need  not  go  so 
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far  as  to  use  a rigid  point  scheme,  it  is  felt  that 
erring  on  the  side  of  overtreatment  is  prefer- 
able to  the  risk  of  developing  post-streptococ- 
cal complications  by  withholding  antibiotics 
in  dubious  cases.  Referring  to  Figure  5,  it 


ter  antibiotics  regardless  of  what  the  culture 
eventually  grows.  In  using  the  point  scheme* 
treat  anyone  scoring  40  points  or  over,  as  only 
three  percent  of  viral  sore  throats  fall  within 
this  range  (Fig.  3).  If  clinical  findings  are  not 


FIGURE  5 


Summary  of  30  Patients  With  Sore  Throat  Hypothetically  Treated  Using  the  Point  System 


Total  Rx’ed 

Treated  Correctly 

Treated  Incorrectly 

Number  of  strep  cases 

9 

8 Antibiotics 
given 

1 No  antibiotics 
given 

Number  of  viral  cases 

21 

9 No  antibiotics 
given 

12  Antibiotics 
given 

Totals 

30 

17 

13 

can  be  seen  that  using  the  point  scheme  would 
have  resulted  in  1 2 culture  negative  cases  being 
treated  with  antibiotics;  however,  only  one 
culture  confirmed  streptococcal  pharyngitis 
would  have  been  left  untreated.  In  deference 
to  the  method,  three  of  the  twelve  culture 
negative  “viral”  cases  scored  40  points  and 
over  and  were  so  strongly  felt  to  have  strepto- 
coccal illness  that  they  were  given  antibiotics 
despite  the  lack  of  streptococcus  on  the  plate. 

Whatever  guidelines  are  used  to  diagnose 
streptococcal  pharyngitis,  it  must  be  remem- 
bered that  this  organism  is  the  etiologic  agent 
in  a significant  percentage  of  all  sore  throats. 
It  was  the  causative  agent  in  21  percent  of 
cases  in  this  study  and  others  have  reported 
an  incidence  of  from  ten  percent  to  40  per- 
cent.6 The  common  diagnostic  symptoms, 
signs,  and  blood  findings  previously  enumer- 
ated should  be  kept  in  mind,  especially  if  one 
has  no  culture  facilities  to  fall  back  on.  Even 
if  facilities  are  available,  it  should  be  remem- 
bered that  a single  culture  may  miss  15  per- 
cent of  positive  cases.  Considering  these  fac- 
tors, the  authors  propose  the  following  man- 
agement guidelines  in  handling  the  acute  sore 
throat: 

1)  With  culture  facilities  available: 

Attempt  the  most  accurate  clinical  diag- 
nosis possible  using  whatever  guidelines  have 
proven  useful.  If  the  clinical  picture  is  very 
suggestive  of  streptococcal  disease,  adminis- 


strongly  suggestive,  await  culture  results  be- 
fore administering  antibiotics.  Delay  in  insti- 
tuting definitive  therapy  is  not  detrimental  as 
long  as  it  is  begun  within  a week.1 

2)  Without  culture  facilities  available: 

Again  attempt  accurate  diagnosis.  Adminis- 
ter antibiotics  to  cases  even  slightly  suggestive 
of  streptococcal  infection.  Keep  in  mind  that 
hoarseness,  cough,  rhinorrhea,  and  loss  of  voice 
mediate  strongly  against  streptococcal  infec- 
tion. Using  the  point  system,  one  should  ad- 
minister antibiotics  to  any  case  scoring  20 
points  or  greater. 

Summary 

A therapeutic  management  scheme  for  acute 
sore  throat  has  been  devised  on  the  basis  of 
an  analysis  of  the  symptoms,  signs,  complete 
blood  counts,  and  culture  results  of  195  pa- 
tients complaining  of  “sore  throat”.  The 
scheme  involves  a scoring  system  of  zero  to 
50  points,  the  higher  the  score  the  greater  the 
likelihood  of  a case  culturing  Beta  streptococ- 
cus. If  culture  facilities  are  not  available,  any- 
one scoring  20  points  or  over  should  be  treated 
with  antibiotics.  If  culture  facilities  are  avail- 
able, one  should  remember  that  there  is  a five 
to  15  percent  rate  of  false  negatives  and  treat 
anyone  scoring  over  40  points  regardless  of 
culture  results.  If  the  scheme  is  not  used,  one 
should  keep  in  mind  the  various  factors  medi- 
ating for  and  against  streptococcal  infection 
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and,  using  this  in  conjunction  with  a throat 
culture,  aim  therapy  to  cover  the  possible  Beta 
streptococcus  even  if  some  viral  infections  will 
be  treated  unnecessarily. 
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Electric  Shavers  May  Interfere  with  Pacemakers 


If  you’re  wearing  an  external  pacemaker  to 
regulate  heart  beat,  an  electric  shaver  might 
possibly  be  dangerous,  even  deadly,  warns  a 
communication  in  the  December  25th  issue  of 
the  Journal  of  the  American  Medical  Associa- 
tion. 

The  hnplanted  pacemaker,  placed  by  sur- 
gery under  the  skin  of  the  chest  and  powered 
by  built-in,  long-acting  batteries,  offers  very 
little  if  any  danger.  But  the  danger  from  the 
external  pacemaker,  powered  by  batteries  car- 
ried outside  the  body  with  tiny  wires  leading 
to  the  heart,  may  be  substantially  greater,  says 
Seymour  Furman,  M.D.,  of  Montefiore  Hos- 
pital Medical  Center,  Bronx,  N.Y. 

The  problem  comes  in  the  electrical  activity 
of  the  shaver,  which  may  interfere  with  the 
operation  of  the  pacemaker.  This  is  especially 
true  if  the  shaver  is  not  properly  maintained 
and  does  not  run  smoothly.  An  even  greater 
danger  is  that  the  insulation  on  the  wires  lead- 
ing from  the  battery  should  wear  thin.  Leak- 


age from  a defective  shaver  possibly  could 
introduce  a 120-volt  current  directly  into  the 
heart. 

Robert  L.  Elder,  Sc.D.,  of  the  Bureau  of 
Radiological  Health  of  the  Food  and  Drug 
Administration,  Rockville,  Md.,  pointed  out 
that  both  types  of  pacemakers  have  filters  that 
decrease  exposure  to  outside  electrical  inter- 
ference. 

“If  the  shaver  is  in  good  electrical  condition, 
the  signal  it  emits  will  be  fairly  uniform,  then 
the  filters  most  probably  will  be  adequate.” 

“If  the  razor  is  electrically  ‘noisy,’  the  trans- 
mitted signal  is  stronger  and  no  longer  uni- 
form, and  may  pass  through  the  filters,  causing 
pacemaker  dysfunction.” 

Dr.  Elder  points  out  that  electrical  inter- 
ferences are  rare,  and  serious  consequences  are 
even  more  rare.  He  suggests  that  the  patient 
with  a new  pacemaker  try  out  his  electric 
shaver  before  leaving  the  hospital. 


I1 


Volume  100,  February,  1973 


139 


ITALO  RINALDI,  M.D. 
JOHN  T.  MYLES,  M.D. 
Newport  News,  Virginia 


Radioisotopic  Brain  Scanning 


Brain  scanning  is  now  in  general 
use  and  is  recognized  as  a valu- 
able diagnostic  method.  It  is  not 
a substitute,  however,  for  a care- 
ful neurological  workup. 

HE  PRODUCTION  OF  TRACER  and 
therapeutic  radioisotopes  has  been  heralded 
as  one  of  the  great  peacetime  contributions  of 
the  uranium  chain-reacting  pile.  It  has  allowed 
the  wide  clinical  application  of  radiopharma- 
ceuticals, both  for  the  diagnosis  and,  to  a more 
limited  extent,  for  the  therapy  of  innumerable 
pathological  conditions. 

History 

Although  neuroradiological  methods  are 
still  the  most  valuable  diagnostic  tools  available 
to  us,  the  risk  inherent  in  their  use  has  ex- 
panded the  search  for  safer  and  less  traumatic 
means  to  demonstrate  neurological  lesions. 
Furthermore,  it  is  desirable  and  preferable, 
whenever  possible,  to  appreciate  intracranial 
pathological  processes,  such  as  tumors,  ab- 
scesses, hematomas,  etc.,  in  a more  direct  way, 
rather  than  relying  on  abnormal  vascular  pat- 
terns, vascular  displacements,  filling  defects, 
and/or  shifts  of  the  ventricular  cavities,  as 
demonstrated  by  arteriography  and/or  by 
pneumo-ventriculography.  It  is  in  this  con- 
text that  Moore  and  coworkers  made  a pio- 
neering contribution  to  neurological  diag- 
nosis.1,2,3 They  demonstrated  that  sodium 
fluoroscein,  injected  intravenously,  had  a much 
greater  affinity  for  tumor  tissues  than  for  the 
normal  brain.  This  work  subsequently  led  to 
the  idea  of  tagging  a radioactive  compound, 
such  as  1-131,  to  a fluorescent  substance  (1-131 


diodofluoroscein) , which  could  be  detected 
through  an  intact  calvarium  by  using  a Geiger- 
Mueller  tube  as  a counting  device.  Tremen-  ; 
dous  advances  have  been  made  in  the  tech- 
nology of  the  detecting  equipment  since  then.  , 
Now  very  highly  sophisticated  radionuclide 
detectors  have  been  developed.  They  will  ij 
automatically  survey  (scan)  different  areas  of 
the  head  and  spine  and  record  normal  and  ab- 
normal radioactivity  by  a photographic 
method  (photoscanning— Bender-1957)  (44), 
and/or  by  graphic  method,  as  well.  During 
the  last  few  years,  “gamma”  cameras  have  be- 
come available.  They  are  much  more  useful, 
especially  in  comatose  or  poorly  cooperative 
patients,  due  to  greater  flexibility  in  positioning 
and  to  the  speed  with  which  the  radioisotopic 
images  can  be  obtained. 

Rationale 

The  differential  ratio  of  concentration  of 
the  radioactive  isotope  between  the  lesion  and 
the  normal  brain  is  defined  as  “uptake  ratio”. 
This  is  predominantly  influenced  by  the  blood- 
brain  barrier,  which  is  peculiar  to  the  central 
nervous  system  and  can  be  defined  as  a selective 
permeability  to  various  substances  injected  sys- 
tematically. Some  will  penetrate  this  barrier 
and  diffuse  within  the  brain  parenchyma,  and 
others  will  not.  The  blood-brain  barrier  phe- 
nomenon,6 which  appears  to  be  a rate  phenom- 
enon rather  than  all-or-none  reaction,  occurs 
at  different  levels  of  the  CNS: 

( 1 ) At  the  level  of  the  endothelial  lining  of 
the  intracerebral  vessels,  in  close  con- 
tact with  the  parenchyma  of  the  CNS. 

(2)  The  astrocytic  membranes,  which  in- 
timately surround  the  brain  and  cord 
capillaries  without  demonstrable  extra 
or  inter-cellular  spaces  or  substances, 
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form  a water-ion  compartment,  which 
plays  an  important  role  in  the  selective 
passages  of  substances  between  the 
brain  and  the  vascular  system  and  vice 
versa. 

(3)  At  the  level  of  the  epithelial  linings  of 
the  choroid  plexus.7 

The  normal  function  of  the  blood  brain 
barrier  can  be  interfered  with  by  the  action  of 
mechanical,  thermal,  chemical,  toxic  and  in- 
fectious noxae.  Tumors,  hemorrhages  and 
demyelinating  diseases  also  produce  disruption 
of  this  barrier.  When  the  breakdown  occurs, 
substances  which  ordinarily  are  unable  to  pass 
through  the  blood  brain  barrier  penetrate  it. 
The  degree  of  the  breakdown  will  markedly 
influence  the  uptake  ratio  of  radioactive  sub- 
stances, which,  under  these  abnormal  circum- 
stances, will  penetrate  the  “brain  lesion”  with 
greater  selectivity  than  the  brain  itself. 

Other  factors  which  will  influence  the  up- 
take ratio  must  be  taken  into  account:4 

(1)  The  isotope  used. 

(2)  Peculiar  features  of  the  lesion  under 
scrutiny. 

(A)  Site  (intra  or  extra-cerebral)  of 
the  lesion. 

(B)  Vascularity. 

(C)  Specific  cytological  uptake. 

(D)  Degree  of  differentiation  of  the 
tumoral  lesions. 

(E)  Cellularity. 

(F)  Rate  of  growth. 

Clinically,  lesions  which  are  richly  vascular- 
ized, more  cellular  and,  in  cases  of  tumors,  less 
differentiated  and  more  rapidly  growing,  have 
a much  higher  uptake  ratio  than  lesions  which 
are  not  very  vascular,  are  less  cellular,  and  are 
slow  growing. 

Radiopharmaceuticals 

The  search  for  more  suitable  and  more 
lesion-selective  radiopharmaceuticals  has  been 
proceeding  pari  passu  with  the  technological 
advances  made  in  the  scanning  and  recording 
instrumentation.  The  relative  merits  of  the 


various  radioactive  tracers  are  being  continu- 
ously explored  in  many  centers  all  over  the 
world.  The  “ideal  tracer”  is  that  which  is 
selectively  taken  up  by  tumors  or  by  abnormal 
tissues  and  not  at  all,  or  to  a very  limited 
amount,  by  the  normal  brain  tissue.  However, 
for  the  time  being,  we  have  to  be  satisfied  by 
using  compounds  which  show  only  some  de- 
gree of  affinity  for  abnormal  tissues.  There  is 
hope,  nevertheless,  that  in  the  future,  more 
selective  radioactive  substances  will  be  avail- 
able.4-5 

In  considering  the  multiple  radioisotopes 
available  for  a conventional  brain  scan,  one 
must  remember  that  each  radioisotope  has  its 
own  “half-life”,  i.e.,  the  time  in  which  a given 
radioisotope  will  “decay”  to  one-half  of  its 
original  activity.  Thus,  the  application  of 
radionuclides  is  limited  by  the  availability  of 
these  short-lived  isotopes  in  the  clinical  setting 
of  a general  hospital.  Fortunately,  the  rapid 
delivery  of  these  pharmaceuticals  from  cen- 
tralized sites  by  air  is  now  generally  available. 
Furthermore,  the  most  frequently  used  iso- 
tope today,  Tc  99m  Pertechnetate,  can  be 
generated  in  any  hospital  with  relatively  minor 
efforts  and  with  limited  equipment.  At  the 
present  time,  we  use  this  radioisotope  for  most 
of  our  routine  scans.8 

Considering  the  radiation  hazards  of  the 
various  radioactive  isotopes,  Tc  99m  Pertech- 
netate is  the  most  suitable  one,  especially  for 
the  pediatric  patient,  due  to  its  short  half  life  of 
six  hours.  Previous  administration  of  oral  po- 
tassium perchlorate  (200  to  800  mgm.)  re- 
duces the  uptake  by  the  choroid  plexus,  thus 
eliminating  a source  of  possible  confusion  in 
the  interpretation  of  the  scans. 

In  certain  instances,  especially  when  we 
suspect  the  presence  of  a deep-seated  brain 
tumor,  we  still  use  Neohydrin-Hg  203,  which 
was  first  introduced  by  Blau  and  Bender  in 
I960.12  Its  half  life  is  of  forty-seven  days.  The 
target  organ  is  the  kidney,  thus  the  use  of  intra- 
muscular, unlabeled  mercuhydrin  twelve  hours 
before  the  test  reduces  the  radiation  dose  to 
the  kidney  by  a factor  of  two-thirds.  Even 
safer  is  Neohydrin  Hg.  197,  which  was  intro- 
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duced  by  Sodee  in  1963.  With  its  much 
shorter  half  life  of  2.7  days,  it  reduces  the  renal 
radiation  dose  to  one-eighth. 

Brain  scanning,  although  often  employed  as 
a screening  procedure,  yields  information 
which  cannot  always  be  obtained  by  the  usual 
neuroradiological  techniques.  The  advantages 
of  radioactive  localization  are:4 

( 1 ) Small  lesions  not  demonstrable  by  other 
radiological  methods  can  be  detected 
and  accurately  localized  by  brain  scan- 
ning. 

(2)  Uncertain  radiological  findings  can  be 
“reinforced”  or  confirmed  by  the  use 
of  radioactive  isotopes. 

( 3 ) Multiple  lesions  which  can  easily  escape 
recognition  may  be  easily  picked  up. 

(4)  The  actual  size  of  certain  lesions  may 
be  more  accurately  estimated  with  scan- 
ning than  with  other  methods. 

(5)  Radioactive  encephalography  is  rela- 
tively innocuous,  causes  no  discomfort 
to  the  patient,  and  now  can  be  very 
rapidly  performed  even  in  uncoopera- 
tive and  very  ill  patients. 

Technique 

(1)  99m  Pertechnetate:  The  patient  is 

prepared  by  receiving  an  oral  dose  of  0.2  to 
0.8  gm.  of  Potassium  Perchlorate,  shortly  be- 
fore the  intravenous  administration  of  the  99m 
Tc.  This  blocks  the  uptake  of  the  isotope  by 
the  choroid  plexus,  thyroid,  and  salivary  glands. 
The  average  IV  dose  is  of  5 to  10  millicuries, 
and  the  scan  is  performed  after  fifteen  to  thirty 
minutes  or  later. 

This  isotope  can  also  be  administered  orally, 
provided  that  the  patient  is  kept  in  a fasting 
state  for  at  least  six  hours.  The  average  oral 
dose  is  10  millicuries.  The  scans  are  performed 
two  to  three  hours  later. 

(2)  197  Hg-Chlormerodrin:  One  cc.  of 

unlabeled  Neohydrin  is  given  intramuscularly 
two  to  four  hours  prior  to  the  scan.  An  aver- 
age of  900  microcuries  of  the  isotope  is  then 
given  intravenously.  The  scan  is  carried  out 
three  hours  later. 


(3)  131-I-RIHSA  is  at  times  also  used  for 
conventional  brain  scanning.  The  patient  is 
prepared  with  four  doses  of  five  drops  each  of 
Lugol’s  solution  by  mouth,  given  the  day  prior 
to  injection  of  the  isotope.  The  average  adult 
dose  is  375  microcuries.  The  physical  half  life 
of  this  isotope  is  of  8.1  days.  The  optimal  time 
for  scanning  is  twenty-four  hours  after  the 
intravenous  administration  of  the  isotope. 

We  firmly  believe  that  since  radioisotopic 
brain  scanning  is  considered  as  a complemen- 
tary procedure  in  neurological  diagnosis,  the 
brain  scan  should  always  be  preceded  by  a 
thorough  neurological  examination  and  by 
plain  skull  x-rays.  Furthermore,  in  many  cases 
it  is  advisable  to  obtain  an  electroencephalo- 
gram, as  well.  Adopting  “routine”  scanning 
techniques  or  methods  is  not  advisable  for  the 
diagnostic  accuracy  of  this  procedure  can  be 
greatly  enhanced  by  utilizing  clinically  ga- 
thered information.  While  the  routine  static 
scanning  method  consists  in  obtaining  AP,  PA, 
right  and  left  lateral  views,  in  certain  instances, 
it  may  be  helpful  to  obtain  a vertex  or  an  or- 
bital view  as  well.  In  the  isotopic  investigation 
of  brain  tumors  or  cerebral  infarcts,  it  is  of 
great  help  to  obtain  “delayed”  scans  and  at 
times  to  repeat  the  scan  in  one  week  or  ten 
days.14,15,16  The  delayed  scan  technique  is  par- 
ticularly useful  in  detecting  brain  metastases  in 
which  the  nuclide  concentration  is  greater  sev- 
eral hours  following  the  injection  of  the  radio- 
pharmaceutical. Thus,  a patient  suspected  of 
having  cerebral  metastases  should  be  reex- 
amined three  to  four  hours  after  the  initial 
study.16,17 

As  mentioned  previously,  when  a deep- 
seated  tumor  is  suspected,  it  is  advisable  to 
repeat  the  scan  using  either  197  or  203  Hg- 
Chlormerodrin. 

If  a gamma  camera  is  available,  a “dynamic” 
study  (nuclide  angiography)  can  be  per- 
formed. This  particular  method  is  of  great 
help  in  cases  of  vascular  occlusions,  intracranial 
arteriovenous  malformations  and  in  certain 
cases  of  intracranial  tumors.  The  isotope  is  in- 
jected either  intravenously  or  directly  into  the 
carotid  artery.18,19 
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Interpretation  of  the  Scans 

Detailed  description  of  the  normal  radioiso- 
topic brain  anatomy  is  beyond  the  scope  of 
this  paper.  It  is  clear  that  the  physician  order- 
ing the  scan  desires  additional  information 
upon  which  to  decide: 

(1)  Whether  neurological  or  neurosurgical 
consultation  should  be  obtained. 

(2)  Whether  additional  tests  (EEG,  arteri- 
ography, and  PEG,  or  ventricul- 
ography) are  indicated. 

A brain  scan  is  reported  as  being  “equivocal” 
or  “suspicious”  if  deviations  from  normal  are 
identified.  Great  anatomical  variability  will 
clearly  result  in  some  “false  positive”  scans. 
Clinical  judgment  is  then  required  to  overcome 
the  impasse.  Instead,  if  an  abnormality  can  be 


early  removal  and  preservation  of  neurological 
function.  Intracranial  neoplasms  generally  ex- 
hibit an  area  of  focal  increase  of  radioisotopic 
uptake.  Experience  has  shown  that  a high  de- 
gree of  accuracy  is  shown  in  meningiomas, 

glioblastomas,  and  cerebral  metastases.4,5,8,9,10’ 
11,12,13,20,21,22,25,26  jegree  0f  accumulation 

of  the  tracer  within  the  tumor  mass  gives  us  a 
fair  indication  as  to  the  exact  location  of  the 
mass,  its  extent  in  the  various  planes  of  the 
brain,  and,  not  infrequently,  of  the  type  of 
tumor  present  (Figs.  1-a  and  1-b).  The  ap- 
pearance of  a central  area  of  decreased  activity 
within  a localized  area  of  abnormally  high  up- 
take, though  uncommon,  does  suggest  the 
presence  of  a central  area  of  cystic  degenera- 
tion, necrosis,  or  hemorrhage.23  Deeply  in- 
filtrating tumors  and  more  differentiated 


Fig.  1-A.  AP  and  left  lateral  views  showing  a round  area  of  excessive  concentration 
of  isotopic  activity  in  the  posterior  frontal— anterior  parietal,  parasagittal  region  of 
the  left  brain  convexity.  The  abnormal  uptake  is  well  circumscribed  and  dense, 
typical  of  that  seen  in  meningiomas.  (Diagnosis:  Meningotheliomatous  mening- 
ioma). 

astrocytomas  give  variable  results  in  terms  of 
accuracy. 

Intra  or  para-sellar  tumors  are  frequently 
missed  unless  there  is  a fairly  large  suprasellar 
extension  of  the  tumor  mass. 

The  diagnostic  accuracy  of  posterior  fossa 
neoplasms  is  not  as  high  as  for  supratentorial 
tumors;  however,  if  particular  attention  is  paid 
to  the  display  of  the  posterior  fossae,  then  the 
accuracy  rises  favorably. 

While  well-differentiated  gliomas  and 
lesions  near  the  base  of  the  skull  and  posterior 


identified  in  at  least  two  different  views,  then 
the  scans  are  reported  as  being  definitely  “ab- 
normal”. 

“False  negative”  scans  do  occur.  In  these 
patients,  other  neuroradiological  investigations 
will,  in  most  cases,  localize  the  lesions  ac- 
curately. 

Intracranial  Tumors 

Of  all  intracranial  lesions,  brain  tumors  are 
certainly  the  rpost  important  ones  to  detect  at 
the  earliest  possible  time,  thus  making  possible 
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fossa  continue  to  pose  difficult  diagnostic  prob- 
lems, one  promising  solution  seems  to  be  “sec- 
tion isotope  scanning,”  or  “tomography”  as 
proposed  by  Kuhl  and  Edwards.24  This 
method,  very  similar  to  that  utilized  for  the 
conventional  tomographic  radiographic  diag- 
nosis, will  undoubtedly  help  the  radiological 
and  the  neurological  diagnosticians  in  solving 
these  enigmas. 


making  evaluation  of  the  intracranial  contents 
either  very  difficult  or  impossible.  Using  dif- 
ferent scan  projections,  and  with  thorough 
knowledge  of  the  clinical  findings  in  each  in- 
dividual case,  it  is  still  possible  to  utilize  brain 
scanning  effectively  in  these  patients.  Cerebral 
contusions,  lacerations,  and  hematomas,  as 
well  as  surface  hematomas  (subdural  or  epi- 
dural), will  be  defined  as  areas,  more  or  less 


PA  Right  Lateral 

Fig.  1-B.  PA  and  right  lateral  scans  demonstrating  a less  dense  and  less  defined  area 
of  increased  uptake  in  the  right  parietal  lobe,  typical  of  infiltrating  gliomatous 
tumors.  (Diagnosis:  Grade  II  Astrocytoma) . 


In  conclusion,  one  may  say  that  while  radio- 
isotopic brain  scanning  will  not  reveal  all  in- 
tracranial tumors,  nevertheless  a significant 
number  of  them,  in  the  neighborhood  of  80  to 
90  percent,  will  display  a positive  scan.  If 
the  clinical  picture  suggests  the  possibility  that 
the  patients  may  be  suffering  from  a brain 
tumor,  this  possibility  should  be  thoroughly  ex- 
plored. “One  must  never  be  content  to  let  the 
matter  rest  simply  because  the  brain  scan  is 
negative.”  20  Finally,  if  all  patients  suspected 
to  have  cerebral  neoplasms  are  scanned,  both 
shortly  after  the  intravenous  injection  of  99m 
Tc  and  again  three  or  four  hours  later,  the  de- 
tectability of  brain  tumors  by  this  method  will 
be  significantly  improved.  (From  80  percent 
to  93  percent  in  one  series.)17,45 

Traumatic  Cranial  Lesions 

The  use  of  the  conventional  brain  scan  in 
the  acute  head  trauma  patient  is  greatly  hin- 
dered by  the  fact  that  scalp  contusions  or 
hematomas,  with  or  without  skull  fractures, 
will  “pick  up”  the  radioactive  tracer,  thus 


focal,  of  increased  uptake.25,26  The  subdural 
hematomas,  especially  of  the  chronic  variety, 
will  be  demonstrated  by  a crescentic  area  of 


Fig.  2.  Dense,  crescentic  uptake  over  the  right  cerebral 
convexity,  pathognomonic  of  a chronic  subdural 
hematoma. 


increased  uptake  over  one  or  both  convexities 
of  the  brain  (Fig.  2).  Conventional  brain  scan- 
ning in  subdural  hematomas  remains  essentially 
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a screening  test.27  False  negative  scans  are  re- 
ported in  about  20  percent  of  the  cases.  How- 
ever, it  must  be  remembered  that  the  diag- 
nostic accuracy  of  the  conventional  brain  scan 
depends  a great  deal  upon  the  age  of  the  hema- 
toma. In  older  lesions,  an  accuracy  of  91  per- 
cent has  been  reported.  The  presence  of  a 
well-developed  subdural  membrane  seems  to 
be  the  critical  element  in  the  production  of  a 
positive  scan.27’28,29,80 

It  must  be  remembered  that  the  conven- 
tional brain  scan  is  of  lesser  value  in  following 
patients  who  have  undergone  any  kind  of  in- 
tracranial surgical  procedure.  Thus,  after  sur- 
gical evacuation  of  a subdural  or  intracerebral 
hematoma  (and  the  same  line  of  reasoning 
would  apply  to  any  kind  of  intracranial  pro- 
cedure), scans  obtained  later  will  continue  to 
show  focal  areas  of  uptake  at  the  operative  site, 
at  least  for  four  to  five  years,  and  for  as  long 
as  twenty-two  years  after  craniotomy.22 
Angiography  still  remains  the  most  important, 
single  diagnostic  test  in  these  cases. 


days  to  a few  weeks,  a repeat  scan  will  show  a 
significant  area  of  increased  uptake,  in  the  dis- 
tribution of  the  arterial  channel  involved,  in 
about  75  percent  of  the  cases.  (Fig.  3)  Thus, 
a change  in  appearance  of  the  lesions,  (i.e. 
from  a negative  to  a positive  scan)  during  a 
period  of  about  ten  days,  is  to  be  considered 
diagnostic  of  a cerebral  infarction.  This  is  a 
great  differential  diagnostic  point  which  helps 
to  distinguish  these  lesions  from  an  intra- 
cranial neoplasm,  which  will  not  show  any 
significant  change  in  its  isotopic  image  during 
a similar  period  of  time.14,15  A changing  iso- 
topic pattern  after  the  second  week  of  the  in- 
farction seems  to  give  useful  indication  as  to 
prognosis;  so  that,  if  a third  study  is  carried 
out  three  or  four  weeks  after  the  onset  of 
symptoms,  increasing  scan  density  would  in- 
dicate prolonged  morbidity  and  poor  func- 
tional recovery.14,15,31 

Usher  and  Quinn15  suggested  that  the  scan 
be  performed  as  soon  as  possible  after  the  onset 
of  symptoms,  as  a baseline,  seven  to  ten  days 


Fig.  3.  Fairly  dense  and  wedge-shaped  abnormality  in  the  distribution  of  the  left 
middle  cerebral  artery.  (Diagnosis:  Cerebral  Infarct,  approximately  two  weeks 
old.  A scan  obtained  ten  days  earlier  had  been  negative). 


Cerebrovascular  Disease 

The  role  of  radioisotopic  scanning  in  the 
diagnosis  of  cerebrovascular  disease  has  defi- 
nitely increased  during  the  last  few  years.  It 
has  become  clear  that  if  a brain  scan  is  carried 
out  within  forty-eight  hours  of  a completed 
stroke,  only  very  few  positive  scans  will  be 
found  (less  than  20  percent).  Within  several 


later  for  diagnosis,  and  three  to  four  weeks 
later  for  prognosis. 

Intracerebral  hematomas,  secondary  to  hy- 
pertension, arteriosclerosis,  ruptured  aneu- 
rysms, or  arteriovenous  malformations,  trauma, 
vascular  tumors,  or  blood  dyscrasias,  are  fre- 
quently positive  sooner  than  the  scan  in  ische- 
mic lesions.32  >•  = - 
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Other  vascular  lesions,  such  as  arteriovenous 
malformations  or  aneurysms  can  be  appreciated 
by  brain  scanning,  although  one  must  admit 
that  arteriography  cannot  be  matched  in  its  ac- 
curate and  detailed  demonstration  of  these 
anomalies.  Nevertheless,  large  aneurysms, 
especially  such  as  one  sees  to  arise  from  the 
internal  carotid  arteries,  may  on  occasions  be 
outlined  by  brain  scanning  as  well  circum- 
scribed areas  of  uptake  at  the  base  of  the  skull 
and  at,  or  close  to,  the  midline.4,35 

Arteriovenous  malformations  can  be  de- 
tected fairly  accurately  in  most  cases  (Fig.  4). 


Inflammatory  Lesions 

Most  intracranial  inflammatory  lesions  can 
be  demonstrated  by  brain  scanning,  provided 
that  the  area  of  involvement  is  large  enough. 
Another  factor  contributing  to  a greater  up- 
take of  isotope  by  the  lesion  is  its  duration. 

Positive  scans  in  encephalitides  have  been 
obtained  by  many  authors.25,26,36  There  are 
no  constantly  typical  features;  therefore,  it  is 
not  possible  to  differentiate  with  the  scan  alone 
between  these  lesions  and  surgically  treatable 
conditions,  such  as  tumors  or  abcesses.36 


Fig.  4.  Abnormal  uptake  in  the  left  parietal-occipital  parasagittal  area.  (Diagnosis: 
Large,  arteriovenous  malformation  draining  into  the  superior  longitudinal  and 
transverse  sinuses) . 


Even  lesions  as  small  as  2.7  centimeters  in  mean 
diameter  have  been  seen  on  brain  scans.33 
Smaller  lesions  cannot  be  appreciated,  even  if 
located  in  areas  of  relative  “isotopic  silence” 
(i.e.,  less  active  areas,  normally).  Of  course, 
if  there  is  an  associated  hematoma,  then  the 
accuracy  in  “localizing”  the  lesion  is  greater. 
The  appearance  of  these  lesions  on  bran  scan- 
ning is  not  typical  in  any  way  and  may  simu- 
late tumors,  infarcts,  hematomas,  etc.  It  is  only 
by  rapid  serial  scintiphotography,  employing 
the  scintillation  camera,  that  one  may  make  an 
accurate  diagnosis.  In  fact,  high  concentration 
of  radioactivity  can  be  observed  to  pass 
through  the  malformation  immediately  after 
the  intravenous  or  intra-arterial  injection  of 
the  isotope.  Conventional  scans  obtained  fif- 
teen to  twenty  minutes  later  will  display  a 
much  reduced  concentration  of  activity.34,35 


In  focal  encephalitides,  such  as  that  which 
is  caused  by  the  herpes  simplex  virus,  the  in- 
volvement can  be  quite  focal  (temporal  lobe). 
This,  in  conjunction  with  the  acute  and  rapid- 
ly progressing  clinical  picture,  may  be  consid- 
ered fairly  diagnostic  or  at  least  very  suggestive 
of  this  often  fatal  CNS  infection.37,38,43 

More  focal  findings  are  noted  in  the  more 
localized  inflammatory  lesions  of  tuberculous 
or  fungal  nature. 

Brain  abscesses  are  quite  naturally  amenable 
to  diagnosis  by  brain  scanning,  showing  fairly 
pronounced  radioisotopic  uptake  (Fig.  5.).  If 
the  abscess  has  been  encapsulated,  the  uptake 
will  be  of  greater  magnitude  and  more  circum- 
scribed.14 Scans  in  brain  abscesses  are  positive 
in  almost  100  percent  of  the  cases  if  the  size  is 
greater  than  one  centimeter.38  Thus,  a nega- 
tive scan  in  a patient  suspected  to  have  a brain 
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abscess  should  eliminate  this  possibility  from 
the  working  diagnosis. 

Cerebral  sarcoidosis  can  be  diagnosed  by 
brain  scanning.  In  fact,  one  may  observe  on 


Fig.  5 Area  of  increased  uptake  in  the  subfrontal  region 
of  the  right  hemisphere  (arrows).  A central  area  of 
lesser  uptake,  typical  of  necrosis  (doughnut  sign)  is 
present.  (Diagnosis:  Brain  Abscess). 

repeated  scanning,  reduction  of  the  uptake  by 
the  granuloma  and  eventually  its  complete 
resolution  while  cortico-steriods  are  being 
used.39 

Degenerative  Diseases  of  the  CNS 

Reports  of  positive  scans  in  multiple  sclerosis 
have  been  reported  in  the  acute  stages  of  the 
disease.14,40,41  Since  quite  often  the  plaques  of 
MS  are  found  in  the  periventricular  white  mat- 
ter, or  as  confluent  areas  of  demyelinization  in 


the  corpus  callosum,  these  locations,  defined  as 
areas  of  increased  uptake  on  brain  scanning, 
may  help  in  avoiding  misinterpretation  of  the 
radioisotopic  findings  as  due  to  a tumor. 

Also,  cases  of  Schilder’s  disease  have  been 
published  in  which  positive  brain  scans  were 
obtained.42 

Conclusions 

Brain  scanning  has  achieved  a place  of  great 
importance  as  a diagnostic  method  both  for 
the  detection  and  localization  of  intracranial 
pathological  processes.  It  may  help  in  deciding 
about  the  nature  of  the  disease  in  question  and 
fairly  accurately  define  its  size  and  extent.  Its 
diagnostic  usefulness  easily  overcomes  the 
minimal  hazard  to  the  patient.  Since  it  does  not 
alter  the  often  delicate  balance  of  intracranial 
pressure,  as  a ventriculo-pneumoencephalo- 
gram  will  do,  it  gives  the  surgeon  adequate 
time  to  plan  further  definition  of  the  patho- 
logical lesion  and  the  proper  surgical  attack. 

At  the  same  time,  the  brain  scan  is  not  a 
substitute  for  a slipshod  or  inadequate  neuro- 
logical workup.  It  should  not  be  considered 
as  a shortcut  to  diagnosis.  It  is  not  but  another 
tool  in  the  armamentarium  of  every  conscien- 
tious physician. 
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Special  Phone  Service 

Special  phone  service  for  physicians  seeking  information  or  guidance  on 
Phase  2 price  controls  is  provided  by  the  AMA.  Just  call  (312)  527-1571, 
Ext.  434,  and  ask  for  Robert  Walsh  of  the  AMA  Center  for  Health  Services 
Research  and  Development.  After  closing  hours  messages  will  be  recorded 
so  that  callback  answers  can  be  made.  The  AMA  has  received  about  25  calls 
a week  since  establishing  the  service  in  August. 
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Cleidocranial  Dysostosis 


Cleidocranial  Dysostosis  is  an  un- 
usual condition  due  to  a defect 
in  membrane  bone  formation. 
Treatment  consists  of  correction 
of  deformities.  A case  is  pre- 
sented. 

LEIDOCRANIAL  DYSOSTOSIS  is  a 
condition  caused  primarily  by  a defect  in 
membrane  bone  formation.  The  disease  was 
first  described  by  Marie  and  Sainton  in  1898 
and  gave  it  its  present  name.  Stiff  and  Lally 
report  more  than  380  cases  recorded  in  litera- 
ture since  then  but  a more  recent  publication 
by  Kalliala  and  Taskinen  puts  the  figure  at  600. 
There  is  a frequent  history  of  hereditary  trans- 
mission of  the  condition,  affecting  both  men 
and  women  with  equal  frequency  and  it  can 
be  inherited  by  either  sex.  It  may  also  appear 
spontaneously  with  no  familial  or  hereditary 
history  and  probably  is  due  to  mutation. 

The  disease  is  characterized  by  abnormalities 
of  the  skull,  teeth,  jaws  and  shoulder  girdle  as 
well  as  stunting  of  the  long  bones.  The  verte- 
bral column  and  the  pelvis  may  also  be  affected. 
The  most  characteristic  changes  are  seen  in 
the  clavicle  which  may  show  hypoplasia  or 
complete  absence  of  one  or  both  clavicles  re- 
sulting in  markedly  sloping  shoulders  with 
unusual  mobility.  In  the  skull,  the  fontanelles 
remain  open  or  may  exhibit  delayed  closure; 
the  sutures  also  may  remain  open;  the  frontal, 
parietal,  and  occipital  bones  are  prominent; 
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Wormian  bones  may  be  present  and  the  para- 
nasal sinuses  are  underdeveloped  and  narrow. 

Oral  manifestations  are  very  common,  in 
fact,  the  disease  is  widely  reported  in  the  dental 
journals.  The  patient  with  cleidocranial  dy- 


Fig.  1.  This  shows  the  rather  large  head  with  prominent 
frontal  bosses.  The  nasal  bridge  is  depressed.  The: 
shoulders  show  hypermobility  and  can  actually  be 
made  to  touch  each  other  at  the  midline. 

sostosis  exhibits  a high  narrow  arched  palate; 
the  maxilla  may  be  underdeveloped  or  smaller 
than  normal;  cleft  palates  are  common  and  the 
mandible  may  fail  to  fuse  in  the  midline.  One 
of  the  outstanding  oral  findings  is  the  presence 
of  numerous  unerupted  supernumerary  teeth.. 
There  is  prolonged  retention  of  the  deciduous 
teeth  and  sometimes  this  delay  in  eruption  is 
permanent. 

The  spine  may  show  lordosis,  scoliosis,  and 
kyphosis.  Spina  bifida  is  not  uncommon.  The 
pelvis  is  sometimes  deformed  with  lack  of  ossi- 
fication of  the  symphysis  pubis  and  the  sacro- 
iliac articulation. 

Cleidocranial  dysostosis  is  diagnosed  on  the 
basis  of  physical  appearance  of  the  individual, 
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the  clinical  examination  and  the  roentgeno- 
logic findings.  Treatment  of  this  disease  is  di- 
rected towards  correction  of  the  deformities. 


Fig.  2.  X-ray  of  the  skull  shows  increased  A.P.  diameter 
of  the  cranium  with  thickening  of  the  base;  evidence 
of  previous  Wormian  bones  in  the  parieto-occipital 
areas  with  prominence  of  the  frontal  bosses,  which  are 
assymetrical.  The  paranasal  sinuses  are  poorly  de- 
veloped and  there  is  evidence  of  defective  dentition. 

Dental  anomalies  frequently  require  intensive 
care  and  surgical  correction.  Sometimes  ortho- 
pedic care  of  the  malformed  extremities  may 
be  needed. 

Case  History 

O.P.,  34  years,  single,  Negro,  female,  was 
admitted  to  Petersburg  Training  School  and 
Hospital  on  July  1,  1971,  because  of  severe 
mental  retardation  and  epilepsy.  She  was  ap- 
parently mentally  retarded  since  birth  and  had 
been  brought  up  at  home  by  her  mother  until 
about  two  years  ago  when  she  became  un- 
manageable for  which  reason  she  was  first  ad- 
mitted at  Norfolk  General  Hospital  in  Janu- 
ary, 1971,  and  a week  later  transferred  to 
Central  State  Hospital  on  involuntary  papers 
certified  by  her  sister.  She  was  subsequently 
transferred  to  PTS&H.  She  had  a history  of 
Grand  Mai  Epilepsy  controlled  by  drugs  for 
the  past  fourteen  years. 

Family  History:  There  was  no  history  of 
mental  retardation  or  insanity  in  the  family. 

V OLUME  TOO,  F EBRUARY,  19 7 3 


The  patient’s  mother,  age  55,  has  a seventh 
grade  education  and  also  had  a similar  con- 
dition which  was  diagnosed  by  her  dentist  by 


Fig.  3.  This  x-ray  shows  the  segmental  absence  of 
ossification  in  both  clavicles  with  assymetry  of  the 
rib  cage.  The  lower  cervical  and  upper  dorsal  neural 
arches  are  unclosed. 

x-rays  when  she  was  already  45  years  old.  She 
also  had  an  “absent  collar  bone”  and  had  a 
“soft  spot”  on  top  of  her  head  until  the  age 
of  nine  years.  This  patient  also  has  a nephew, 
20  months  old  at  present,  whose  fontanelles  are 
still  opened  and  also  with  absent  clavicles. 

Physical  examination  showed  a short  stat- 
ured  Negro  female  of  stated  age,  walking  with 
a pronounced  genu  valgus  deformity  and  with 
a body  configuration  of  that  of  an  achondro- 
plastic dwarf.  She  is  uncommunicative  but  can 
answer  simple  questions  and  is  very  hard  to 
understand.  Her  intellectual  level  is  obviously 
very  low.  The  head  is  rather  large  with  an 
inverted  pear  shape;  the  frontal  bosses  promi- 
nent; the  sutures  depressed  but  fused  and  the 
fontanelles  closed.  The  nasal  bridge  is  de- 
pressed and  the  nose  has  a broad  base.  The 
maxilla  is  slightly  underdeveloped  giving  a 
prognathic  effect  to  the  mandible.  The  mouth 
shows  a high  arched  palate.  The  teeth  ex- 
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hibited  malocclusion  and  malposed  permanent 
left  and  right  bicuspids  and  right  first  molar. 
A retained  deciduous  mandibular  left  cuspid  is 
observed.  The  shoulders  are  drooping  and 
shows  marked  mobility;  the  clavicles  hypo- 
plastic and  only  the  proximal  third  is  palpable. 
The  upper  and  lower  extremities  are  unpro- 
portionately  short  in  relation  to  the  normal 
length  of  the  torso.  The  spine  shows  marked 
lordosis.  The  lungs  and  heart  including  the 
abdomen  showed  normal  findings. 


Fig.  4.  This  shows  the  failure  of  mineralization  of  the 
pubis  and  inferior  ischial  rami  with  distortion  of  the 
pelvic  ring. 


Laboratory  examinations  done  several  times 
since  admission  were  all  normal  except  for  a 
persistent  low  Hemoglobin  which  ranged  be- 
tween 9.8  and  10.2  grams.  Thyroid  function 
studies  were  all  within  normal  limits.  VDRL 
was  negative  and  Urinalysis  were  all  normal. 
An  EEG  done  in  January  1971  showed  no 
abnormality.  The  pertinent  findings  were  seen 
on  x-rays.  The  cranium  showed  increased  PA 
diameter  with  thickening  of  the  base;  evidence 


of  previous  Wormian  bones  in  the  parieto- 
occipital areas;  prominence  of  the  frontal 
bosses,  which  are  assymetrical;  the  paranasal 
sinuses  are  poorly  developed  and  there  is  evi- 
dence of  defective  dentition.  There  is  segmen- 
tal absence  of  ossification  of  the  clavicle,  bi- 
lateral, with  some  asymmetry  of  the  rib  cage. 
The  neural  arches  of  the  lower  cervical  and 
upper  dorsal  levels  are  unclosed.  There  is  fail- 
ure of  mineralization  of  the  pubis  and  inferior 
ischial  rami  with  distortion  of  the  pelvic  ring. 

Summary 

After  a resume  of  its  history  and  a brief 
description  of  the  disease,  a patient  with  an 
interesting  case  of  cleidocranial  dysostosis  is 
described. 

The  authors  wish  to  thank  Dr.  R.  E.  Miller, 
Radiologist,  and  Dr.  Nathan  D.  Wong,  Chief, 
Dental  Services,  PTS&H,  for  their  invaluable 
help  in  preparing  this  paper. 
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Sample  Review 


A system  for  review  of  medical 
records  is  presented.  This 
achieves  utilization  review  as  re- 
quired by  medicare  legislation. 

HE  UNITED  STATES  GOVERN- 
MENT, in  the  Medicare  legislation,  divides 
utilization  review  into  two  parts.  The  first  of 
these  is  the  “in-house”,  “on  the  spot”  review 
of  cases  of  extended  duration.  Dr.  Vergil  Slee 
refers  to  this  as  “medical  necessity  determina- 
tion”. 1 Such  review,  logically,  would  fall  to 
the  Medical  Staff  of  a particular  hospital. 

The  second  area  of  utilization  review  de- 
fined by  the  Medicare  Act  is  that  of  retro- 
spective review.  This  is  an  after  the  fact  re- 
view of  admissions,  medical  services  rendered, 
durations  of  stay,  and  other  factors.  Dr.  Ver- 
gil Slee  refers  to  this  as  “utilization  evalua- 
tion”. He  subdivides  this  review  further  into 
“utilization  review”— a statement  of  what 
transpired,  and  “medical  audit”— the  develop- 
ment of  standards  or  criteria  for  care.1 

Sample  review  is  a system  for  review  of 
medical  records  developed  at  the  Alexandria 
Hospital.  Sample  review  pertains  only  to  the 
retrospective  review  as  defined  in  the  Medi- 
care legislation.  There  are  several  basic  con- 
cepts in  the  approach:  (1)  Provision  only  of 
information  of  potential  educational  value; 
(2)  Savings  of  physicians’  time;  (3)  Satisfac- 
tion of  the  requirements  of  the  reviewing  au- 
thority; (4)  Potential  for  comparable  data 

1 “The  Utilization  Committee  and  the  Medical 
Audit”,  a chapter  dated  27  May,  1966,  in  Utiliza- 
tion Review  Using  PAS  and  MAP— A Compen- 
dium published  by  Commission  on  Professional 
and  Hospital  Activities. 
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from  other  hospitals;  (5)  Development  of 
standards  of  care  (audit  criteria)  at  the  local 
level;  (6)  Option  for  audit  at  the  local  level; 
(7)  Compatibility  with  existing  information 
systems;  and  (8)  Interposition  of  a physi- 
cian as  narrator  between  the  tabulations  and 
the  summary  presented. 

Interest  in  the  development  of  a system  for 
record  review  at  the  Alexandria  Hospital 
stemmed  primarily  from  concern  that  we  were 
not  performing  this  function  to  the  satisfaction 
of  the  reviewing  authority.  Equally  signifi- 
cant was  the  frustration  of  members  of  the 
staff  at  having  to  review,  piecemeal,  at  inter- 
vals, a number  of  medical  records— a review 
which  benefited  them  little,  if  at  all,  educa- 
tionally. A further  stimulus  came  from  a lack 
of  continuity  which  prevented  our  staff  from 
readily  calling  forth  information  from  prior 
reviews. 

The  authors,  who  were  instrumental  in  the 
development  of  this  system  for  sample  review, 
had  several  reasons  for  interest  in  the  develop- 
ment of  an  effective  means  for  record  review. 

( 1 ) It  had  been  our  feeling  that  information 
developed  from  medical  records  should  be  de- 
veloped by  and  for  physicians.  It  is  physicians 
who  should  put  to  use  information  so  de- 
veloped. We  were  and  are  concerned  about 
the  involvement  here  of  interested  third 
parties. 

(2)  We  were  aware  of  the  demands  for 
time  made  on  the  physician.  This  has  been  one 
factor  in  his  reluctance  to  accomplish  ordered 
record  review. 

(3)  It  was  our  feeling  that  physicians  have 
some  reluctance  to  use  information  systems. 
No  matter  how  much  data  a system  can  pro- 
vide, it  will  serve  no  useful  function  unless 
used  by  practitioners.  It  seemed  important 
that  some  narrative  interpretation  be  provided 
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the  users  of  any  meaningful  system  of  record 
review. 

(4)  Our  technology  today  permits  us  to 
gather  information  and  present  this  in  myriad 
forms.  The  physician  should  have  input  into 
the  design  of  a workable  system  for  record 
review  so  as  to  insure  that  clinical  information 
provided  is  pertinent  and  presented  clearly. 

( 5 ) Standardization  of  review  of  records  by 
various  hospitals  should  offer  advantages  in  de- 
velopment of  standards  of  care.  Such  stand- 
ardization should  make  a particular  hospital’s 
record  reviews  more  meaningful. 

(6)  Data  properly  developed  should  have 
research  value. 

(7)  Standards  of  care  should  be  developed 
at  the  local  level,  leaving  the  option  for  audit, 
and  the  criteria  for  audit,  with  the  particular 
hospital  staff  involved. 

The  system  of  record  review,  sample  re- 
view, is  based  on  the  most  common  discharge 
diagnoses.  Effective  utilization  review  should 
be  structured  to  provide  an  optimal  purview 
of  experience  for  the  time  and  effort  expended. 
In  evaluating  this  approach,  we  gathered  a six 
month  experience  of  primary  discharge  diag- 
noses. The  twelve  most  common  diagnoses 
involved  36.8%  of  discharges  and  27.5%  of 
patient  days.  The  twenty-four  most  common 
diagnoses  involved  45.4%  of  discharges  and 
35.3%  of  patient  days  at  our  hospital.  It 
seemed  reasonable  to  conclude  that  this  method 
would  provide  an  adequate  sample  of  our  ex- 
perience. Further,  a far  greater  percentage  of 
physicians  on  the  staff  would  be  represented  in 
the  reviews  than  would  be  apparent  from  the 
percentages  for  discharges  and  patient  days 
presented.  It  was  of  interest  that  fifteen  of  the 
fifty  most  common  primary  discharge  diag- 
noses were  in  operated  categories. 

We  then  developed  source  sheets  for  each 
of  the  fifty  most  common  discharge  diagnoses. 
(Fig.  1.)  All  source  sheets  have  in  common 
eight  basic  areas  of  information: 

(1)  Patient’s  chart  number 

(2)  Attending  physician’s  number 

(3)  Age 


(4)  Sex 

(5)  Discharge  status  (alive  or  deceased) 

(6)  Determination  of  necessity  of  admission 

(7)  Determination  of  appropriateness  of 
stay 

(8)  Determination  of  the  necessity  of  serv- 
ices rendered. 

Fig.  1. 

Sample  Source  Sheet 

Cholecystitis  and  Cholelithiasis 
(acute,  non-operated) 


Necessity  of  Admission 

Yes 

No 

Appropriateness  of  Stay 
Necessity  of  Services 

Yes 

No 

Rendered 
Chart  Number 

Attending  Physician’s  Number 
Age 

Yes 

No 

Sex 

Male 

Female 

Discharged 

Alive 

Dead 

On  Admission 

Pain 

Yes 

No 

Jaundice 

Yes 

No 

Emesis 

Yes 

No 

Fever 

Yes 

No 

Elevated  white  blood  count 

Yes 

No 

Tenderness  on  examination 

Yes 

No 

Duration  of  Stay 

d 

Complication  (s) 

Yes 

No 

Complete  blood  count 

Yes 

No 

Urinalysis 

Yes 

No 

Chest  film 

Yes 

No 

Liver  function  studies 

Yes 

No 

Cholecystogram 

Yes 

No 

Electrocardiogram 

Yes 

No 

Lipase  or  amylase 

Yes 

No 

Initially  nothing  by  mouth 

Yes 

No 

Low  fat  diet  used 

Yes 

No 

Intravenous  fluids  used 

Yes 

No 

Antibiotics  used 

Yes 

No 

Of  all  information  gathered  on  the  source 
sheets  for  any  of  the  primary  discharge  diag- 
noses studies,  only  the  items  (6),  (7),  and  (8). 
above,  require  professional  judgment.  These 
are  the  only  three,  therefore,  which  must  be 
completed  by  a physician.  They  are  answered, 
simply,  by  checking  “Yes”,  “No”,  or 

Other  areas  from  which  information  is 
gathered  on  the  source  sheets  on  the  fifty 
most  common  diagnoses  include: 
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(9)  Admission  signs  and  symptoms 

(10)  Duration  of  stay  (In  the  case  of  op- 
erated diagnoses,  the  duration  of  stay 
from  admission  to  surgery  and  from 
surgery  to  discharge) 

(11)  Complication  (s) 

(12)  Laboratory  data 

(13)  Treatment 

Source  sheets  so  developed  initially  were 
then  reviewed  by  specialists  on  our  staff  who 
would  have  particular  interest  in  the  primary 
discharge  diagnosis  source  sheet  under  con- 
sideration. An  attempt  was  made  to  insure  that 
information  gathered  would  be  pertinent  and 
would  permit  the  development  of  standards 
for  care  by  any  user  of  the  system.  Atten- 
tion was  also  directed  to  make  certain  that 
medical  records  personnel  could  complete  the 
source  sheets  in  all  respects  save  those  three 
previously  mentioned  requiring  professional 
judgment. 

In  each  area  where  information  was  col- 
lected, and  where  flexibility  was  inherent  in 
the  category,  (items  (9)  through  (13)  above), 
provision  was  made  to  allow  the  user  of  the 
system  to  insert  additional  items  of  informa- 
tion which  might  have  particular  interest  for 
the  user.  Thus,  for  example,  in  a sample  re- 
view of  myocardial  infarction,  while  the  oc- 
currence of  neck  pain  might  not  be  found  on 
the  source  sheet  under  (9)  Admission  signs 
and  symptoms,  the  user  could  insert  the  item 
in  this  information  area.  The  addition  of  this 
symptom  would  not  affect  the  handling  of  data 
in  the  area,  since  it  would  be  processed  in  the 
same  manner  as  other  signs  and  symptoms. 

Finally,  an  effort  was  made  to  provide  a rela- 
tively small  number  of  points  of  information 
on  a particular  source  sheet.  In  all  cases,  the 
number  of  points  of  information  on  source 
sheets  for  the  fifty  most  common  diagnoses 
range  from  twenty  to  thirty-five.  This  de- 
velopment characteristic  was  stressed  to  pre- 
vent a potential  burden  on  medical  records 
personnel. 

In  operation,  the  sample  review  system 
works  in  the  following  manner.  A hospital 
with  14,000  discharges  would  want  to  review 


approximately  1400  cases  a year.*  The 
Record  Committee  on  the  staff  of  this  hospital 
might  elect  to  review  a separate  primary  dis- 
charge diagnosis  monthly.  Such  a sample  re- 
view would  be  concerned  with  a review  of 
about  120  cases  of  the  particular  discharge 
diagnosis  chosen.  Direction  for  selection  of  the 
primary  discharge  diagnosis  for  sample  review 
might  come  from  the  committee  members’ 
personal  experience  or  from  data  provided  by 
an  information  system  in  use  at  the  hospital. 
Once  selected,  source  sheets  for  the  chosen 
discharge  diagnosis  would  be  prepared  in  num- 
ber sufficient  to  handle  the  number  of  cases  to 
be  reviewed,  in  the  example  120.  These  source 
sheets  would  then  be  completed  by  Medical 
Records  personnel  in  all  categories  save  three: 
Determination  of  necessity  of  admission,  De- 
termination of  appropriateness  of  stay,  and 
Determination  of  necessity  of  services  ren- 
dered. Since  these  are  the  three  items  on  all 
source  sheets  requiring  professional  judgment, 
they  would  be  completed  by  members  of  the 
Staff’s  Record  Evaluation  Committee  by 
checking  an  appropriate  location  on  the  source 
sheet,  i.e.,  “Yes”,  “No’’,  or  “?”. 

Completed  source  sheets  are  then  forwarded 
for  tabulation,  calculation,  and  presentation  of 
the  data.  Such  presentation  is  accompanied  by 
a narrative  summary  of  the  data,  together  with 
comparative  information  on  other  studies  when 
available.  The  authors  currently  perform  the 
above  function  at  the  Alexandria  Hospital  and 
for  one  other  hospital  in  the  State  of  Virginia. 
The  Record  Committee  of  the  Staff  is  thus 
presented  with  a report,  including  not  only 
tabulation  and  data  presentation,  but  a narra- 
tive summary.  They  are  then  free  to  use  this 
information  as  they  desire. 

The  authors  feel  that  the  system  described 
above  has  proved  helpful  in  accomplishing 
sample  review,  i.e.,  retrospective  review  or 
“utilization  evaluation”.  It  would  appear  to 
meet  the  design  concepts  previously  stated, 

*It  is  our  understanding  that  the  reviewing 
authority  requires  hospital  staffs  to  review  ap- 
proximately 10%  of  discharged  cases  in  some 
manner. 
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i.e.,  (1)  Provision  only  of  useful  information 
of  potential  educational  value,  (2)  Savings  of 
physicians’  time,  (3)  Satisfaction  of  the  re- 
quirements of  the  reviewing  authority,  (4) 
Potential  availability  of  comparable  data  from 
other  hospitals,  (5)  Provision  for  means  to  de- 
velop standards  of  care  (audit  criteria)  at  the 


Hypertension:  The 

More  than  half  of  the  Chicagoans  who  have 
hypertension  don’t  know  it,  and  four  out  of 
ten  who  do  know  aren’t  being  treated  for 
it.  This  is  doubly  unfortunate,  since  early 
detection  and  treatment  of  high  blood  pres- 
sure lessen  the  probability  of  heart  disease  and 
stroke. 

These  are  the  conclusions  regarding  high 
blood  pressure  drawn  from  a four-year  de- 
velopmental program  conducted  by  the  Chi- 
cago Heart  Association  to  screen  for  the  risk 
of  coronary  heart  disease  and  published  in  the 
October  30th  issue  of  the  Journal  of  the 
American  Medical  Association. 

Of  the  22,929  industrial  employees  who 
volunteered  for  the  free  tests,  4,625  were 
found  to  be  suffering  from  high  blood  pres- 
sure, which  for  the  purposes  of  the  study  was 
considered  to  be  above  95  diastolic  and/or  160 
systolic.  The  majority  (58.9%)  were  not 
being  treated  and  denied  having  been  told  of 
the  disease  prior  to  this  screening,  although 
most  had  seen  their  doctors  in  the  preceding 
two  years.  The  authors  of  the  study  speculate 
that  the  disease  either  was  not  diagnosed  or 


local  level,  (6)  Compatibility  with  existing  in- 
formation systems,  and  (7)  Interposition  of  a 
physician  as  narrator  between  the  tabulations 
and  the  summary  of  data  presented. 


3104  King  Street 
Alexandria , Virginia  22302 


Neglected  Disease 

that  the  patients  simply  were  not  told  by  their 
doctors  that  they  had  high  blood  pressure. 

Thus,  in  spite  of  recent  publicity  on  the 
benefits  of  early  treatment,  findings  from  the 
Chicago  survey  showed  no  improvement  over 
results  of  a nationwide  Public  Health  Service 
survey  conducted  in  1960-62.  If  anything,  the 
recent  survey  indicates  that  fewer  people  are 
currently  being  treated  by  hypertension,  al- 
though the  incidence  of  the  disease  has  not 
decreased. 

People  most  likely  to  have  high  blood  pres- 
sure are  male,  black  and  over  45  years  of  age. 

The  authors  conclude  that  “our  nation  has 
a sizeable,  unresolved  problem  of  control  of 
hypertension,  and  an  urgent  need  to  imple- 
ment effective  approaches  for  the  management 
of  this  serious  mass  disease.” 

Authors  are  James  A.  Schoenberger,  M.D., 
Jeremiah  Stamler,  M.D.,  Richard  B.  Shekelle, 
Ph.D.,  and  Susan  Shekelle,  from  Rush-Pres- 
byterian-St.  Luke’s  Medical  Center;  North- 
western University  Medical  School;  Univer- 
sity of  Illinois  Abraham  Lincoln  School  of 
Medicine;  and  the  Chicago  Heart  Association 
Detection  Project  in  Industry,  Chicago. 
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Correspondence  . . 


Alternatives  to  Abortion  for  the  Unwed 
Mother 

To  the  Editor: 

I read  with  interest  the  two  articles  dealing 
with  abortion  which  appeared  in  the  August 
issue.  The  article  by  John  S.  Morris,  Jr.,  M.D., 
“Alternatives  to  Abortion  for  the  Unwed 
Mother”  presents  much  opinion,  many  vague 
and  misleading  references  and  a great  deal  of 
opinion  presented  as  fact.  He  would  have  us 
believe  that  abortion  is  necessarily  a traumatic 
experience.  He  supports  the  idea  of  child- 
birth as  a maturing  experience  for  a pregnant 
child.  And  nowhere  in  this  anit-abortion  ar- 
ticle does  he  mention  married  women,  who 
will  also  suffer  the  consequences  of  negative 
attitudes  toward  abortion. 

Dr.  Morris  states  “.  . . unlike  other  surgery, 
the  non-medical  accompaniments  of  a legal 
abortion  could  not  be  better  designed  to  pro- 
duce conflict,  guilt  and  shame.  . He  appar- 
ently sees  this  as  just,  supporting  it  with  ref- 
erences such  as  “To  be  pregnant  and  not 
want  to  be  a mother  is  contrary  to  Western 
ethics.”  Dr.  Z.  M.  Lebensohn,  writing  in  The 
American  Journal  of  Psychiatry,  agrees;  “.  . . 
the  present  system  almost  seems  designed  to 
increase  the  anxiety  and  depression  of  the 
woman  in  the  critical  weeks  of  waiting  for 
consultations,  committee  approval  and  an 
available  bed.  . .”  However,  he  also  assigns 
blame,  “.  . . the  narrow,  moralistic,  conserva- 
tive and  often  punative  attitudes  of  some  ob- 
stetricians, hospital  administrators,  anesthetists 
and  nurses  will  act  as  a stumbling  block  for 
years  to  come.  . .”  If  such  is  the  case,  it  dis- 
honors the  medical  profession.  Instead  of 
castigating  the  surgical  procedure,  it  behooves 
us  to  educate  hospital  staffs. 

Nowhere  in  my  reading,  in  discussions  with 
women  who  have  had  abortions  or  with  psy- 
chiatrists who  counsel  them,  have  I found 
negative  reactions  of  the  type  this  article 
would  suggest. 

Dr.  Morris  quotes  Dr.  Helene  Deutsch  to 
the  effect  that  the  birth  of  un  unplanned  child 


can  be  a “maturing  factor  and  growth  experi- 
ence.” To  further  quote  Dr.  Deutsch: 

. . . public  opinion,  common  sense  and 
normal  moral  judgment  supports  the 
woman’s  human  right  to  be  a mother  or  to 
avoid  being  a mother  by  any  of  the  means 
at  her  disposal  according  to  her  wishes  . . . 
the  normal  reaction  to  abortion  is  over- 
whelmingly in  the  most  varied  civiliza- 
tions to  take  the  woman’s  part  despite  any 
laws  to  the  contrary. 

Dr.  Morris  does  not  discuss  the  pregnant 
married  woman,  who  accounts  for  36%  of 
the  legal  abortions  in  Dr.  Shanholtz’s  study. 
Must  she  bear  and  raise  a child  against  her 
will?  Or  shall  we  present  as  alternatives  going 
to  a home,  away  from  her  family  for  five 
months,  or  perhaps  carrying  the  child,  giving 
it  up  for  adoption  and  fabricating  an  explana- 
tion for  her  other  children? 

Certainly,  adoption  should  be  discussed  with 
any  woman  pregnant  against  her  will.  iVnd 
certainly  we  must  increase  public  education 
to  prevent  unwanted  pregnancy.  But  when 
contraception  has  failed  and  a woman  does  not 
wish  to  continue  her  pregnancy,  I agree  with 
G.  Hardin: 

A woman  who  aborts  this  year  because 
she  is  in  poor  health,  neurotic,  economi- 
cally harassed,  unmarried,  on  the  verge  of 
divorce,  or  immature,  may  well  decide 
to  have  some  other  child  5 years  from 
now— a wanted  child.  If  her  need  for 
abortion  is  frustrated,  she  may  never  know 
the  joy  of  a wanted  child. 

I urge  members  of  the  medical  profession 
to  give  each  pregnant  woman  the  unbiased 
counseling  she  needs  to  make  her  decision  in 
this  most  personal  of  all  matters. 

Thank  you  for  your  consideration. 

Susan  G.  Bender 

State  Policy  Council 

Virginia  Women’s  Political  Caucus 

404  Key  West  Drive 
Charlottesville , Virginia  22901 
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Cancer  Trends.... 


Rehabilitation  of  the  Ostomate 


The  need  for  our  program  to  rehabilitate  the 
patient  who  will  have,  or  has,  an  “ostomy”  is 
apparent  from  concerns  expressed  by  both 
patients  and  physicians.  The  surgeon  is  often 
distressed,  after  completing  a successful  sur- 
gical procedure,  to  find  that  he  is  unable  to 
meet  the  complete  needs  of  his  patient.  The 
surgeon  obviously  represents  an  immensely 
important  authority  figure  to  all  ostomy  pa- 
tients, a figure  whose  interest  and  support  are 
critical  to  the  reestablishment  of  hope  for  a 
normal  life  in  the  future.  However,  there  is 
a lack  of  identification  that  hampers  the  meet- 
ing of  the  patient’s  full  emotional  needs,  but 
this  can  be  given  by  another  patient  who  also 
has  an  ostomy.  The  patient,  at  this  point,  is 
not  in  need  of  hearing  the  answers  to  his 
questions,  but  rather  seeing  the  answer  in  the 
walking,  talking,  form  of  a well  adjusted  per- 
son who  leads  a completely  normal  life  despite 
an  ostomy. 

To  meet  these  needs  we  have  initiated  the 
Ostomy  Rehabilitation  Program  of  the  Amer- 
ican Cancer  Society  to  work  with  the  doctor 
in  terms  of  his  basic  concerns  and  desires  for 
physical  and  emotional  restoration  of  his  os- 
tomy patients.  This  program  follows  the 
guidelines  of  the  “Reach  to  Recovery”  pro- 

Robinson,  George  E.,  State  Coordinator , Os- 
tomy Rehabilitation  Program,  American  Cancer 
Society , Virginia  Division. 

Sponsored  by  the  Professional  Education  Com- 
mittee, American  Cancer  Society,  Virginia  Di- 
vision. 


Edited  by— 

WALTER  LAWRENCE,  JR.,  M.D. 
Richmond,  Virginia 

J.  SHELTON  HORSLEY,  III,  M.D. 
Charlottesville,  Virginia 


GEORGE  E.  ROBINSON 

gram  of  the  American  Cancer  Society  for 
female  patients  who  have  had  a mastectomy. 
Physicians  are  often  concerned  regarding  the 
nature  of  the  visitor  and  the  information  that 
will  be  given  to  a patient  when  any  outside 
individual  deals  with  his  patient,  particularly 
when  he  is  not  fully  aware  of  the  nature  of  the 
interview  that  will  take  place  or  the  ability 
of  the  non-physician  to  help  rather  than  con- 
fuse the  situation.  This  is  understandable.  To 
alleviate  these  fears  we  are  endeavoring  to 
provide  a statewide  program  of  hospital  visita- 
tion that  will  consist  of  carefully  chosen  and 
well-motivated  volunteers  who  are  well  trained 
for  this  project.  Groups  from  the  United  Os- 
tomy Association  in  Virginia  have  combined 
their  efforts  with  the  American  Cancer  Society 
to  develop  a well  organized  program  of  train- 
ing and  continued  screening  of  visitors  par- 
ticipating in  this  rehabilitation  program  for 
ostomy  patients.  The  activities  of  this  program 
thus  far  have  met  with  uniform  approval  of 
physicians  and  patients  alike. 

The  most  traumatic  experience  in  one’s  life 
may  well  be  experienced  at  the  time  of  ostomy 
surgery.  Think  for  a moment  of  one  who  has 
just  found  out  that  he  requires  surgery  for 
rectal  cancer.  Most  often  this  is  a person  who 
has  enjoyed  good  health,  and  then  a few  ab- 
normal symptoms  appear  which  lead  to  rapid 
hospitalization  and  surgery.  All  is  so  new  and 
so  fast  that  a quick  adjustment  is  not  so  easy 
when  the  words  “cancer”  and  “colostomy”  are 
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added  to  his  personal  vocabulary.  Often  the 
patient  has  heard  only  second  hand  about 
someone  who  has  had  “one  of  these  things”. 
It  could  have  been  old  Uncle  Harry,  who  was 
too  feeble  to  care  for  himself  and,  of  course, 
who  lived  back  before  the  modern  day  ap- 
pliances and  techniques  were  available.  Thus 
the  story  of  a feeble  old  man  with  an  unpleas- 
ant odor  became  the  negative  information  of 
a poor  situation  that  was  passed  down  as  the 
status  quo  of  anyone  who  owns  an  ostomy. 
Incorrect  information  and  fear  need  to  be 
eliminated  from  this  patient’s  mind  for  him  to 
have  an  optimistic  view  of  the  future. 

While  visiting  as  an  invited  guest  at  a med- 
ical conference,  I observed  a man  who  had 
suffered  with  ulcerative  colitis  for  21  years, 
and  was  now  at  the  point  of  being  completely 
disabled  by  his  disease.  He  sat  before  the  class, 
weakly  answering  a few  questions  as  to  why 
he  came  to  the  Medical  Center,  and  telling  of 
his  problems,  etc.  He  was  finally  asked  by  the 
doctor  if  he  would  consent  to  surgery  to 
which  he  retorted:  “Yes,  if  it  would  help.” 
Then  with  a very  brief  pause  he  added:  “Un- 
less it  means  one  of  those  bags,”— pointing  to 
his  side,  “I’ll  never  have  that.”  His  attitude 
was  so  definitely  against  an  ileostomy  that  it 
appeared  that  the  case  was  closed.  This  would 
not  only  mean  that  his  life  would  continue 
to  waste  away  in  a useless  fashion,  but  the 
chances  of  developing  cancer  in  his  diseased 
colon  were  increasing  daily.  After  he  left  the 
conference  the  doctor  asked  if  I,  as  an  osto- 
mate,  could  pay  a visit  to  the  patient  and  his 
wife  as  soon  as  possible.  He  and  his  wife  were 
visited  and  the  reasons  for  his  negative  attitude 
became  very  apparent.  Both  were  very  firmly 
against  surgery  because  of  advice  given  them 
by  a doctor,  now  retired,  for  whom  they  had 
great  respect.  He  impressed  upon  them,  20 
years  before,  that  this  type  of  surgery  had  not 
proved  to  be  successful  and  would  only  lead 
to  additional  surgical  procedures.  Without 
reference  to  this  physician  or  his  advice,  I 
talked  with  them  and  answered  questions  con- 
cerning the  success  following  my  own  surgery. 
Within  the  hour  this  man’s  reaction  surpris- 


ingly changed,  and  he  positively  expressed  to 
his  doctor  that  he  was  ready  for  surgery  and 
“the  sooner  the  better.”  This  is  but  one  ex- 
ample of  how  quickly  identification  is  made 
with  a normal,  healthy  ostomate,  who  appears 
to  be  living  life  to  its  fullest.  Example  after 
example  could  be  given  of  success  in  visiting 
the  patient  both  pre-cperatively  and  post- 
operatively.  With  the  proper  attitude  and  ap- 
proach being  made  by  the  visitor,  only  benefit 
and  support  can  come  to  your  patient. 

In  our  training  session  with  ostomy  rehabili- 
tation volunteers  we  deal  thoroughly  with 
three  major  areas:  acceptance,  attitude,  and 
the  proper  approach  to  the  patient.  Our  goal 
is  to  have  the  visitor  possess  a definite,  positive 
outlook  that  is  saturated  with  the  attitude  of 
acceptance,  and  this  implants  the  seeds  of  real 
confidence  in  the  patient.  We  stress  the  fact 
that  the  relationship  of  the  patient  to  his  doc- 
tor is  not  to  be  tampered  with  in  any  way.  We 
are  aided  in  this  part  of  our  training  by  our 
State  medical  advisor,  Dr.  M.  C.  Wilhelm, 
who  guides  each  session.  He  has  his  own  per- 
sonal part  in  the  training  when  he  shares  very 
candidly  what  he,  as  a physician,  expects 
from  the  trainees  as  patient  visitors. 

Our  training  sessions  have  been  conducted 
in  Richmond  for  the  most  part  with  the 
American  Cancer  Society  supporting  expenses 
and  seeing  that  the  approved  volunteers  are 
transported  to  the  training  sessions  from  any 
place  in  the  State.  To  be  approved  for  this 
course  of  training,  each  volunteer  must  have 
received  an  acceptable  report  from  both  his 
surgeon  and  physician  concerning  his  emo- 
tional and  physical  readiness  for  this  type  of 
activity.  Thus  far  we  have  received  approved 
applications  from  volunteers  in  Tidewater 
(which  includes  Norfolk,  Portsmouth,  New- 
port News  and  Hampton),  Northern  Vir- 
ginia, Richmond,  Harrisonburg,  Waynesboro, 
Staunton,  and  even  Bluefield,  West  Virginia. 
We  have  prospective  volunteers  from  many 
other  areas  as  well.  This  program  is  now 
working  effectively  in  four  major  areas  of  the 
State  and  our  goal  is  to  see  it  working  effec- 
tively in  all  areas  of  this  State. 
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The  administrative  aspects  of  the  program 
are  structured  thorugh  the  local  and  area  of- 
fices of  the  American  Cancer  Society.  Each 
area  has  a medical  advisor  and  a coordinator, 
who  is  a trained  ostomate,  to  insure  smooth 
function  on  the  local  level.  The  coordinator 
is  the  one  who  carries  the  process  through, 
after  you  or  a member  of  your  staff  has  con- 
tacted the  local  ACS  office.  In  communities 
where  there  is  only  one  hospital,  it  has  been 
so  arranged  with  the  nursing  staff  that  a direct 
call  may  be  made  to  the  coordinator.  The 
coordinator  then  picks  out  the  properly  trained 
volunteer  to  meet  the  specific  needs  of  the 
patient  concerned.  Possibly  your  patient  is  a 
young  lady  who  is  facing,  or  who  has  recently 
had  an  ileostomy  performed.  An  attractive, 
well  adjusted  young  lady  with  an  ileostomy 
will  then  be  sent  to  visit  this  patient.  Your 
next  patient  may  be  a man  in  his  50’s  who  has 
a colostomy  and  a man  of  about  his  age  who 
has  a colostomy  will  be  sent  to  see  him.  In 
some  areas  we  have  trained  parents  of  small 
children  who  have  required  an  ostomy,  as  they 
can  be  of  great  help  to  both  the  parents  and 
the  child  in  a like  situation. 

The  major  technical  assistance  that  is  re- 
quired for  solving  difficult  stoma  or  appliance 
problems  is  not  the  objective  of  this  program. 
These  are  professional  matters  involving  phy- 
sicians, nurses,  or  even  specially  trained  enter- 
ostomal therapists.  The  objective  of  our  re- 
habilitation program  is  clearly  the  emotional 
support  that  is  critical  to  the  patient  and  those 
bits  of  personal  advice  which  give  so  much 
confidence  to  him.  At  present  we  are  for- 
tunate in  Virginia  to  have  three  enterostomal 
therapists  who  are  of  great  help  when  special 
problems  arise.  Miss  Beryl  Evans,  R.N.,  E.T., 
operates  a stoma  clinic  in  Charlottesville  at 
the  University  of  Virginia,  Mrs.  Helen  Du- 
boise,  E.T.,  has  recently  begun  work  in  the 
Tidewater  area,  and  Miss  Elizabeth  Wright, 
E.T.,  will  soon  begin  work  in  this  specialized 
field  in  the  Richmond  area.  If  you  desire  spe- 
cial technical  assistance  of  this  type,  the  office 
of  the  Virginia  Division  of  the  ACS  can  cer- 


tainly assist  you  in  making  contact  with  the 
appropriate  individuals. 

Our  program  is  new  but  we  are  very  pleased 
with  its  progress.  The  more  volunteers  we 
have  in  each  area  of  Virginia,  the  more  effec- 
tive our  rehabilitation  program  will  be.  As  a 
physician  you  may  know  patients  with  os- 
tomies whom  you  feel  would  be  both  inter- 
ested and  suitable  candidates  for  training  in 
this  program.  This  could  be  of  great  help  to 
us  as  well  as  to  your  future  patients  who  will 
require  ostomies.  Contact  can  be  made  with 
your  local  ACS  office  by  either  your  patient  or 
your  staff,  and  we  will  pursue  this  opportunity 
from  there. 

Whether  it  be  a colostomy,  ileostomy,  ileal- 
bladder,  or  ureterostomy,  we  are  ready  to  be 
of  service  to  both  doctor  and  patient.  Al- 
though this  program  is  sponsored  and  sup- 
ported by  the  ACS,  this  service  is  available  for 
any  patient  with  an  ostomy,  no  matter  what 
the  diagnosis  may  be.  Please  help  us  help  you. 

Comment 

The  same  approach  that  has  been  employed 
so  successfully  for  the  mastectomy  patient  in 
the  “Reach  to  Recovery”  program  is  now 
paying  big  dividends  in  the  case  of  another 
type  of  patient  problem.  It  is  through  dedi- 
cated volunteers  who  share  the  same  problems 
that  the  Virginia  Division  of  the  American 
Cancer  Society  is  now  able  to  provide  this 
valuable  assistance  in  the  preoperative  and 
postoperative  care  of  our  ostomy  patients.  As 
physicians  we  have  the  full  responsibility  of 
describing  the  nature  of  the  stoma  we  plan 
to  produce  on  a prospective  patient,  and  the 
responsibility  of  solving  the  problems  that  it 
may  produce.  However,  we  can  never  pro- 
vide the  kind  of  support  that  a happy,  confi- 
dent, and  productive  ostomate  gives  by  paying 
a sympathetic  but  optimistic  preoperative  visit. 
This  volunteer  reinforces  this  support  by  fol- 
lowing through  in  the  postoperative  period 
and  giving  the  added  confidence  that  is  so 
necessary.  By  matching  the  social  features  of 
the  visitor  to  that  of  the  patient,  this  unique 
rehabilitation  service  is  particularly  effective. 
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Although  this  program  for  patient  accept- 
ance and  rehabilitation  is  sponsored  by  the 
| American  Cancer  Society,  the  common  de- 
nominator is  clearly  problem-oriented  rather 
than  disease  oriented.  It  should  be  emphasized 
that  both  the  volunteers  and  the  recipients 
of  this  service  include  many  who  have  surgical 
stomas  produced  for  other  reasons  than  the 
presence  of  cancer.  The  living  proof  that 
normal  life  is  possible  despite  the  presence  of 
an  abdominal  stoma  is  the  message  that  really 
comes  across! 

Our  author,  George  Robinson,  deserves  con- 


Clinical Center  Study  of 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  studies  of  lung 
cancer  being  conducted  by  the  National  Can- 
cer Institute’s  Radiation  Therapy  Branch  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Needed  are  patients  55  years  of  age  or 
younger  who  have  a biopsy  proven  diagnosis 
of  lung  cancer,  and  who  have  not  had  radio- 
therapy or  chemotherapy.  Inoperable  cases 
will  be  admitted  for  either  radiotherapy  or 
chemotherapy  as  indicated.  Patients  are  also 
acceptable  for  consideration  of  postoperative 
radiotherapy  following  a potentially  curative 


siderable  credit  for  the  initiation  and  organi- 
zation of  this  program  in  Virginia.  In  past 
years  he  has  been  of  great  help  in  our  educa- 
tional programs  for  medical  students  and  house 
officers.  Everyone  knows  that  there  is  no  one 
as  effective  in  such  teaching  efforts  as  the  man 
“who  owns  one”,  and  Reverend  Robinson  has 
modestly  taught  us  all  a great  deal.  This  new 
exciting  program  is  a tribute  to  his  initiative, 
his  enthusiasm,  and  his  good  will  toward  his 
fellow  man.  We  thank  him,  and  salute  both 
him  and  his  fellow  volunteers. 

The  Editors 


Patients  with  Lung  Cancer 

resection.  Under  selected  conditions,  patients 
with  known  metastatic  disease  will  be  ad- 
mitted. 

To  be  eligible  for  these  studies  patients  must 
be  able  to  undergo  necessary  diagnostic  tests 
and  initial  treatment  on  an  ambulatory  basis, 
rather  than  needing  immediate  hospitalization 
because  of  poor  general  condition. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 
write  or  telephone:  Kent  B.  Lamoureux,  M.D., 
Clinical  Center,  Room  B3B-38,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
Phone:  301-496-5457 
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Services  of  the  Consolidated  Labora- 
tories Available  to  Physicians 

The  State  Health  Department  laboratory 
was  established  by  the  General  Assembly  in 
1908  to  provide  laboratory  services  for  the 
Health  Department  and  the  medical  profes- 
sion of  the  State.  These  services  were  pro- 
vided free  of  charge.  Except  for  significant 
increases  in  the  types  of  services  offered  and 
the  number  of  specimens  received,  the  labora- 
tory system  remained  essentially  the  same  until 
the  General  Assembly  of  1972  established  the 
Division  of  Consolidated  Laboratory  Services. 
The  establishment  of  this  new  division  was  an 
effort  on  the  part  of  the  General  Assembly  to 
merge  a number  of  State-operated  laboratories 
into  one  division.  The  goal  was  not  only  to 
save  the  taxpayer  money  but  to  better  utilize 
the  talent  and  equipment  available  to  provide 
more  and  better  services  and  eliminate  dupli- 
cations. 

The  new  Division  of  Consolidated  Labora- 
tory Services  officially  came  into  existence  on 
July  1,  1972.  It  is  governed  by  a nine  man 
Operational  Board  made  up  of  representatives 
of  the  user  agencies,  that  is  the  agencies  in 
State  government  that  use  the  laboratory  to 
support  their  activities.  To  reduce  overhead 
expense,  the  Division  receives  administrative 
support  in  personnel,  fiscal  and  procurement 
areas  from  the  Health  Department. 

In  this  new  division  the  various  State-oper- 
ated laboratories  have  been  organized  into  four 
bureaus.  The  Division  Director  is  Dr.  Albert 
W.  Tiedemann.  The  four  bureaus,  each  head- 
ed by  a deputy  director,  are:  The  Bureau  of 
Product  Testing,  The  Bureau  of  Environmen- 
tal Science,  The  Bureau  of  Forensic  Science, 
and  The  Bureau  of  Microbiological  Science. 

The  Bureau  of  Product  Testing  basically 
is  made  up  of  personnel  and  functions  from  the 


Division  of  Technical  Services,  Department  of 
Agriculture  and  Commerce,  and  the  Alcoholic 
Beverage  Control  Board.  The  Bureau  of  En- 
vironmental Science  is  made  up  from  the  for- 
mer laboratories  of  the  Water  Control  Board, 
the  Air  Pollution  Control  Board,  and  the  In- 
dustrial Hygiene  and  Water  Chemistry  lab- 
oratories of  the  Health  Department.  The 
Bureau  of  Forensic  Science,  which  represents 
a new  concept  in  Virginia,  includes  the  Drug 
laboratory  from  the  Department  of  Agricul- 
ture and  Commerce  and  the  Toxicology  lab- 
oratories from  the  Health  Department’s  Office 
of  the  Chief  Medical  Examiner.  This  bureau 
will  be  greatly  expanded  to  include  a number 
of  activities  to  aid  the  law  enforcement  agen- 
cies of  the  State.  The  Bureau  of  Microbio- 
logical  Science  is  a combination  of  the  former 
Health  Department  laboratories,  the  Food  Mi- 
crobiology laboratory  from  the  Department 
of  Agriculture  and  Commerce,  and  the  Water 
Bacteriology  laboratory  from  the  Water  Con- 
trol Board.  Included  in  the  division  are  the 
former  Health  Department  branch  laboratories 
at  Luray  and  Abingdon  and  the  former  North- 
ern Virginia  Police  Laboratory  at  Fairfax. 

All  four  bureaus  will  be  housed  in  the  new 
Consolidated  Laboratory  building  at  one 
North  14th  Street  and  operation  of  existing 
branch  laboratories  will  continue.  Two  new 
regional  forensic  laboratories  are  to  be  estab- 
lished in  Roanoke  and  Norfolk. 

The  services  of  the  entire  division  are  avail- 
able to  the  public  and  private  medical  com- 
munity of  the  State.  Except  in  rare  instances, 
these  services  are  provided  without  charge  to 
any  physician  to  assist  him  in  the  diagnosis 
and  treatment  of  his  patients.  When  neces- 
sary the  combined  talents  of  several  bureaus 
will  be  brought  to  bear  in  solving  a problem. 
This  obviously  provides  a tremendous  poten- 
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rial  that  has  always  been  available,  but  hereto- 
fore was  scattered  and  difficult  to  coordinate. 
Some  of  the  services  available  from  the  division 
that  the  physician  will  find  useful  are  described 
below. 

The  Bureau  of  Microbiological  Science 
with  laboratories  in  Richmond,  Abingdon,  and 
Luray  make  over  600,000  examinations  a 
year,  the  majority  of  which  are  submitted  by 
health  departments,  hospitals,  and  private 
physicians. 

One  of  the  areas  frequently  utilized  by  the 
physician  is  our  services  available  in  Venereal 
Disease  detection.  The  increased  number  of 
cases  of  V.D.  and  some  improvements  in  the 
methods  of  detection  have  significantly  in- 
creased our  specimen  load  in  this  area.  The 
VDRL  Serological  test  for  syphilis  is  the 
standard  non-treponemal  test  used  in  routine 
screening  for  syphilis.  In  cases  of  diagnostic 
problems,  the  FTA-ABS  test  is  available.  This 
is  a treponemal  test  and  is  considered  a highly 
sensitive  and  specific  test  for  syphilis.  This 
test,  however,  is  not  intended  to  be  used  for 
routine  screening  for  syphilis. 

Another  Serological  test  in  the  area  of  Ve- 
nereal Diseases  is  the  Complement  Fixation 
test  for  lymphogranuloma  venereum  (LGV). 
This  test  detects  antibodies  to  the  LGV-psit- 
tacosis  group  of  virus  and  this  fact  must  be 
taken  into  consideration  in  interpreting  the 
results.  Smears  can  be  examined  for  evidence 
of  granuloma  inguinale  and  Haemophilus 
ducreyi.  Darkfield  examinations  are  best  done 
in  the  field  of  the  V.D.  investigators  and  is  no 
longer  available  from  the  laboratory.  Detec- 
tion of  gonorrhea  can  be  adequately  made  by 
gram  stained  smear  on  male  patients,  but  the 
newly  developed  selective  medium  is  recom- 
mended for  detection  of  the  disease  in  females. 
For  transporting  specimens  in  the  mail  to  the 
laboratory,  a selective  media  called  “Trans- 
grow”  is  available  from  the  laboratory  or  the 
local  health  department.  In  addition  to  the 
medium  contained  in  the  bottle,  it  also  con- 
tains carbon  dioxide  to  encourage  growth  of 
the  gonorrhea  organism.  Therefore,  the  bottle 
must  be  held  in  a vertical  position  when  inocu- 


lating the  medium.  The  medium  helps  the 
sensitive  gonorrhea  organisms  to  survive  the 
trip  to  the  laboratory. 

In  other  areas  of  bacteriology,  the  labora- 
tory examines  throat  swabs  for  group  A Beta 
Hemolytic  Streptococcus,  coagulase  positive 
staphylococcus  aureus  and  Cory  neb  acterium 
diphtheriae.  Salmonella  and  Shigella  are  iso- 
lated from  fecal  specimens  and  occasionally 
food  and  water.  Our  mycobacteriology  lab- 
oratory can  isolate  and  identify  M.  tubercu- 
losis as  well  as  the  atypical  mycobacterium. 
Drug  sensitivity  tests  are  also  available  on  the 
mycobacterium. 

The  microbiology  laboratory  has  the  capa- 
bility of  identifying  most  of  the  bacteria  in- 
volved in  human  disease.  Our  special  bacteri- 
ology unit  serves  as  a reference  laboratory  to 
assist  hospitals  and  private  physicians  by  iden- 
tifying bacteria  isolated  in  their  laboratory. 
This  may  include  serotyping  Salmonella  or 
phage  typing  staphylococcus  to  aid  in  epi- 
demiological investigations. 

The  parasitology  section  examines  fecal 
specimens  for  ova  and  parasites  as  well  as  cello- 
phane tape  preparations  for  pinworms.  A 
special  kit  is  available  when  amebiasis  or  other 
protozoan  diseases  are  suspected. 

A long  list  of  serological  tests  for  antibodies 
to  various  agents  is  available.  We  will  mention 
only  a few  here:  the  traditional  febrile  diseases 
tests,  infectious  mononucleosis,  ASO,  trichi- 
nosis, leptospirosis,  toxoplasmosis,  histoplasmo- 
sis, blastomycosis,  coccidioidomycosis,  Rocky 
Mountain  spotted  fever  group,  typhus,  and 
My  coplasma  pneumonia.  Serological  tests  for 
a number  of  viral  agents  are  available  such  as 
influenza,  parainfluenza,  RS,  EEE,  SLE,  VEE, 
mumps,  measles,  rubella,  polio,  CMV,  adeno- 
virus, and  HS.  Paired  acute  and  convalescent 
specimens  are  generally  required  for  serological 
tests  for  these  viral  agents  since  diagnosis  is 
based  on  a change  in  titer  between  the  two 
specimens.  Paired  specimens  are  recommended 
on  all  serological  tests  for  maximum  utilization 
of  the  information  provided  by  the  test. 

The  mycology  laboratory  examines  hair, 
skin  and  nails,  and  body  fluids  for  fungus  as 
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well  as  makes  identifications  of  fungus  cultures 
submitted  by  hospitals  and  physicians’  offices. 

The  virology  laboratory,  in  addition  to 
making  a number  of  serological  tests  men- 
tioned above,  has  the  capability  of  isolating 
and  identifying  most  of  the  viral  agents  in- 
volved in  human  diseases  found  in  this  area. 
Because  of  the  time  involved  in  the  isolation 
and  identification,  these  viral  isolations  are 
useful  mainly  as  epidemiological  tools  in  de- 
termining the  cause  and  extent  of  a viral  dis- 
ease. As  a general  rule,  specimens  for  virus 
isolation  must  be  submitted  to  the  laboratory 
frozen  and  by  the  most  rapid  means  available. 

One  viral  disease  that  requires  special  com- 
ment here  is  rabies.  A number  of  cases  of 
rabies  are  diagnosed  each  year  among  the  wild 
and  domestic  warm-blooded  animals  in  Vir- 
ginia. Animals  suspected  of  rabies,  particu- 
larly in  cases  of  human  exposure,  should  be 
submitted  to  the  laboratory  as  soon  as  possible. 
Large  animals  should  be  decapitated;  small 
animals  such  as  squirrels,  chipmunks,  bats,  etc., 
may  be  submitted  intact.  The  specimen  should 
not  be  frozen,  but  submitted  refrigerated  with 
wet  ice  or  packages  of  refrigerant.  All  posi- 
tives are  reported  by  phone  to  the  local  health 
department  or  the  physician  involved  or  both. 

Samples  of  food  or  drink  suspected  of  caus- 
ing food  poisoning  are  examined  by  the  Bu- 
reau of  Microbiological  Science.  Assistance  in 
investigating  the  outbreak  can  be  obtained 
from  the  local  health  department,  the  State 
Epidemiologist  in  the  Health  Department,  or 
the  Food  Regulatory  Section  in  the  Depart- 
ment of  Agriculture  and  Commerce. 

Samples  of  water  for  drinking  are  examined 
bacteriologically  according  to  methods  recom- 
mended by  the  EPA.  All  public  supplies  are 
routinely  examined.  If  a private  well  is  to  be 
examined,  the  local  health  department  sani- 
tarian should  be  consulted.  He  can  not  only 
collect  a sample  for  analysis,  but  examine  the 
well  for  evidence  of  possible  sources  of  con- 
tamination. Tests  for  fecal  coliform  are  also 
available  on  recreation  waters  to  determine 
their  acceptability. 


Testing  of  newborn  infants’  blood  for  evi- 
dence of  phenylketonuria  is  required  by  Vir- 
ginia law.  This  screening  test  as  well  as  follow- 
up tests  on  children  with  the  disease  is  done 
in  the  Microbiological  Science  laboratory. 

A screening  test  for  diabetes  is  available 
from  this  bureau  also.  This  test  uses  the 
unopette  and  requires  only  20  micro  liters  of 
blood  which  can  be  obtained  by  a finger  punc- 
ture. Care  must  be  taken  to  assure  that  the 
collecting  pipette  contains  the  correct  amount 
of  blood,  otherwise  the  results  will  be  difficult 
to  interpret. 

The  above  are  primarily  the  services  the 
State  Health  Department  laboratory,  now  the 
Bureau  of  Microbiological  Science,  has  pro- 
vided in  the  past.  In  addition  to  this,  the  fol- 
lowing are  some  examples  of  services  available 
from  other  bureaus  in  the  consolidated  lab- 
oratory. 

The  Bureau  of  Product  Testing  has  the 
capacity  of  testing  materials  for  pesticides  and 
other  hazardous  substances.  This  may  involve 
unknown  dry  materials  or  liquids  for  the  pres- 
ence of  these  substances.  If  the  material  is 
normally  perishable,  it  should  be  submitted 
frozen  to  prevent  deterioration  in  transit.  This 
bureau  also  examines  commercially  prepared 
food  and  drink  for  filth  and  adulteration.  Here 
also,  if  the  material  is  normally  perishable  it 
should  be  submitted  refrigerated  or  frozen. 

The  Bureau  of  Environmental  Science  can 
examine  drinking  water  for  such  chemicals 
as  sodium,  nitrates,  fluoride,  heavy  metals  or 
for  other  chemicals  that  the  physician  may 
need  in  the  treatment  of  his  patients. 

Tests  for  lead  are  available  on  chips  of  paint, 
pottery  or  other  materials  suspected  of  con- 
taining lead.  Usually  the  pottery  is  not  sig- 
nificantly damaged  by  the  testing  and  can  be 
returned  to  the  owner  for  uses  other  than 
containing  food  or  drink.  Blood  lead  deter- 
minations are  also  available.  The  blood  speci- 
men must  be  collected  in  a lead  free  tube. 
Those  planning  to  use  this  service  should  con- 
sult with  the  laboratory  for  recommendations 
on  collection  tubes. 
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The  Bureau  of  Forensic  Science  Toxicol- 
ogy laboratory  is  capable  of  analyzing  biologi- 
cal samples  for  the  identification  and  quanti- 
tation of  alcohols,  various  drugs,  poisons,  toxic 
gases,  and  toxic  metals.  This  bureau  also 
examines  drugs  submitted  through  the  State 
Board  of  Pharmacy  for  quality  control  as  well 
as  examination  of  materials  for  illegal  drugs. 
These  latter  services,  although  primarily  used 
by  law  enforcement  and  Board  of  Pharmacy 


agents,  are  also  available  to  the  medical  com- 
munity. 

This  is  certainly  not  an  exhaustive  list  of 
services  available  from  the  new  Division  of 
Consolidated  Laboratory  Services,  but  does 
give  a broad  picture  of  the  capabilities  of  the 
laboratory.  Special  or  unusual  samples  re- 
ferred to  the  Division  should  be  accompanied 
by  details  on  source  of  sample  and  suspected 
problem. 


Physicians  Run  the  Risk 

Physicians  run  the  risk  of  being  subjected  to  retroactive  denial  of  Medicare 
benefits  unless  they  are  able  to  provide  acceptable  documentary  evidence 
substantiating  dates  of  their  hospital  visits,  the  AMA  warns.  As  a precau- 
tionary measure,  the  AMA  urges  physicians  to  “make  sure  that  there  is  an 
entry  on  the  hospital  record  for  each  patient  substantiating  the  date  of  each 
visit.”  To  guide  physicians  the  AMA  has  developed  an  informational  state- 
ment based  on  Medicare  rules  and  verified  by  the  Bureau  of  Health  Insur- 
ance. Write  the  Division  of  Medical  Practice,  AMA. 


Emergency  Loan  Program 

Emergency  loan  program  jointly  established  by  the  Pennsylvania  Medical 
Society  and  the  AMA  helped  nearly  150  flood-stricken  physicians  reestablish 
their  practices.  PMS  and  AMA  allocated  $300,000  each  to  provide  interest- 
free  loans  of  up  to  $5,000  to  physicians  whose  offices  were  damaged  by 
Hurricane  Agnes. 


Volume  100,  February,  1973 


167 


Medicare  B.... 


CURTIS  J.  KELLY,  JD 


Disclosure  of  Carrier  Charge  Profiles  to 
Physicians 

Disclosure  of  information  under  the  Medi- 
care program,  as  under  all  Social  Security  Ad- 
ministration programs,  is  strictly  limited  by 
statute  and  pertinent  regulations.  Among  the 
limited  situations  under  which  Medicare  infor- 
mation may  be  released  to  members  of  the  pub- 
lic are  those  where  disclosure  will  not  reveal 
tolerance  rules  essential  to  effective  program 
administration,  nor  constitute  the  release  of 
information  about  a beneficiary  or  other  pro- 
gram participant  to  persons  without  a legal 
interest,  nor  involve  an  unwarranted  expendi- 
ture of  public  funds  without  serving  a com- 
mensurate public  purpose. 

The  regulations  do  not  permit  the  general 
disclosure  of  information  about  allowable 
charge  levels  for  physician  services  which  are 
used  in  the  processing  of  health  insurance 
claims  under  the  statutory  concept  of  “reason- 
able charge”.  To  make  public  the  tolerance 
rules  which  apply  in  the  development  and 
adjudication  of  claims  would  render  those 
rules  ineffective  as  screening  devices. 

Intermediaries  and  carriers,  however,  have 
been  instructed  that  they  may  release  an  in- 
dividual physician’s  recorded  customary  charge 
upon  his  request,  but  only  if  (1)  the  request 
relates  to  a specific  service  furnished  to  a 
specific  patient,  (2)  the  physician  has  ac- 
cepted the  patient’s  assignment,  and  (3)  the 
release  of  the  customary  charge  would  not 
disclose  the  prevailing  charge  level  for  that 
service.  In  non-assignment  cases,  the  basis 
for  the  Medicare  payment  decision  cannot  be 
disclosed  to  the  physician,  since  he  has  estab- 
lished no  legal  interest  in  the  payment  rela- 
tionship between  Title  XVIII  and  the  bene- 
ficiary. 

President  Nixon  signed  HR  1,  the  Social 
Security  Amendments  of  1972,  into  law  on 


Monday,  October  30,  1972,  and  so  put  to 
rest  much  speculation  as  to  the  likelihood  of 
a veto.  Despite  the  fact  that  the  Conference 
Committee  version  of  the  bill  was  considerably 
“stripped  down”  from  the  legislation  that 
passed  the  Senate,  the  law  as  signed  contains 
many  changes.  The  changes  have  varying 
effective  dates  ranging  from  the  enactment 
date  to  July  1,  1976. 

It  will  undoubtedly  take  months  for  the 
amendments  to  be  reflected  in  the  official  pub- 
lications, regulations,  manuals,  etc.  As  they 
are  published,  we  will  summarize  them  for 
your  review. 

Some  of  the  changes  reflected  in  the  amend- 
ment include: 

( 1 ) Effective  7/1/73  under  requirements 
to  be  specified  by  the  Secretary,  Medicare 
coverage  is  extended  to  those  under  65  who 
are  currently  or  fully  insured  or  entitled  to 
monthly  Social  Security  benefits,  and  to  the 
spouses  and  dependent  children  of  such  in- 
dividuals, who  require  hemodialysis  or  renal 
transplantation  for  chronic  renal  disease. 

(2)  The  law  provides  for  recognition  of 
a licensed  optometrist  as  a physician,  but 
only  for  the  purpose  of  attesting  to  a bene- 
ficiary’s need  for  prosthetic  lenses.  Effective 
10/30/72. 

(3)  Coverage  for  services  of  Chiroprac- 
tors for  services  of  manual  manipulation  of 
the  spine  subject  to  standards  to  be  estab- 
lished by  the  Secretary.  Effective  date 
7/1/73.  ' 

(4)  Outpatient  speech  pathology  services 
are  covered  subject  to  certain  requirements. 
Effective  date  1/1/73. 

(5)  Coverage  is  provided  for  colostomy 
bags  and  supplies  directly  related  to  colos- 
tomy care.  Effective  date  10/30/72. 

(6)  The  Part  B Medicare  Deductible  is 
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increased  from  $50.00  to  $60.00.  Effective 
1/1/73. 

(7)  The  Medicare  B “Fair  Housing”  is 
authorized  only  when  the  amount  in  con- 
troversy is  $100.00  or  more.  Effective  with 


respect  to  claims  filed  in  or  after  October 
1972. 

(8)  Provisions  for  the  establishment  of 
Professional  Standards  Review  Organiza- 
tions (PSRO’s)  were  made. 


Frostbite  Season  Is  Here  Again 


Frostbite  is  an  important  health  hazard  each 
winter  in  most  parts  of  the  country. 

The  American  Medical  Association  reports 
that  true  frostbite  means  that  the  tissues  are 
frozen.  Crystals  of  ice  form  between  the  cells. 
Nerves,  muscles  and  blood  vessel  tissues  are 
the  most  susceptible.  Frostbite  can  happen 
before  you  know  it,  and  it  isn’t  necessary  for 
the  temperature  to  be  excessively  low.  The 
wind  plays  an  important  role.  The  chilling 
effect  of  air  at  20  degrees  moving  at  45  miles 
an  hour  is  the  same  as  40-below-zero  air  on  a 
still  day. 

One  of  the  dangers  of  frostbite  is  that  you 
often  don’t  feel  it.  First  thing  you  know  is 
that  someone  else  notices  that  your  ear  or  nose 
is  turning  white.  The  frozen  part  becomes 
hard  to  the  touch,  and  loses  feeling.  Many 
sports  leaders  advocate  a buddy  system  for 
outdoor  winter  sports;  two  persons  are  paired 
off,  each  watching  the  other  for  signs  of  frost- 
bite. 

To  prevent  frostbite,  first  be  certain  that 
you  are  properly  dressed  for  the  temperature. 


Avoid  overexertion  and  excessive  perspiration. 
Avoid  contact  of  bare  flesh  with  cold  metal. 
Don’t  drink  alcohol  or  smoke. 

In  first  aid  for  frostbite,  forget  the  old  saw 
about  rubbing  the  affected  part  with  snow, 
and  also  forget  the  completely  invalid  caution 
against  rapid  thawing.  Also,  don’t  massage 
or  rub  the  frozen  part.  Don’t  touch  it  at  all. 

Begin  a rapid  rewarming  as  soon  as  possible. 
A hot  bath  is  excellent,  but  avoid  scalding. 
Hot  wet  towels  will  help,  changed  frequently 
and  applied  gently.  If  no  fire  or  hot  water  is 
at  hand,  place  the  patient  in  a sleeping  bag,  or 
cover  with  coats  and  blankets.  Hot  liquids 
will  help  raise  the  body  temperature. 

For  any  frostbite,  even  a mild  case,  prompt 
medical  attention  is  important.  The  depth  and 
degree  of  the  frozen  tissue  cannot  be  readily 
ascertained,  and  the  treatment  will  vary  with 
the  severity  of  the  injury. 

Dress  properly  and  use  common  sense  about 
exposure  in  severe  cold,  and  most  cases  of 
frostbite  can  be  avoided. 
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President Mrs.  William  J.  Reardon 

President-Elect. . .Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice-President Mrs.  William  Gordge 

2nd  Vice-President Mrs.  Wallace  Baker 

3rd  Vice-President . . .Mrs.  M.  Pinson  Neal,  Jr. 
Corresponding  Secretary . Mrs.  Hans  Klapproth 

Recording  Secretary Mrs.  Richard  Clark 

Treasurer Mrs.  Harold  Williams 

Directors Mrs.  David  B.  Hill 

Mrs.  Reuben  F.  Simms 

Mrs.  Joseph  M.  Straughan 

Health  Education 

Since  there  is  a multiplicity  and  duplication 
of  programs  the  county  auxiliaries  could  work 
with  the  existing  agencies  and  strengthen  those 
programs  already  in  effect.  Doctors’  wives 
are  presently  active  in  many  of  these  groups 
and  by  working  with  them  as  representatives 
of  the  medical  auxiliary,  we  can  make  others 
aware  of  our  community  interest  and  the  vol- 
unteer hours  we  contribute. 

The  library  system  has  funded  programs 
needing  volunteers.  Mrs.  William  Reardon, 
President  of  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia,  has  designated 
the  TALKING  BOOKS  program  as  a special 
project  this  year.  Miss  Dena  Wilson,  Librarian 
for  the  Virginia  State  Library  for  The  Blind 
and  Physically  Handicapped,  spoke  at  the 
board  meeting  at  the  State  convention  in  Wil- 
liamsburg. Volunteers  can  identify  and  inform 
eligible  children  and  adults  of  the  program, 
aid  patients  in  applying  and  supplying  infor- 
mation by  taking  calls  in  the  library,  and  de- 
liver and  explain  the  operation  of  the  machines 
to  the  patients.  In  addition,  auxiliary  members 
could  help  the  doctors  become  aware  of  this 
service  by  supplying  information  for  the  of- 
fice for  reading  and  mailing.  TALKING 
BOOKS  is  funded  by  State  and  federal  funds. 
The  only  requirement  is  a statement  from  the 
patient’s  doctor  stating  his  disability  for  eli- 
gibility. The  program  is  already  in  effect  in 
some  areas  of  the  State.  The  auxiliary  should 


contact  the  local  librarian  or  if  the  service  is 
not  available  contact  Miss  Wilson  at  3003 
Parkwood  Avenue,  Richmond,  23221.  Her 
goal  is  to  make  it  available  to  all  libraries  in 
Virginia. 

The  Arlington  County  Library  has  asked 
the  auxiliary  to  coordinate  a health-education 
program  for  them.  They  were  very  concerned 
about  young  girls,  between  the  ages  of  eight 
and  eighteen,  who  were  baby  sitters  during 
the  summer  months.  A common  occurrence 
was  for  the  sitter  to  bring  the  child  or  children 
into  the  library  during  the  hot  weather  to  find 
a cool  place.  Frequently  the  child  was  pulled 
along  in  a stroller,  buggy,  or  by  hand  with  a 
bottle  of  stale  milk.  The  sitter  had  no  interest 
in  the  library  or  her  child  and  frequently  had 
no  knowledge  of  her  care  and  responsibility. 
In  an  effort  to  remedy  this  situation,  there  will 
be  six  sessions  held  on  consecutive  Saturday 
mornings  in  the  library.  The  participants  will 
be  trained  by  representatives  of  various  agen- 
cies of  the  county,  and  will  be  awarded  a 
certificate  by  the  auxiliary  if  she  attends  all 
sessions.  She  can  present  this  for  future  em- 
ployment. The  county  libraries  are  informa- 
tion centers  and  offer  numerous  opportunities 
for  community  projects. 

The  Cancer  Society  has  package  programs 
that  would  be  ideal  for  auxiliaries.  One  such 
program  is  for  self  examination  of  the  breast 
for  mothers  and  their  daughters  of  high  school 
age.  A hospital  clinic  not  being  used  on  a 
Saturday  morning  would  offer  a professional 
atmosphere  with  a doctor  and  nurse  in  at- 
tendance. Information  for  this  is  available 
from  the  Society  at  3218  West  Cary  Street, 
Richmond,  23221. 

In  February  the  Cancer,  Heart  and  Tuber- 
culosis Associations  of  Northern  Virginia  are 
sponsoring  a smoking  cessation  clinic.  The 
auxiliaries  will  furnish  recorders  for  the  group 
sessions.  The  recorder  may  also  be  one  who 
wants  to  quit  smoking. 
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The  Dietetic  Association  has  many  sugges- 
tions and  ideas  for  programs  on  nutrition.  The 
Northern  Virginia  Dietitian’s  Association  is 
assisting  in  planning  a nutrition  program  for 
the  community  on  Saturday,  April  7,  1973, 
from  10-12  Noon.  This  program  is  being  co- 
sponsored with  the  Virginia  Council  on  Health 
and  Medical  Care.  The  Council  has  many  re- 
sources available  to  us  for  health  education 
programs.  They  sponsor  several  programs  each 
year,  any  of  which  would  fit  into  an  auxiliary 
program. 

The  Northern  District  Junior  Woman’s 
Clubs  of  the  Virginia  Federation  of  Woman’s 
Clubs  has  offered  to  do  the  publicity  for  the 
April  meeting.  The  District  PTA  Association 
will  make  contacts  with  the  schools. 

The  moderator  for  the  panel  discussion  on 
April  7 will  be  Mrs.  Mildred  Randall,  Regis- 
tered Dietitian,  Professor  of  Nutrition  for  the 
School  of  Nursing  at  American  University. 
She  is  Chairman  of  the  Committee  on  Nutri- 
tion Education  for  the  Mayor’s  Commission 
of  Food,  Nutrition  and  Health  in  Washing- 
ton, D.  C.  In  addition,  Mrs.  Randall  is  the 
Nutrition  Consultant  for  the  Asbury  Method- 
ist Nursing  Home  in  Gaithersburg,  Maryland. 
She  is  assisting  in  selecting  the  panel.  At  this 
time  there  is  a possibility  of  securing  live 
coverage  for  this  program  from  WNVT-TV, 
Channel  53,  at  the  Northern  Virginia  Com- 
munity College. 

The  use  of  Cable  TV  should  be  investigated 
for  educational  programs.  It  is  available  in 
certain  areas  of  the  state  and  being  planned  in 
others.  By  this  media,  programs  can  benefit  the 
entire  State  at  little  expense  to  coordinators. 

The  Dietitians  are  also  helping  plan  a 
nutrition  program  for  elementary  school  chil- 
dren. Rats  will  be  fed  specific  diets,  one  of 
which  will  be  the  lunch  from  the  school  cafe- 
teria. This  five  week  project  will  be  held  in 
the  fall. 

In  October  the  Woman’s  Auxiliary  and  The 
Medical  Foundation  of  the  Arlington  County 
Medical  Society  sponsored  a panel  discussion 
for  the  community  on  DEPRESSION  IN 


WOMEN.  The  response  to  this  was  evidence 
that  people  wanted  to  understand  depression, 
including  women  under  age  thirty,  and  that 
the  public  wanted  physician  participation  in 
these  programs.  The  panel  discussion  was 
moderated  by  a Family  Systems  Psychiatrist. 
The  other  panel  members  included  an  obste- 
trician-gynecologist who  discussed  the  Physi- 
ology of  Depression;  another  Family  Systems 
Psychiatrist  who  discussed  the  Effects  of  the 
Depressed  Woman  in  Family  Relationships; 
and  the  Chief  of  Research  in  Statistics,  Wom- 
en’s Bureau,  Department  of  Labor  who  dis- 
cussed Some  Alternatives  to  Depression. 
Following  the  discussion,  written  questions 
were  submitted  by  the  audience  and  discussed 
by  the  panel. 

Some  doctors  are  placing  copies  of  this  pro- 
gram in  their  offices  for  anyone  interested  and 
finding  them  disappearing.  The  University  of 
Virginia  School  for  Continuing  Education, 
Northern  Center,  has  ordered  125  copies  for 
their  Nurses’  Spring  Seminar  on  Mental 
Health.  The  Northern  Virginia  Dietetic  As- 
sociation has  requested  a physician  to  discuss 
more  in  detail  the  Effects  of  Sodium  in  the 
Diet  in  relation  to  depression.  This  program 
will  be  a credit  course  for  dietitians.  Since 
there  was  much  response  to  this  topic,  the 
Arlington  County  Auxiliary  is  having  a 
WORRY-IN  next  fall.  Those  attending  this 
will  be  assigned  to  discussion  groups  led  by 
physicians. 

An  art  historian  is  researching  ART  AND 
DEPRESSION  and  a 25  minute  slide  pre- 
sentation will  be  available  for  community  pro- 
grams in  February. 

All  of  these  programs  are  involved  with  oth- 
er organizations  in  the  community.  These 
groups  were  delighted  to  have  the  interest  of 
the  Doctor’s  wives.  This  is  a small  investment 
in  public  relations  in  a time  when  our  husbands 
are  offering  the  best  in  medical  care,  while 
at  the  same  time  are  subject  to  growing 
criticism. 

Mrs.  Charles  G.  Smith 

Chairman , Health  Education 
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Abortions,  Fallacies  and  Pitfalls 

THE  INCREASING  LIBERALIZATION  of  abortion  laws  has  raised 
serious  questions  in  the  medical  community.  Some  of  the  premises  in- 
volved in  the  changing  attitudes  towards  terminating  pregnancies  have  to  be 
examined. 

The  concept  that  abortion  is  only  a matter  between  the  physician  and  the 
mother,  without  involving  either  the  father  or  society  at  large,  has  been 
widely  accepted  but  is  open  to  challenge.  Certainly  the  fetus  is  not  an  integral 
part  of  the  mother  but  rather  has  a host-parasite  relationship  to  her.  Thus 
the  idea  “that  a woman  has  the  right  to  dispose  of  part  of  herself”  is  com- 
pletely fallacious,  and  society  must  assume  responsibility  for  the  unborn 
human.  The  argument  that  the  overwhelming  population  explosion  in  the 
United  States  justifies  easy  abortions,  falls  down  when  we  study  the  results 
of  the  last  census,  which  prove  that  the  population  of  America  is  barely 
increasing  by  one  per  cent  a year. 

Next,  the  point,  which  is  frequently  made,  that  unwanted  children  do  not 
find  a useful  place  in  society  must  be  refuted  on  two  counts.  Primarily,  so- 
ciety cannot  exterminate  human  life  only  on  the  basis  of  merit  or  suitability, 
or  else  Hitlerian  principles  of  eliminating  “undesirables”  such  as  Jews, 
Gypsies,  Poles,  etc.,  would  become  the  norm.  Secondly,  many  an  “un- 
wanted” child  has  become  a very  happy  and  useful  citizen,  either  by  accept- 
ance from  his  natural  mother  or  by  adoptive  processes. 

Thus,  while  not  denying  truly  medical  indications  for  abortion,  such  as 
incest,  rape  or  serious  damage  to  the  mother’s  health,  we  believe  that  abor- 
tion purely  on  the  mother’s  whim  would  represent  a grave  challenge  to  our 
respect  for  human  life,  as  expressed  by  those  Judeo-Christian  principles 
which  have  sustained  our  society  over  the  centuries. 


W.  L.  Weyl,  M.D. 


The  "Zero  Draft  Environment" 

EVER  SINCE  THE  END  OF  WORLD  WAR  II  a group  of  civilian  phy- 
sicians  have  met  each  fall  in  Washington  to  hear  about  the  current  status 
of  medicine  in  the  Armed  Services.  It  is  a pleasant  break  from  the  usual 
routine  of  day-to-day  practice  and  an  opportunity  to  learn  about  the  many 
medical  problems  that  arise  in  time  of  war  and  the  various  methods  that  have 
been  developed  to  deal  with  them.  The  civilian  physicians  have  learned  much 
from  the  meetings  that  has  proved  to  be  of  value  in  their  practices.  The 
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consultants  on  the  other  hand  have  aided  the  military  by  suggesting  and  im- 
plementing teaching  programs  for  the  younger  medical  officers. 

The  number  of  warfare  casualties  have  fortunately  sharply  lessened  dur- 
ing the  past  year  and  no  movies  or  talks  dealing  with  clinical  matters  were 
given  this  November.  But  the  ending  of  the  draft  has  posed  a new  set  of 
problems  in  military  and  medical  circles.  A volunteer  army  will  require 
concessions  and  benefits  in  order  to  induce  young  men,  and  especially  recent 
medical  graduates,  to  enter  the  services  on  either  a temporary  or  permanent 
basis.  All  of  the  speakers  at  the  meeting  dealt  with  various  aspects  of  this 
problem. 

These  topics  did  not  prove  as  exciting  or  stimulating  as  in  former  confer- 
ences, and  at  times  the  writer  found  his  mind  wandering  from  the  subject 
at  hand.  He  became  increasingly  aware  of  sophisticated  cliches  that  had 
found  their  way  into  the  language  of  virtually  all  of  the  medical  officers  on 
the  program.  The  governmental  releases  have  been  guilty  of  a gobbledygook 
all  their  own  for  years,  but  this  is  a relatively  new  development  in  medical 
circles. 

In  an  effort  to  determine  just  how  all-pervasive  this  had  become  the  writer 
made  notes  of  a few  of  the  more  outstanding  examples  during  a 15  minute 
address  by  an  Army  medical  colonel.  His  opening  remarks  were  directed 
to  changes  that  will  result  from  the  new  zero  draft  environment.  He  really 
meant  the  new  volunteer  army.  There  were  several  references  to  health 
delivery  skills  and  one  measured  skill  to  measured  target.  Walk-in  patients 
added  to  already  high  intensity  problems.  There  were  two  overkills  but 
only  one  imput.  The  expanding  role  of  the  nurse  and  the  technician  appeared 
reasonable  but  the  functioning  spectrum  that  immediately  followed  was 
disturbing. 

The  writer  had  been  aware  of  higher  and  lower  skill  levels  for  years  but 
never  had  they  been  so  tersely  put.  Stressful  needs  requiring  a surveilla?ice 
approach  were  thought-provoking.  Professional  directorates , resource  cate- 
gories and  team  effort  activities  were  taken  in  stride.  Skill  levels , skill  entities 
and  high  intensity  skills  all  surfaced  together.  In  closing  we  were  left  with 
decision  making  processes  and  operating  sophistication.  There  were  a num- 
ber of  other  notable  examples  but  they  crowded  so  rapidly  on  each  other 
that  it  was  impossible  to  record  them  all  for  posterity. 

Following  the  colonel’s  address  it  was  a relief  to  hear  from  Richard  S. 
Wilbur,  M.D.,  Assistant  Secretary  of  Defense  (Health  and  Environment), 
who  spoke  on  “Progress  Since  the  Last  Meeting”.  He  used  old-fashioned 
conversational  English  that  came  through  clear  and  understandable.  It  was 
a pleasure  to  hear  him  and  there  was  no  need  for  a glossary.  Perhaps  he  had 
not  been  in  the  Department  of  Defense  long  enough  to  become  contaminated 
but  it  was  nicer  to  believe  that  he  simply  was  not  bucking  for  a promotion. 

IT  J.  W. 
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Calendar  of  Events 


News 


Stoneburner  Lecture  Series— “Clinical  Urology  1973”— Sponsored  by  Division 
of  Urology,  Medical  College  of  Virginia— Richmond— February  22-23,  1973. 
Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Department  of  Legal 
Medicine  and  Health  and  Hospital  Administration,  Medical  College  of  Vir- 
ginia—Richmond— March  9,  1973. 

Norfolk  General  Hospital— Annual  Medical  Symposium— GI  Bleeding,  Scien- 
tific Writing,  Infectious  Diseases,  Medical  Genetics  and  Sex  Counseling  and 
Medical  Economics— Norfolk— March  9-10,  1973. 

National  Conference  on  Rural  Health— Statler  Hilton  Hotel— Dallas,  Texas- 
March  29-30,  1973. 

Tri-State  Medical  Association— Annual  Convention— Charleston,  South  Caro- 
lina—March  2 9- April  1,  1973. 

Pediatrics  Day— Sponsored  by  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia—Richmond— April  6,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye, 
Ear,  Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 
Joint  Commission  on  Accreditation  Workshop— Sponsored  by  Virginia  Hospital 
Association  and  The  Adedical  Society  of  Virginia— Sheraton  Inn,  Military  Cir- 
cle—Norfolk— April  17,  1973. 

Medical  Ethics — National  Conference  sponsored  by  Judicial  Council  of  Ameri- 
can Medical  Association — Washington  Hilton  Hotel— Washington,  D.  C.— 
April  26-28,  1973. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Departments  of  Medi- 
cine, Microbiology,  Pathology,  Pediatrics  and  Division  of  Infectious  Diseases 
of  the  Medical  College  of  Virginia— Richmond— May  7-8,  1973. 

Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Adotor 
Inn— Fredericksburg— May  22-24,  1973. 

Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia— 
Richmond— May  25,  1973. 

Annual  Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic 
Surgery— Medical  College  of  Virginia— Richmond— June  1,  1973. 

American  Electroencephalographic  Society— Annual  Meeting— Statler  Hilton 
Hotel— Boston,  Massachusetts — June  15-16,  1973. 

American  Medical  Association— Annual  Meeting— New  York- — June  23-28,  1973. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid  con- 
flicts but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine. . .is . . . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice  ” 

-George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product? 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs! 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 


One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratabie”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de 
of  money.  I wish  we  cou 
agree  on  a “grandfath 
clause”  approach  to  prep 
rations  that  have  been  in  u 
for  a number  of  years  ai 
that  have  an  apparent 
satisfactory  track  record.. 

For  example,  I thiii 
some  of  the  antibiotic  cor 
binations  that  were  tak<j 
off  the  market  by  the  F 
performed  quite  well.  I a 
thinking  particularly 
penicillin  - streptomyc 
combinations  that  patier 
— especially  surgical  p 
tients  — were  given  in  o 
injection.  This  made  f 
less  discomfort  for  the  p 
tient,  less  demand  ( * 
nurses’  time,  and  few 
opportunities  for  dosa  • 
errors.  To  take  suchj. 
preparation  off  the  mark 
doesn't  seem  to  be  gO'; 
medicine,  unless  actual  i 
age  showed  a great  deal  ( 
harm  from  the  injectioj, 
(rather  than  the  prop) 
use)  of  the  combination. 

The  point  that  should  ■ 
emphasized  is  that  the 
are  both  rational  and  irr 
tional  combinations.  T 
real  question  is,  who  shou 
determine  which  is  whic 
Obviously,  the  FDA  mi 
play  a major  role  in  mai 
ing  this  determination 
fact,  I don’t  think  it  c; 
avoid  taking  the  ultima 
responsibility,  but  it  shou 
enlist  the  help  of  outsf 
physicians  and  experts 
assessing  the  evidence  ai 
in  making  the  ultimate 


cision. 
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Maker  of  Medicine 


\V.  Clarke  Wescoe,  M.D. 
President 

Winthrop  Laboratories 


If  two  medications  are 
used  effectively  to  treat  a 
: certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  he 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert” 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose” 
lonly  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
I rarest  of  circumstances 
i does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
lescribe  a combination 
product  as  rational  or  irra- 
ional. 

Take  antibiotic  mixtures, 
he  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  he  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  hut  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington , D.C.  20005 


MINOCIN  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.t 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /'kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  (“Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings’’).  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
“Warnings.”)  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


* Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection.  fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


New  Members. 


The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  November: 

Jesse  Francis  Amos,  M.D.,  Rocky  Mount 
John  R.  Anderson,  M.D.,  Roanoke 
Elmer  C.  Bigley,  Jr.,  M.D.,  Alexandria 
Patrick  Declan  Burke,  M.D.,  Culpeper 
Mary  D.  Colony,  M.D.,  Falls  Church 
Mixon  Milford  Darracott,  M.D.,  Staunton 
Donald  Irvin  Davis,  M.D.,  Alexandria 
Jachin  Boaz  Davis,  M.D.,  White  Stone 
Wirt  Lee  Davis,  M.D.,  Richmond 
Andrew  Anthony  DelSordo,  M.D., 
Richmond 

Larry  Charles  Fried,  M.D.,  Richmond 
Harold  Louis  Goldman,  M.D.,  Richmond 
Humberto  Gomez,  M.D.,  Richmond 
Roberto  K.  Greenlaw,  M.D.,  Earlysville 
Randolph  M.  Halloran,  M.D.,  Richmond 
Norman  S.  Harris,  M.D.,  Lynchburg 
Hugh  Richard  Howell,  M.D.,  Richmond 
Grisha  Jarandeh,  M.D.,  Alexandria 
George  Kriegman,  M.D.,  Richmond 
John  Robert  Lacey,  M.D.,  White  Stone 
John  Dennis  Landis,  M.D.,  Front  Royal 
Frank  Smith  Mancuso,  M.D.,  Portsmouth 
Augusto  Julio  Martinez,  M.D.,  Richmond 
Edward  D.  Martirosian,  M.D.,  Richmond 
Clifton  L.  Parker,  M.D.,  Richmond 
Franklin  Jay  Pepper,  M.D.,  Alexandria 
David  Nelson  Pfohl,  M.D., 

Washington,  D.  C. 

S.  Jaikar  Rao,  M.D.,  Richmond 
Joseph  Michael  Rizza,  M.D.,  Richmond 
Max  Bernard  Rubin,  M.D.,  Annandale 
Roman  Sachno,  Jr.,  M.D.,  Staunton 
Henry  K.  Silberman,  M.D.,  Richmond 
Laszlo  C.  Steingaszner,  M.D.,  Woodbridge 
John  Aldrich  Stephenson,  M.D.,  Lynchburg 
S.  Dawson  Theogaraj,  M.D.,  Richmond 

Alexandria. 

Officers  for  the  new  year  of  the  Alexandria 
Medical  Society  are:  President,  Dr.  Harry 
Kuykendall;  president-elect,  Dr.  Ira  Green; 
vice-president,  Dr.  Richard  Redding;  secre- 
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tary,  Dr.  Alan  Deutsch;  and  treasurer,  Dr. 
Harold  Berman. 

Dr.  Theodore  E.  Keats, 

Chairman  of  the  Department  of  Radiology 
of  the  University  of  Virginia  School  of  Medi- 
cine, has  been  named  one  of  16  trustees  of  the 
American  Board  of  Radiology.  As  a trustee, 
he  will  be  responsible  for  examining  prospec- 
tive specialists  in  radiology  and  certifying  their 
competence  in  the  field. 

Dr.  George  E.  Ewart, 

Richmond,  has  been  named  chief  of  staff 
of  McGuire  Veterans  Administration  Hos- 
pital. He  has  been  a member  of  the  staff  since 
1946  and  chief  of  the  pulmonary  disease  sec- 
tion since  1960. 

Dr.  Ewart  is  a member  of  the  board  of  di- 
rectors of  the  Richmond  x\rea  Tuberculosis 
and  Respiratory  Disease  Association  and  presi- 
dent of  the  Virginia  Thoracic  Society. 

Dr.  Ronald  A.  Apter, 

Arlington,  has  been  granted  Fellowship  in 
the  American  College  of  Cardiology. 

Mrs.  W.  Nash  Thompson, 

Stuart,  has  been  installed  as  president-elect 
of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association.  She  was  elected  at  the 
annual  meeting  in  New  Orleans  in  November. 

New  Association  in  Practice. 

Drs.  Horton,  Adamson  and  Mladick,  Nor- 
folk, announce  the  association  of  Dr.  James 
H.  Carraway  in  the  practice  of  plastic  and 
reconstructive  surgery,  asthetic  surgery  and 
surgery  of  the  hand. 

Swineford  Allergy  Conference. 

The  twelfth  annual  Swineford  Allergy  Con- 
ference will  be  held  at  the  University  of  Vir- 
ginia Medical  Center  on  April  27th.  The  con- 
ference will  begin  at  9:30  A.M.  and  will  last 
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all  day.  The  subject  will  be  Asthma  in  Chil- 
dren. 

All  interested  physicians  are  invited. 

New  Medical  School  to  Get  Grant. 

The  Eastern  Virginia  Medical  School,  Nor- 
folk, has  been  selected  for  its  first  national 
foundation  grant  of  $1,000,000.00  from  the 
Andrew  W.  Mellon  Foundation. 

William  R.  Whitman  Memorial  Lecture. 

The  Sixth  Annual  Memorial  Lecture  of  the 
The  Lewis-Gale  Medical  Foundation,  Roa- 
noke, was  held  on  October  4th.  The  Lecture 
was  given  by  the  medical  faculty  of  Bowman 
Gray  School  of  Medicine,  Wake  Forest  Uni- 
versity. The  subjects  presented  were  on 
The  1973  Lecture  will  be  given  by  the  fac- 


Obituary  

Dr.  Charles  Lydon  Harrell, 

Norfolk,  a past  president  of  The  Medical 
Society  of  Virginia,  died  November  13,  1972, 
having  been  in  ill  health  for  some  years.  He 
was  eighty-nine  years  of  age  and  received  his 
medical  education  at  the  former  University 
College  of  Medicine,  Richmond,  graduating 
in  1909. 

Dr.  Harrell  was  one  of  the  pioneer  internists 
in  the  Norfolk  area.  From  the  beginning  of 
his  medical  career  he  had  been  particularly  in- 
terested in  tuberculosis  and  diseases  of  the 
chest.  He  assisted  in  pioneer  free  clinic  work 
in  Tidewater  Virginia,  was  medical  director 
of  the  Tidewater  Victory  Memorial  Hospital 
(tri-county  tuberculosis)  during  its  lifetime 
and  had  been  in  charge  of  the  Tuberculosis 
Unit  of  the  Norfolk  General  Hospital  since  its 
organization. 

Dr.  Harrell  had  been  active  in  the  work 
of  The  Medical  Society  of  Virginia,  having 
served  as  a vice-president,  member  of  Council 
and  chairman  of  the  Tuberculosis  Committee. 


ulty  of  the  School  of  Medicine,  University  of 
Virginia. 

“What’s  New  at  Bowman  Gray  School  of 
Medicine  in  1972”  and  the  following  members 
of  the  faculty  participated:  Dr.  M.  Robert 
Cooper  on  Hematology;  Dr.  Archie  Johnson 
on  Neonatology  and  Pediatrics;  Dr.  Emery  C. 
Miller  on  Endocrinology;  and  Dr.  Clark  E. 
Vincent  on  Human  Behavior. 

Emergency  Room  Physician. 

Wanted  for  351  bed  community  hospital; 
southwest  Virginia  and  Upper  East  Tennessee 
area.  Tennessee  license  required.  Present 
group  of  four  physicians  expanding  to  five. 
$30,000  plus  annually  and  liberal  benefits. 
Write  or  call  Executive  Director,  Bristol  Me- 
morial Hospital,  Bristol,  Tennessee  37620. 
Phone  615-968-1121.  (Adv.) 


In  1950,  he  was  installed  as  President  of  the 
Society.  He  was  also  president  of  the  Norfolk 
County  Medical  Society,  the  Seaboard  Medi- 
cal Society  and  a past  governor  of  the  area 
chapter  of  the  American  College  of  Physi- 
cians. Dr.  Harrell  was  also  governor  of  the 
Virginia  Chapter  of  the  American  College  of 
Chest  Physicians. 

He  is  survived  by  four  sons,  one  of  them 
being  Dr.  Gordon  Harrell  also  of  Norfolk. 

Dr.  James  Davis  Hagood, 

Clover,  a past  president  of  The  Medical 
Society  of  Virginia,  died  December  23.  He 
was  eighty-three  years  of  age.  Dr.  Hagood 
graduated  from  the  former  University  College 
of  Medicine,  Richmond,  in  1911.  He  began 
his  practice  in  Scottsburg,  later  moving  to 
Clover,  both  in  Halifax  County. 

Dr.  Hagood  retired  in  1971  as  president  pro 
tempore  of  the  Virginia  Senate,  following 
months  of  declining  health.  He  was  chairman 
of  the  Finance  Committee  and  a member  of 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:minor  dosage 
adjustments  are  usually  all  that’s  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated.a  30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money  :costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming.  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  “hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbitai)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 

ButiiSOl 

(SODIUM  BUTABARBITAL) 


SODIUM* 


I McNeil  i 


McNeil  Laboratories.  Inc..  Fort  Washington.  Pa.  19034 


the  Privileges  and  Elections  and  General  Laws 
Committees. 

Dr.  Hagood  was  formerly  a member  of  the 
Board  of  Visitors  of  the  Medical  College  of 
Virginia  and  was  awarded  in  1950  the  honor- 
ary  degree  of  Master  of  Science  in  General 
Practice  by  the  College.  He  was  one  of  the 
founders  and  an  early  president  of  the  Virginia 
Academy  of  General  Practice.  In  1948  Dr. 
Hagood  was  named  the  outstanding  general 
practitioner  of  the  year  by  The  Medical  So- 
ciety of  Virginia.  He  was  installed  as  presi- 
dent of  the  Society  in  1956.  He  had  served  as 
chairman  of  the  Legislative  Committee  of  the 
Society  for  many  years.  Dr.  Hagood  also 
served  as  president  of  the  Halifax  County 
Medical  Society  and  was  a past  president  and 
founder  of  the  Patrick  Henry  Boys  Home.  He 
served  on  the  staff  of  the  Halifax  County 
Community  Hospital. 

Dr.  Hagood  is  survived  by  his  wife,  a son, 
a step-son  and  a step-daughter. 

Dr.  Grant  Roosevelt  Elliott, 

Richmond,  died  December  20,  at  the  age 
of  seventy-two.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1931  and  of 
the  School  of  Aviation  Medicine  in  Texas  in 
1942.  Dr.  Elliott  began  his  practice  in  Orange 
County  and  entered  the  military  service  in 
1941.  He  served  with  the  8th  Air  Force  in 
England  as  a flight  surgeon  during  World  War 
II.  Dr.  Elliott  became  affiliated  with  McGuire 
VA  Hospital  in  1946  and  served  until  his  re- 
tirement in  1964.  He  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined  in 
1934. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  O'Neal. 

On  November  9,  1972,  the  Medical  Staff  of 
Southside  Community  Hospital  and  the  commu- 


nity of  Amelia  lost  a valued  friend  and  respected 
colleague. 

Dr.  James  Talton  O’Neal  was  born  in  Mt. 
Airy,  North  Carolina,  and  his  parents  moved  to 
Amelia  County  in  1910.  His  pre-medical  training 
was  at  the  University  of  Virginia  and  the  Uni- 
versity of  Richmond.  He  graduated  from  the 
Medical  College  of  Virginia  in  1935.  In  1939  Dr. 
O’Neal  began  his  medical  practice  in  Amelia 
C.  H.  continuing  until  his  final  illness,  interrupt- 
ing it.  only  for  active  duty  with  the  Army  from 
February  1941  to  October  1945.  His  professional 
associations  included  the  State  and  National  Med- 
ical Societies  and  the  visiting  staffs  of  the  South- 
side  Community  Hospital  in  Farmville  and  Grace 
Hospital  in  Richmond.  He  performed  outstand- 
ing services  in  the  obstetrical  departments  in  these 
two  hospitals  with  a total  tally  of  more  than  1500 
deliveries  for  families  in  his  practice.  His  out- 
standing assistance  in  public  health  work  was 
saluted  by  Dr.  Mack  Shanholtz  ap  $ testimonial 
meeting  in  Amelia  on  SeptembeTf24,  1972,  hon- 
oring Dr.  O’Neal  for  30  years  of  service  to  the 
people  of  that  county.  Particular  reference  was 
made  at  this  testimonal  to  his  work  in  the  ma? 
ternal  child  health  clinic  for  the  Amelia  Health 
Department  which  began  in  June  1955.  Dr. 
O’Neal  was  respected  by  his  colleagues  as  one 
who  was  dedicated  to  the  highest  principles  of 
medical  practice.  He  was  noted  to  pursue  ener- 
getically the  opportunities  offered  for  post-grad- 
uate studies  of  recent  medical  advances  which 
might  otherwise  have  passed  him  by  in  the  setting 
of  a rural  medical  practice.  His  busy  practice 
did  not  prevent  Dr.  O’Neal  from  participating 
actively  in  a variety  of  non-medical  organizations 
in  his  community  including  the  Baptist  Church, 
Masonic  Lodge,  Golf  and  Country  Club,  Ruritan 
Club  and  charter  membership  of  the  Amelia 
Lions  Club. 

The  Staff  of  the  Southside  Community  Hos- 
pital wishes  to  place  in  its  minutes  this  statement 
of  its  sense  of  loss  in  the  death  of  Dr.  O’Neal  and 
to  request  a copy  be  placed  in  the  Farmville 
Herald  and  the  Virginia  Medical  Monthly.  A 
copy  also  is  being  sent  to  his  widow  with  the 
hope  that  her  sadness  will  be  lessened  by  this 
sincere  expression  of  our  sentiments. 

Dr.  Charles  Scott 

Dr.  William  P.  Terry 

Dr.  Ray  Moore,  Jr. 
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Guest  Editorial 

An  Intercepted  Letter 

Thomas  J.  Delegate,  M.D. 

Medical  Society  of  Virginia 
1619  Burgess  Lane 
Dominion,  Virginia  16017 

Dear  Tom: 

DO  YOU  THINK  it’s  likely  the  Food  and  Drug  Administration  (FDA) 
people  are  hoping  the  passing  of  time  will  anesthetize  our  resolution  to 
change  their  proposed  rules  regarding  the  “use  of  drugs  for  unapproved 
indications”? 

You  may  have  mislaid  the  resolution,  The  Medical  Society  of  Virginia’s 
House  of  Delegates,  adopted  in  Williamsburg  last  November  so,  I’ve  en- 
closed a copy. 

Mr.  Willard  C.  Osburn,  the  Society’s  public  relations  man,  mailed  it  right 
out  and  got  back  an  answer  November  17,  1972,  from  a Mr.  William  Dwor- 
kin,  an  FDA  officer.  Will  sent  me  a copy  of  Mr.  Dworkin’s  letter.  The  first 
paragraphs  contained  the  usual  governmental  amenities.  The  third  paragraph 
contained  a courtly  assurance,  the  genuineness  of  which  appeared  akin  to  the 
solid  hand  clasp  of  two  gentlemen. 

Mr.  Dworking  wrote  Will  Osburn  this:  “Because  the  matter  is  still  only 
a proposal,  and  no  final  regulation  has  been  issued,  it  is  not  possible  for  us 
at  this  time  to  comment  definitely  on  the  questions  raised  by  the  resolution. 
I can  assure  you , however , that  the  regulation  is  certainly  not  intended  to  be 
prejudicial  to  physicians  in  case  of  malpractice  litigation , nor  is  it  intended 
to  interfere  in  any  way  with  a physician's  choice  of  what  he  regards  as  the 
best  treatment  for  his  patient .”  (emphasis  mine) 

Tom,  that’s  solid  enough  to  cause  relaxation  in  our  effort— temporarily. 
I say  temporarily,  because  after  I review  the  events  leading  up  to  the  reso- 
lution you  will  agree  we  must  push  on. 

The  notice  of  this  proposed  rule  making  first  appeared  August  15,  1972, 
in  the  Federal  Register , pages  16503  to  16505.  My  first  knowledge  of  the 
FDA’s  intention  came  in  late  September.  After  wading  back  and  forth  in 
the  long  columns  of  fine  print  from  that  government  paper  factory,  I felt  a 
protest  resolution  from  the  Society’s  House  of  Delegates  coupled  with  a 
similar  resolution  from  the  American  Medical  Association’s  House  of  Dele- 
gates might  bring  about  a favorable  revision  of  the  FDA’s  proposed  rules. 
However,  lack  of  time  was  a problem. 


The  Federal  Register  notice  said  interested  persons  could  file  within  60 
days  written  comments  regarding  the  proposal.  Incidently,  your  first  oppor- 
tunity (unless  you  read  the  Federal  Register)  to  learn  about  this  came  when 
the  FDA  Drug  Bulletin  arrived  in  October.  My  copy  arrived  October  5— just 
nine  days  before  the  first  deadline— October  14.  The  Society’s  House  of 
Delegates  didn’t  meet  until  November  the  5th  and  the  AMA’s  House  didn’t 
convene  until  the  first  week  in  December.  On  October  the  3rd  I wrote  the 
Hearing  Clerk  requesting  a 90-day  extension  of  the  October  14th  deadline 
in  order  to  get  action  from  the  two  medical  societies.  On  October  14th,  a 
Mr.  Brandenburg  phoned  me.  He  said  he  was  the  Acting  Associate  Commis- 
sioner for  Compliance,  FDA.  I’ve  never  seen  Mr.  Brandenburg  but  he 
sounded  mighty  authoritative,  proper  and  firm.  He  said  30  days  was  all  the 
time  they  could  allow,  because  they  had  to  act.  I didn’t  have  any  better 
immediate  response  so  I just  said,  “Yes,  Sir,”  “Thank  you,  Sir,”  hung  up 
and  wrote  the  enclosed  resolution. 

Tom,  again,  I want  to  express  my  appreciation  to  you  for  the  vigorous 
support  you  gave  the  resolution  at  the  reference  committee  hearing.  I feel 
you  positively  influenced  the  committee  to  make  its  strong  recommendation 
for  adoption  before  the  Society’s  House  of  Delegates. 

After  Mr.  Brandenburg  told  me  they  couldn’t  wait  longer  than  30  days, 
I Tgured  an  FDA  decision  was  well  on  the  way.  Then  when  Mr.  Dworkin 
made  such  a forthright  statement  in  his  letter  to  Will  Osburn  I had  hopes 
the  decision  would  be  a favorable  one.  So  I waited  six  weeks  past  the  second 
deadline  (November  14th),  then  wrote  the  Hearing  Clerk  and  asked  for 
the  current  status  of  FDA’s  proposed  rules. 

On  January  the  3rd  I got  a thick  envelope  from  the  Feds.  It  contained 
four  sheets  of  paper  stapled  together.  The  first  page  contained  an  unsigned 
note  from  Beryl  McCullar,  Hearing  Clerk,  that  said,  “Attached  is  a copy 
of  the  proposal  regarding  legal  status  of  approved  labeling  for  prescription 
drugs:  prescribing  for  uses  unapproved  by  the  Food  and  Drug  Administra- 
tion; published  in  the  Federal  Register  August  15,  1972.”  The  next  three 
sheets  are  copies  from  the  Federal  Register  beginning  on  page  16503  and 
ending  on  page  16505. 

Tom,  I’ve  gone  over  this  mess  again.  They  haven’t  changed  a thing.  And 
if  they  don’t  change  it  this  will  become  law. 

The  October  1972  FDA  Drug  Bulletin  you  and  I received  softens  and 
reassures  us  regarding  the  possibility  of  being  sued  and  that  the  Feds  will 
not  interfere  with  the  practice  of  medicine,  but  that  bulletin  does  not  contain 
the  proposed  rule  change.  The  proposed  rule  change  that  becomes  law,  if 
adopted,  that  appears  in  the  Federal  Register  says,  “When  an  unapproved 
use  of  a new  drug  may  endanger  patients  or  create  a public  health  hazard, 
or  provide  a benefit  to  patients  or  to  the  public  health , the  Food  and  Drug 
Administration  is  obligated  to  take  one  or  more  of  the  following  courses  of 
action (emphasis  mine).  The  remainder  of  the  proposed  regulation  outlines 
a series  of  increasingly  oppressive  actions  which  the  FDA  says  it  intends  to 
take  against  the  manufacturer  if  “the  unapproved  use  of  an  approved  new 
drug  becomes  widespread  or  endangers  the  public  health.”  Several  of  these 
actions  if  taken  against  the  manufacturer  will  directly  affect  the  practicing 
physician. 
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Tom,  all  of  us  in  active  practice  use  some  drug  products  in  a different  man- 
ner or  dosage  than  that  recommended  in  the  manufacturer’s  disclosure  mate- 
rials. We  have  to,  we  are  dealing  with  sick  people,  and  we  have  to  use  drugs 
the  way  past  experience  has  indicated  to  be  effective,  whether  FDA  has  ap- 
proved the  use  or  not. 

The  Federal  Register  is  very  much  a part  of  our  lives  whether  we  like  it 
or  not— regulatory  law  is  recorded  there.  Many  of  the  regulations  under 
which  we  are  forced  to  live  have  come  about  by  default  on  our  part.  Pro- 
posals are  recorded  in  that  ponderous  tome  and  if  they’re  left  unchallenged 
they  ultimately  become  law.  Proposals  are  frequently  unchallenged  because 
we  are  not  aware  of  their  existence.  Six  weeks  have  passed  since  the  last 
deadline,  November  14,  1972,  and  nothing  has  been  changed.  I’m  going  to 
write  the  Hearing  Clerk  requesting  that  he  write  me  well  in  advance  of  the 
final  decision  on  proposed  rule  changes  on  “Use  of  Drugs  for  Unapproved 
Indications;  Your  Legal  Responsibility”. 

Tom,  let’s  hang  in  there. 

Sincerely, 

W.  J.  Hagood,  Jr.,  M.D. 

Clover,  Va.  22534 

Enc:  Resolution  on  Proposed  FDA  Regulations 

RESOLUTION  SPONSORED  BY  HALIFAX  COUNTY 
MEDICAL  SOCIETY  AND  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

Williamsburg,  November  1972 

RE:  PROPOSED  FDA  REGULATIONS 

Whereas,  The  proposed  rule  change  by  the  Food  and  Drug  Administra- 
tion titled,  “Legal  Status  of  Approved  Labeling  for  Prescription  Drugs;  Pre- 
scribing for  Uses  Unapproved  by  The  Food  and  Drug  Administration”,  may 
seriously  damage  the  physician’s  ability  to  care  for  his  patient,  because  this 
proposed  rule  outlines  a series  of  increasingly  oppressive  actions  which  the 
FDA  says  it  intends  to  take  against  the  manufacturer  “when  an  unapproved 
use  of  a new  drug  may  endanger  patients  or  create  a public  health  hazard, 
or  provide  a benefit  to  patients  or  to  the  public  health ” (italics  added). 
It  is  reasonable  to  expect  subsequent  penalties  may  be  visited  upon  any  of- 
fending physician,  and 

Whereas,  The  proposed  rule  would  force  a physician  to  decide  whether 
to  break  the  law  or  not  to  break  the  law  and  thereby  assume  a greater  medico- 
legal liability,  when  faced  with  a choice  to  use  or  not  to  use  a drug  for  an 
“unapproved”  use  on  a patient  when  he  knows  from  his  clinical  experience 
the  drug  would  benefit  his  patient,  and 

Whereas,  The  proposed  rule  does  not  require  a physician  to  file  with  the 
FDA  an  investigational  new  drug  application  in  order  to  lawfully  prescribe  a 
drug  for  an  “unapproved”  use,  the  preamble  contains  wording  which  could 
be  used  by  plaintiffs’  attorneys  in  efforts  to  increase  the  potential  liability 
involved  in  such  prescribing;  therefore,  be  it 
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Resolved,  The  Medical  Society  of  Virginia  is  opposed  to  the  proposed 
rule  change,  titled,  “Legal  Status  of  Approved  Labeling  of  Prescription 
Drugs;  Prescribing  for  Uses  Unapproved  by  the  Food  and  Drug  Adminis- 
tration”, Federal  Register,  Volume  37,  No.  158— Tuesday,  August  15,  1972, 
because  it  exceeds  the  authority  of  the  Food,  Drug  & Cosmetic  Act  in  that 
it  interferes  with  the  practice  of  medicine,  and 

Resolved,  The  FDA  respectfully  be  advised  to  consult  the  American 
Medical  Association  if  it  believes  this  subject  is  of  such  importance  that  some 
ruling  must  be  made  in  order  to  improve  the  quality  of  medical  care  in  the 
United  States,  and 

Resolved,  A copy  of  this  resolution  be  sent  to  the  Hearing  Clerk  of  the 
Department  of  Health,  Education  and  Welfare,  the  Senators  and  Congress- 
men from  Virginia  and  the  President  of  the  American  Medical  Association. 


A Query  to  Radiotherapists 

ALTHOUGH  much  has  been  learned  about  the  response  of  tumors  to 
irradiation  there  are  many  factors  about  the  various  lesions  and  host 
response  which  complicate  and  prevent  an  exact  prognosis  for  any  one  neo- 
plasm or  patient. 

As  a clinician  (oral  surgeon),  I have  seen  lesions  with  similar  histopathology 
respond  differently  to  irradiation  administered  by  competent  radiotherapists. 
As  a result,  I have  studied  some  factors  seemingly  important  for  tumor  re- 
sponse to  irradiation.  Some  of  the  factors  include  anatomical  site;  for  exam- 
ple lymphopoietic  and  hematopoietic  pathology  respond  much  more  favor- 
ably than  connective  tissue  lesions.  It  is  general  knowledge  that  neoplasms 
which  are  highly  anaplastic  or  poorly  differentiated  appear  to  be  more 
radiosensitive  than  the  well  differentiated  neoplasm.  Still  another  factor  with 
great  importance  with  respect  to  radiosensitivity  of  a tumor  is  its  vascularity 
and  availability  of  oxygen  to  the  malignant  neoplastic  cells.  Current  means 
employed  to  increase  oxygen  tension  include  atmospheric  oxygen  breathing 
with  5%  carbon  dioxide,  hyperbaric  oxygen  breathing,  hydrogen  peroxide 
perfusion  and  the  concomitant  use  of  hydroxyurea  and  irradiation  especially 
in  the  treatment  of  advanced  epidermoid  cancer  of  the  head  and  neck. 

Some  authors  (Lerner,  Harvey  J.,  et  al.)  have  prescribed  orally  in  dosages 
80mg/per  kg  of  bodyweight  hydroxyurea  every  third  day  for  one  week. 
After  this  regimen,  irradiation  follows  three  times  a week  for  a period  of 
six  to  ten  weeks.  In  this  study,  out  of  sixty  patients  with  advanced  epider- 
moid cancer  of  the  head  and  neck,  forty-eight  showed  complete  regression 
of  the  primary  tumor.  Each  patient  in  this  series  thus  became  a candidate 
for  surgery  after  this  therapy. 

Since  oxygenation  or  the  available  oxygen  tension  in  and  around  the  malig- 
nant cell  determines  its  radiation  response,  the  question  arises,  why  not  inject 
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oxygen  directly  into  the  center  of  the  tumor?  Intra-arterial  infusion  and 
perfusion  with  oxidizing  agents  can  only  extend  into  the  tumor  as  far  as  the 
vascular  tree  will  take  it.  The  center  of  the  cancer  is  usually  the  least  vas- 
cularized and  frequently  tumors  have  outgrown  their  blood  supply.  This 
explains  why  peripheral  portions  of  many  tumors  respond  to  radiation  quicker 
and  more  effectively  while  cells  in  the  center  appear  radio-resistant. 

In  view  of  the  above  basic  information,  would  it  not  be  feasible  to  inject 
into  an  accessible  local  malignancy  an  oxidizing  agent  that  is  known  not  to 
contain  microorganisms,  is  actively  bactericidal  and  can  be  dissolved  in  3% 
carbocaine  solution.  Aspiration  before  administration  is  essential.  Such  a 
preparation  used  by  the  dental  profession  as  an  oral  antiseptic  and  cleanser 
called  “Proxigel”  contains  carbamide  peroxide  1 1 % in  a water  free  gel  base. 
Intra-tumor  injection,  central  portion,  of  four  to  eight  minims  of  this  oxidiz- 
ing agent  and  then  about  ten  minims  held  in  the  mouth  over  the  tumor  tissue 
for  about  five  minutes  immediately  prior  to  the  irradiation  treatment  could 
conceivably  increase  the  sensitivity  of  the  neoplasm  to  the  irradiation.  The 
amount  of  oxidizing  agent  injected  into  the  center  of  the  tumor  would  of 
course  depend  on  the  size  of  the  lesion.  Perhaps  some  radioresistant  tumors 
might  become  radio-sensitive  tumors;  perhaps  the  amount  of  irradiation  could 
be  reduced  and  prevent  some  of  the  sequelae  of  irradiation. 

On  the  oral  mucosa  “Proxigel”  appears  non-toxic,  non-irritating  or  sen- 
sitizing. “Proxigel”  releases  microscopic  oxygen  bubbles. 

Most  physicians  have  a justifiable  concern  of  an  air  embolism.  Intravenous 
medications  as  well  as  the  injection  of  local  anesthetics  are  utilized  by  phy- 
sicians and  dentists  daily  on  thousands  of  patients.  Certainly  every  effort  is 
made  to  remove  air  from  the  syringe,  as  well  as  aspirating,  prior  to  parenteral 
use  of  any  medication  but  we  must  recognize  that  in  spite  of  all  efforts,  some 
air  bubbles  are  entering  the  body  and  probably  the  vascular  system.  This  is 
likely  more  true  with  the  use  of  local  anesthetics  in  the  head  and  neck  regions 
than  anywhere  else  in  the  body  because  of  the  enormous  vascularity  of  this 
anatomic  region.  Yet,  the  number  of  air  emboli  seen,  though  capable  of  being 
catastrophic  when  they  do  occur,  are  a most  infrequent  occurrence. 

In  the  technique  described  above,  protection  is  afforded  in  that  the  oxi- 
dizing solution  is  soluble  in  a local  anesthetic,  containing  a v as o- constrictor: 
injection  being  made  into  a portion  of  the  tumor  which  has  frequently  out- 
grown its  blood  supply  therefore  is  essentially  avascular  and  can  easily  be 
aspirated  before  final  administration. 

Marvin  E.  Pizer,  D.D.S. 


4901  Seminary  Road , # 101 
Alexandria , Virginia  22311 
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Concepts  in  Mechanical  Assisted  Ventilation 


Mechanical  ventilation  is  essen- 
tial in  the  management  of  pa- 
tients who  cannot  maintain  an 
adequate  tidal  volume  or  minute 
ventilation.  Both  pressure-cycled 
and  volume-cycled  ventilators 
may  be  used  in  the  therapy  of  res- 
piratory failure.  An  understand- 
ing of  the  functional  characteris- 
tics and  physiological  effects  of 
these  ventilators  is  important  for 
good  respiratory  care. 

N RECENT  YEARS  the  use  of  mechanical 
assisted  ventilation  has  become  increasingly 
more  important  in  the  management  of  respira- 
tory disease.  This  is  clearly  apparent  by  the 
rapid  growth  of  Inhalation  Therapy  services 
in  most  hospitals.  Although  the  role  of  inter- 
mittent positive  pressure  breathing  (IPPB)  in 
altering  the  long-term  prognosis  of  chronic 
lung  diseases  is  still  uncertain,1  the  clinical 
response  to  properly  administered  mechanical 
ventilation  in  acute  respiratory  failure  is  often 
dramatic  and  lifesaving.  The  therapeutic  ap- 
proach to  diseases  such  as  flail  chest,  acute 
respiratory  distress  syndrome  of  the  adult,  neu- 
romuscular paralysis,  and  acute  ventilatory 
failure  in  chronic  lung  disease  has  been  com- 
pletely revolutionized  by  the  use  of  modern 
positive  pressure  respirators. 

The  indications  for  positive  pressure  ven- 

From  the  Department  of  Internal  Medicine, 
Medical  College  of  Virginia,  Health  Sciences  Di- 
vision of  the  Virginia  Commonwealth  University. 
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tilation  are  extensive  and  difficult  to  define 
precisely.  In  general,  mechanical  ventilation 
is  indicated  whenever  a patient  cannot  safely 
maintain  an  adequate  tidal  volume  and  minute 
ventilation  or  when  he  can  no  longer  tolerate 
the  work  of  breathing.  The  aim  of  therapy  is 
to  improve  ventilation  with  minimal  disturb- 
ance of  venous  return  and  cardiac  output.2 
Table  1 presents  a summation  of  the  indica- 

Table  1 

Indications  for  Mechanical  Ventilation 

1.  To  substitute  for  the  normal  work  of  breathing 

a.  Central  depression 

b.  Muscular  weakness 

2.  To  assume  an  increased  work  of  breathing,  as  with 
increased  airway  or  tissue  resistance  or  increased 
dead  space  ventilation 

3.  To  change  the  pattern  of  ventilation  to  one  more 
effective  in  preventing  V/q  disturbances  (as  with 
rapid,  shallow  respiration) 

4.  To  stabilize  the  chest  wall  after  chest  trauma 

5.  To  manage  pulmonary  congestion  or  edema 

6.  To  improve  oxygenation  when  severe  hypoxemia 
cannot  be  corrected  by  other  means 

tions  for  assisted  ventilation  in  hospitalized 
patients  with  acute  or  subacute  respiratory 
failure. 

Pressure-Cycled  Respirators 

Equipment  used  for  assisted  ventilation  of 
the  lungs  has  been  described  and  classified  in 
numerous  ways.3,4  The  pressure-cycled  res- 
pirators are  those  in  which  the  inspiratory 
phase  is  terminated  when  the  pressure  in  the 
upper  airways  has  reached  a present  level.5 
The  Bird  and  Bennett  pressure-cycled  ventila- 
tors are  commonly  used  in  most  hospitals 
today.  The  basic  characteristics  that  are  de- 
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sirable  in  the  operation  of  these  respirators 
are  listed  in  Table  2. 

Table  2 

Basic  Characteristics  of  Pressure-Cycled  Respirators 

1.  Simple,  compact,  sturdy  and  portable 

2.  Gas  source  (02,  compressed  air,  or  other  mixture) 
at  50  p.si.  for  operation 

3.  Sensitivity  control  for  cycling  on  with  minimum 
patient  effort  (1-1.5  cm.  negative  pressure) 

4.  Automatic  cycling  mechanism  for  apneic  patients 
or  to  control  respiratory  rate 

5.  Pressure  limit  control  (cm.  H20) 

6.  Ability  to  compensate  for  small  leaks  in  the  system 

7.  Regulation  of  inspiratory  flow  rate 

8.  100%  oxygen  and  air  mixing  device 

9.  Humidification  of  inspired  gas 

10.  Medication  nebulizer 

One  of  the  important  functional  considera- 
tions of  the  Bird  and  Bennett  pressure-cycled 
respirators  relates  to  the  pressure-flow  char- 
acteristics. IPPB  produces  a reversal  of  the 
normal  physiological  pressure  relationships  in 
the  thorax.  A high  mean  inspiratory  pressure 
often  produces  an  unfavorable  pressure  gra- 
dient between  peripheral  veins  and  right  heart 
which  may  result  in  decreased  venous  return, 
decreased  cardiac  output,  and  hypotension.6,7 
The  pressure-flow  relationships  are  also  im- 
portant in  considering  problems  of  turbulence 
of  air  flow,  airway  resistance  and  adequacy 
of  ventilation.8,9  A specific  pressure  does  not 
provide  a constant  tidal  volume  or  a predic- 
table level  of  ventilation,  and  the  use  of  a 
Wright  respirometer  is  most  helpful  to  meas- 
ure tidal  volume  and  minute  ventilation.  Ar- 
terial blood  gases  are  needed  to  evaluate  over- 
all ventilation. 

Bird  Mark  7 

Without  air  mixture  (100%  02)— Operates 
with  constant  flow  throughout  inspiration. 
At  the  onset  of  inspiration  the  flow  rises 
rapidly  to  its  maximum,  remains  constant 
during  inspiration,  and  falls  rapidly  to  zero 
at  the  end  of  inspiration. 

Air  Mixture— Flow  rises  rapidly  to  its  max- 
imum but  does  not  remain  constant,  tending 
to  decrease  during  inspiration  with  less  air 


mixing.  This  results  in  a higher  concentra- 
tion of  02  at  the  end  of  inspiration  than  at. 
the  beginning. 

Bennett  PR-2 

High  flow  of  gas  into  the  lungs  at  the  be- 
ginning of  inspiration  with  a progressive  re- 
duction in  flow  rate  until  the  machine  cycles 
off  at  a critical  flow  of  1-2  L/min.  The  flow 
rate  varies  automatically  with  changes  in 
turbulence  and  airway  resistance.  This  is 
termed  “flow-sensitivity”. 

With  increasing  awareness  of  the  dangers 
from  high  concentrations  of  inspired  oxygen, 
it  is  important  to  realize  that  both  the  Bird  and 
Bennett  respirators  may  be  expected  to  deliver 
between  50  and  90  percent  oxygen  on  the 
dilute  setting  when  being  driven  by  oxygen.10 
It  is  a dangerous  misconception  to  think  that 
these  respirators  deliver  only  “40%  oxygen”. 
Oxygen  toxicity  of  the  lungs  and  death  has 
been  attributed  to  excessive  oxygen  from 
pressure-cycled  respirators.11  The  simplest 
means  of  alleviating  this  hazard  is  to  operate 
the  respirator  by  compressed  air  at  50  p.s.i. 
and  bleed  in  additional  oxygen  at  or  near  the 
mainstream  humidifier  or  nebulizer.  Several 
other  systems  for  oxygen  enrichment  of  the 
inspired  gas  are  also  available.  A portable  oxy- 
gen analyzer  is  extremely  useful  for  measuring 
the  actual  concentration  of  oxygen  being  de- 
livered to  the  patient. 

Volume-Cycled  Respirators 

The  volume-cycled  ventilators  deliver  a 
preset  volume  of  gas  to  the  patient  regardless 
of  the  pressure  required,  with  the  exception 
that  most  volume  respirators  are  equipped 
with  a pressure  limit  control.12 

The  volume-cycled  respirators  are  particu- 
larly valuable  in  treating  patients  with  marked 
increase  in  airway  resistance  or  reduced  lung 
compliance  when  a high  inspiratory  pressure 
is  required  to  maintain  adequate  ventilation. 
The  pressure-cycled  respirators  are  often  dif- 
ficult to  use  and  less  effective  under  these 
conditions.  Because  of  undesirable  pressure- 
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Eojw  characteristics,  a high  mean  intrathoracic 
pressure  is  produced  and  venous  return  may 
be  markedly  reduced  with  decreased  cardiac 
output  and  hypotension  resulting.  The  volume 
ventilators  overcome  this  problem  to  a sig- 
nificant degree  by  improved  flow  character- 
istics that  provide  adequate  ventilation  with 
lower  mean  intrathoracic  pressure. 

Whenever  assisted  mechanical  ventilation  is 
necessary  for  more  than  a few  days,  the  vol- 
ume ventilator  is  preferable  because  it  offers 
many  advantages  for  the  prevention  and  man- 
agement of  potential  pulmonary  complica- 
tions. Many  of  these  ventilators  will  auto- 
matically deep  breathe  or  sigh  the  patient  pe- 
riodically to  help  prevent  atelectasis.  The 
concentration  of  oxygen  can  be  closely  con- 
trolled and  better  regulated.  Deliberate  hyper- 
ventilation is  often  desirable  in  the  treatment 
of  severe  postoperative  atelectasis  or  flail  chest. 
This  can  be  accomplished  more  efficiently 
with  a volume  ventilator  and  dead  space  tubing 
may  be  added  to  prevent  a marked  respiratory 
alkalosis.  Expiratory  retard,  inflation  hold  and 
positive  end-expiratory  pressure  are  readily 
available  with  various  volume  ventilators  and 
are  useful  in  providing  a more  favorable  dis- 
tribution of  the  inspired  gas.  This  frequently 
facilitates  the  management  of  atelectasis  and 
pulmonary  congestion  or  edema,  such  as  that 
seen  in  the  traumatic  or  hemorrhagic  wet 
lung.13-15 

Weaning  Patients  from  the  Respirator 

One  of  the  aspects  of  assisted  ventilation 
that  is  frequently  neglected  is  the  weaning  of 
patients  from  the  ventilator.  After  the  patient 
has  been  successfully  managed  during  the  acute 
phase  of  his  illness,  improper  weaning  from 
the  respirator  may  result  in  rapid  deteriora- 
tion and  reversal  of  much  that  has  been  ac- 
complished previously  by  good  respiratory 
care.  All  too  often  such  a patient  is  said  to 
have  become  “hooked  on  the  respirator”  when, 
in  fact,  the  fault  lies  with  those  who  are  re- 
sponsible for  his  care. 

When  the  process  of  weaning  is  begun  there 
are  a number  of  physiologic  parameters  that 


should  be  considered.  If  the  patient  is  requir- 
ing a high  concentration  of  oxygen,  such  as 
60%  or  greater,  to  maintain  a low-normal 
arterial  oxygen  level  on  the  respirator,  then  it 
is  predictable  that  he  will  usually  have  trouble 
without  positive  pressure  ventilation.  The  pa- 
tient should  also  have  a near-normal  tidal  vol- 
ume off  the  respirator  (as  determined  by  the 
Radford  Nomogram)  and,  even  more  impor- 
tant, the  vital  capacity  should  be  two  to  three 
times  greater  than  the  tidal  volume.  With  the 
Wright  respirometer  these  measurements  are 
readily  obtained  with  reasonable  accuracy. 
By  correlating  these  volume  measurements  one 
can  conclude  that  if  the  patient  is  using  most  of 
his  vital  capacity  to  maintain  a normal  tidal  vol- 
ume then  the  work  of  breathing  is  great  and 
early  ventilatory  fatigue  can  be  anticipated. 
Observation  of  the  accessory  muscles  of  res- 
piration with  the  patient  breathing  without 
mechanical  assistance  is  also  most  helpful  in 
judging  the  work  of  respiration. 

At  the  time  weaning  is  begun  it  is  preferable 
for  the  patient  to  be  triggering  the  respirator 
himself  rather  than  being  ventilated  auto- 
matically. The  arterial  blood  gases  should  be 
maintained  near  the  level  expected  for  that 
particular  patient  when  he  is  in  his  usual  state 
of  health.  For  instance,  it  is  not  reasonable 
to  begin  weaning  with  an  arterial  oxygen  level 
of  150  mm  Hg.  in  a patient  with  chronic 
lung  disease  who  normally  lives  with  an  ar- 
terial pO2  of  50  mm  Hg.  Infection  should  be 
under  control  with  secretions  thin  and  non- 
purulent.  One  of  the  common  reasons  that 
patients  do  poorly  when  taken  off  the  respira- 
tor is  the  presence  of  uncontrolled  respiratory 
infection,  frequently  associated  with  improper 
humidification  of  the  inspired  gas  and  thick, 
tenacious  secretions. 

When  the  decision  has  been  made  to  begin 
weaning,  the  patient  should  be  taken  off  the 
respirator  for  brief  periods  of  time,  such  as 
ten  minutes  each  hour,  initially.  Usually  it  is 
undesirable  to  continue  this  during  the  night 
hours  because  the  changing  of  apparatus  will 
awaken  the  patient  twice  hourly  with  no  time 
for  sustained  rest.  It  is  also  critical  that  ade- 
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quately  oxygenated,  heated,  humidified  gas  be 
delivered  to  the  tracheostomy  or  endotracheal 
tube  at  all  times.  This  can  be  done  with  a 
heated  humidifier  or  nebulizer  and  tracheos- 
tomy mask,  collar  or  T-tube  when  the  patient 
is  off  the  respirator.  After  it  is  observed  that 
the  patient  is  doing  well  with  this  regimen, 
the  time  off  the  respirator  can  be  increased 
gradually  by  ten  minute  increments  until  the 
patient  has  reached  the  point  that  he  is  receiv- 
ing IPPB  for  only  ten  to  fifteen  minutes 
hourly.  Now  the  endotracheal  tube  can  be 
removed  or  the  cuffed  tracheostomy  tube  re- 
placed by  a smaller,  non-cuffed  tube  that  can 
be  plugged.  Oxygen  may  now  be  given  by 
nasal  catheter  or  cannula  and  IPPB  can  be 
continued  for  five  to  ten  minutes  hourly  by 
mask  or  mouthpiece.  The  final  step  may  then 
be  removal  of  the  tracheostomy  tube.  In  most 
cases  it  may  be  desirable  to  remove  an  endo- 
tracheal tube  after  only  one  or  two  trials  off 
the  respirator  because  of  the  relative  difficulty 
and  discomfort  associated  with  unassisted  ven- 
tilation through  such  a tube.  Large  doses  of 
glucocorticoids  for  24  to  48  hours  before  re- 
moving the  endotracheal  tube  may  help  to 
reduce  laryngeal  edema  and  prevent  upper 
airway  obstruction. 

Careful  consideration  of  the  physiological 
and  technical  problems  involved  in  weaning 
patients  from  respirators  will  greatly  reduce 
the  trauma  for  both  the  patient  and  the  phy- 
sician. Although  the  problems  related  to  me- 
chanical ventilation  of  seriously  ill  patients 
demand  considerable  attention,  lack  of  plan- 
ning and  careful  observation  later  during 
weaning  may  lead  to  disastrous  results.  Good 
respiratory  nursing  care  extending  throughout 
the  periods  of  assisted  ventilation  and  weaning 
is  essential  for  the  successful  management  of 
acute  respiratory  failure. 
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Renin  Measurements 

Use  in  Evaluation  of  the  Renal  Hypertensive  Suspect 


The  renal  hypertensive  suspect 
continues  to  challenge  the  diag- 
nostic abilities  of  the  clinician. 
This  is  a review  of  renin  physiol- 
ogy and  a description  of  how  it  is 
applied  to  a group  of  renal  hyper- 
tensive suspects. 

One  of  the  real  satisfactions  in  clinical 
practice  comes  from  guiding  a patient 
with  hypertension  through  to  the  point 
of  cure  of  hypertension  by  correction  of 
adequately  diagnosed  renal  artery  stenosis. 

— M.  L.  Armstrong1 

HICH  RENAL  HYPERTENSIVE 
SUSPECT  will  benefit  by  an  operation 
designed  to  cure  his  hypertension?  A satisfac- 
tory answer  began  to  evolve  after  the  ques- 
tion was  first  seriously  asked  by  Homer  Smith 
24  years  ago.44  Many  diagnostic  tests  have 
been  employed  previously.  Much  recent  in- 
terest and  enthusiasm  focuses  on  the  predictive 
value  of  plasma  renin  activity  (P.R.A.).  Meas- 
urements of  renal  venous  renin  (R.V.R.)  ap- 
pear to  be  particularly  helpful  in  identifying 
the  patient  with  correctable  renal  hyperten- 
sion. We  herein  review  renin  physiology  and 
describe  how  we  have  applied  it  to  a group  of 
renal  hypertensive  suspects. 

Dr.  Mark’s  current  address  is  Department  of 
Surgery,  U.C.L. A. —Harbor  General  Hospital, 
1000  West  Carson,  Torrance,  California  90509. 
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Renin  is  a proteolytic  enzyme  with  a molec- 
ular weight  of  about  40,000.24  Its  only  known 
activity  is  to  break  a specific  leucineleucine 
bond  on  angiotensinogen  (renin  substrate),, 
resulting  in  the  formation  of  Angiotensin  I.41 
Renin  originates  in  granular  cells  surrounding 
afferent  arterioles  adjacent  to  renal  glomeruli.18 
These  juxtaglomerular  cells,  along  with  a few 
specialized  distal  tubular  cells  (macula  densa) 
in  the  same  region,  form  the  juxtaglomerular 
apparatus.  The  juxtaglomerular  cells  are  con- 
sidered by  some  to  be  baroreceptors.46  The 
macula  densa  cells  are  considered  by  others 
to  be  sodium  sensors.13’48  One  or  both  may 
mediate  renin  release.13  Some  of  the  established 
stimuli  for  renin  release  are  listed  in  Table  I. 

Table  I 

Some  Well-Established  Stimuli  for  Renin  Release 

1.  Acute  Hemorrhagic  Hypotension  (17) 

2.  Salt  or  Water  Depletion,  by  Dietary  Restriction  or 
Diuretics  (17,46) 

3.  Assumption  of  the  Erect  Posture  (12) 

4.  Exercise  (48) 

5.  Pregnancy  (9) 

6.  Second  Half  of  Menstrual  Cycle  (42) 

7.  Catecholamines  (9) 

8.  Sympathetic  Nervous  System  Activity  (6) 

9.  Ureteral  Obstruction  (3,48) 

10.  Acute  Oliguric  Renal  Failure  (26) 

11.  Renal  Infarction  (35) 

12.  Functionally  Significant  Aortic  or  Renal  Artery 
Stenosis  (17,48) 


In  the  systemic  circulation,  renin  liberates 
the  decapeptide  Angiotensin  I from  renin  sub- 
strate, as  depicted  in  Figure  1.  Renin  sub- 
strate, or  angiotensinogen,  is  an  alpha-2  glob- 
ulin manufactured  by  the  liver.41  Substrate 
concentration  is  lowered  by  liver  disease39  and 
elevated  by  anovulatory  drugs.36,42  Angio- 
tensin I,  itself  biologically  inert,  is  converted 
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in  the  pulmonary  circulation 7 to  the  octa- 
peptide  Angiotensin  II,  the  most  potent  pres- 
sor substance  known.  Angiotensin  II  is  also 
the  major  stimulus  for  aldosterone  secretion 


Fig.  1.  Pathways  of  the  Renin-Angiotensin  System  (Re- 
fer to  Text  for  Description). 

and  release  by  the  zona  glomerulosa  of  the 
adrenal  cortex.  The  effects  of  aldosterone  on 
the  nephron  and  of  Angiotensin  II  on  the 
arteriole  complete  the  cycle  initiated  by  renin 
release.21  Both  renin  and  aldosterone  are  in- 
activated primarily,  if  not  entirely,  by  the 
liver.23  Angiotensin  II  is  probably  inactivated 
at  its  receptor  sites  in  vascular  smooth  muscle.7 

The  renin-angiotensin  system  is  a dynamic, 
rapidly  responding  one.  Release  of  renin  into 
renal  venous  blood  may  increase  dramatically 
within  5-10  minutes  with  appropriate  stimu- 
lation.33 Decline  can  be  equally  rapid.33 
The  half-life  of  circulating  renin  is  esti- 
mated at  15-30  minutes.17,23  Increases  in  cir- 
culating aldosterone  levels  have  been  found 
15  minutes  after  P.R.A.  becomes  elevated,  for 
example  by  intravenous  furosemide.4  Inacti- 
vation of  renin  appears  to  require  only  a single 
pass  through  the  normal  liver.23  The  physiol- 
ogy of  this  system  has  been  further  enlight- 
ened by  recent  discoveries  of  (a)  renin  in- 
hibitor in  normal  plasma,43  (b)  a diurnal  varia- 
tion of  renin  secretion,16  and  (c)  urinary 
secretion  of  renin.22 

By  comparing  renin  activity  in  both  renal 
veins,  clinicians  have  circumvented  some  diffi- 
culties of  interpreting  a single  peripheral 
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P.R.A.  in  the  renal  hypertensive  suspect.  We 
are  currently  following  a group  of  patients 
operated  at  Norfolk  General  Hospital  for  sus- 
pected renal  hypertension.  All  had  peripheral 
and  renal  vein  renin  determinations  before 
attempted  operative  cure  of  renal  hyperten- 
sion. Our  initial  experience  supports  the  view 
that  hypersecretion  of  renin  by  an  affected 
kidney  regularly  foretells  operative  relief  of 
hypertension.  Absence  of  unilateral  hyper- 
secretion, however,  does  not  always  foretell 
operative  failure.  Controlled  performance  of 
the  test,  perhaps  with  stimulation  of  the  renin- 
angiotensin  system,  is  basic  to  proper  interpre- 
tation of  the  results. 

Methods  and  Materials 

An  assay  for  plasma  renin  activity  (P.R.A.) 
was  brought  to  the  Tidewater  area  in  the 
spring  of  1970  by  Dr.  A.  T.  Wan  of  the 
Pathology  Department  at  Norfolk  General 
Hospital.  After  several  months  of  experi- 
mentation, the  assay  was  perfected  and  offered 
for  clinical  application.  The  test  is  a specific 
radio-immunoassay  for  Angiotensin  I genera- 
tion rate,20  which  in  most  situations  provides 
a direct  measurement  of  renin  activity.21 
Nearly  400  measurements  of  P.R.A.  were 
made  from  August,  1970,  through  December, 
1971.  Among  these  were  45  patients  who  had 
bilateral  renal  vein  renin  (R.V.R.)  determina- 
tions. Fifteen  of  the  latter  patients  underwent 
operation  in  attempt  to  relieve  suspected  renal 
hypertension.  These  15  patients,  grouped  ac- 
cording to  their  R.V.R.  ratios  in  Table  II, 
form  the  basis  of  this  report. 

Screening  was  by  minute-sequence  or  rou- 
tine intravenous  pyelography.  If  the  screening 
test  was  positive,31  or  if  the  patient  was  felt 
strongly  to  be  a potential  operative  candidate, 
he  was  then  subjected  to  R.V.R.  measurement 
and  renal  arteriography.  Usually  these  two 
procedures  were  done  on  the  same  morning. 
All  studies  were  done  with  the  patient  hos- 
pitalized on  a regular  diet.  Diuretics  and  other 
anti-hypertensive  medications  were  withdrawn 
at  least  two  or  three  days  before  the  test.  The 
patients  were  usually  pre-medicated  with 
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meperidine  and  atropine,  then  kept  supine. 
Renal  venous  blood  was  collected  into  chilled 
vials  after  catheterization  of  the  renal  veins  by 
a modified  Seldinger  technique.40  In  three 
patients  (A.P.,  F.A.,  and  P.M.)  the  renal  vein 
samples  were  obtained  at  laparotomy.  Samples 
from  the  lower  inferior  vena  cava  near  the 
bifurcation  were  taken  at  the  same  time  as 
renal  vein  samples.  Lower  caval  samples  are 
essentially  the  same  as  peripheral  vein  samples 
with  regard  to  P.R.A. 

In  our  laboratory,  a peripheral  (lower 
caval)  P.R.A.  of  greater  than  200/ng/ 100ml ./ 
hr.  is  taken  to  be  elevated.  A ratio  of  P.R.A. 
(Diseased/Normal)  from  the  two  renal  veins 
of  1.5  or  more  is  considered  lateralization  or 
unilateral  hypersecretion  of  renin,  regardless 
of  absolute  values.  Patients  with  a ratio  of 


at  the  time  of  laparotomy.  A pressure  drop  of 
20  mm  Hg  or  more  was  considered  to  be  a 
significant  gradient.  The  standard  operative 
approach  was  transperitoneal  via  a subcostal 
incision. 

After  discharge  from  the  hospital,  patients 
were  followed  by  the  referring  physician  and 
by  us.  A patient’s  blood  pressure  is  termed 
normal  if  it  became  150/90  or  less  on  no  anti- 
hypertensive medication.  A patient  is  termed 
improved  if  the  mean  arterial  pressure  fell  by 
at  least  20  mm  Hg  on  no  more  medication 
than  before  operation.  Otherwise,  the  blood 
pressure  is  termed  high. 

Results 

As  shown  in  Table  II,  the  two  groups  are 
similar  except  for  the  longer  duration  of  hy- 


Table  II 

Averages  of  Both  Groups 

Age  Duration Preop  Postop 

Yrs  B.P.  Years  B.P.  B.P. 


9 Patients  47  2.2 

R.V.R.  Ratio  > 1.5 

I. 

6 Patients  46  8.5 

R.V.R.  Ratio  < 1.5 


1.5  or  greater  comprise  Group  I.  Patients  with 
a ratio  less  than  1.5  comprise  Group  II. 

Among  the  1 5 operations,  two  were  primary 
nephrectomies  (P.Q.  and  E.G.),  and  13  were 
revascularizations.  One  patient  underwent 
secondary  nephrectomy  because  of  postopera- 
tive thrombosis  of  a splenorenal  arterial  bypass. 
One  other  arterial  repair  (excision  of  a fibro- 
plastic segment  of  a renal  artery)  was  compli- 
cated by  a postoperative  thrombosis  (E.J.). 
Emergency  thrombectomy  salvaged  the  kid- 
ney. The  other  operations  (segmental  exci- 
sion, endarterectomies,  and  bypass  grafts)  are 
presumed  technical  successes  on  the  basis  of 
postoperative  excretory  urography  and  clinical 
course.  Three  bilateral  revascularizations  were 
performed  (A.G.,  P.M.,  E.S.).  Pressure  gra- 
dients across  13  renal  artery  stenoses  were 
measured  with  a strain  gauge  in  nine  patients 


Follow 

Up 

I 

204/124  153/93  lOMos. 

I I I 

203/123  145/92  9 Mos. 


pertension  in  Group  II.  The  patients  tended 
to  be  in  their  middle  to  late  forties  and  to  have 
rather  severe  hypertension.  All  15  patients 
remain  available  for  follow-up.  No  operative 
or  postoperative  death  was  encountered. 

Blood  pressure  results  are  shown  along  with 
age  and  diagnosis  of  patients  with  (Group  I, 
Table  III)  and  without  (Group  II,  Table  IV) 
preoperative  unilateral  hypersecretion  of 
renin.  Looking  first  at  Table  III,  eight  of 
nine  patients  with  a lateralizing  R.V.R.  ratio 
were  cured  or  improved  as  a result  of  appro- 
priate operation.  Peripheral  P.R.A.  levels 
(lower  cava)  were  elevated  in  only  two  pa- 
tients in  this  group,  both  of  whom  were  bene- 
fited by  operation.  The  other  seven  patients 
all  had  normal  or  low  peripheral  P.R.A.;  6 of 
these  became  normotensive  or  improved  by 
operation. 

Virginia  Medical  Monthly 


230 


Looking  next  at  Table  IV,  five  of  six  pa- 
tients with  non-lateralizing  R.V.R.  ratio  were 
cured  or  improved  by  operation.  Peripheral 
P.R.A.  levels  were  elevated  in  three  patients, 
all  three  of  whom  were  benefited  by  operation. 


Eight  of  these  patients  were  nonetheless  bene- 
fited by  operation;  two  were  left  with  their 
hypertension  unchanged.  Lateralization  of 
renin  secretion  was  noted  in  nine  patients; 
eight  of  these  derived  blood  pressure  reduction 


Table  III 


Lateralizing  Renal  Vein  Renins:  R.V.R.  Ratio  > 1.5 


Pathologic Renin  NG/lOOcc/Hr.  — R.V.R. B.P. 

Diagnosis  Rt.  Left  I.V.C.  Ratio  Results 


P.M. 

61 

1 

Bilat.  ASO 

713 

l 

P.Q. 

1 

37 

i 

TB,  Lt.  Kidney 

112 

1 

S.J. 

1 

40 

i 

ASO,  Rt! 

1 

51 

F.A. 

1 

43 

1 

ASO,  Rt! 

860 

1 

J.E. 

1 

31 

1 

1 

Occl.  Graft,  Rt. 

1 

87 

1 

E.S. 

1 

52 

l 

| 

Bilat.  ASO 

132 

I 

D.K. 

1 

55 

l 

| 

ASO,  Rt. 

117 

1 

C.S. 

1 

60 

l 

ASO,  Lt! 

28 

E.G. 

1 

49 

| 

ASO,  Rt. 

322 

1250 

345 

l 

1.75 

l 

Normal 

Normal 

243 

1 

141 

1 

2.2 

1 

1 

1 

24 

15 

■N 

2.1 

Improved 

Normal 

263 

110 

3.3 

1 

1 

1 

51 

57 

1.7 

High 

Normal 

256 

143 

1.95 

1 

1 

1 

71 

79 

1.65 

Normal 

1 

1 

1 

102 

43 

3.7 

Normal 

1 

1 

1 

190 

277 

1.7 

Improved 

Table  IV 


Non-Lateralizing  Renal  Vein  Renins:  R.V.R.  Ratio  < 1.5 


Pathologic Renin  NG/100/Hr.  — R.V.R. 

Diagnosis  Rt.  Left  I.V.C.  Ratio 


E.B. 

53 

1 

Aneurysm,  Lt. 

53 

74 

73 

1 

E.J. 

1 

33 

1 

Fibropl.  Lt. 

104 

1 

77 

I 

77 

1 

A.P. 

1 

29 

I 

1 

A.S.  Plaque  and 

Stenosis  Br.  Rt. 
1 

1 

1353 

j 

1 

1270 

1 

1 

1233 

. i 

A.G. 

1 

43 

1 

1 

Bilat.  Fibropl. 

1 

37 

1 

33 

63 

T.F. 

1 

48 

1 

Fibropl.  Rt. 

260 

380 

| 

253 

J.S. 

1 

73 

ASO,  Rt! 

260 

190 

202 

1.4 

I 

1 .4 

1.2 

I 

1.1 

1.46 

I 

1.36 


B.P. 

Results 


High 

I 

Improved 


Normal 


I 

Normal 

1 

Normal 

I 

Improved 


The  other  three  patients  had  normal  P.R.A. 
Two  of  these  were  benefited  by  operation. 

Table  V summarizes  the  accuracy  of  renin 
measurements  in  predicting  the  blood  pres- 
sure response  to  operation  in  the  15  patients. 
All  five  patients  with  elevated  peripheral 
P.R.A.  were  benefited  by  operation.  Ten  pa- 
tients had  normal  or  low  peripheral  P.R.A. 


from  operation.  Non-lateralization  was  pres- 
ent in  six  patients;  five  of  these  were  still 
benefited  by  their  operation. 

Pressure  gradients  were  compared  with 
R.V.R.  ratios  where  both  data  were  available. 
Seven  patients  with  unilateral  renal  artery  dis- 
ease had  significant  gradients  across  their 
stenotic  lesions.  Two  of  these  seven  failed  to 
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show  R.V.R.  lateralization;  yet  both  were 
cured  of  their  hypertension  by  the  operation. 
Four  of  the  other  five  patients  were  also  ben- 
efited by  operation.  Two  patients  with  bi- 


Table  V 

Accuracy  of  Renin  Measurements  in  Predicting 
B.P.  Response  to  Operation 


Blood  Pressure 
Result 

Peripheral 

P.R.A. 

R.V.R. 

Ratio 

>200  Ng/100  ml/hr 

>1.5 

Normal  or 

5 

8 

Improved 

High 

0 

1 

<200  Ng/100  ml/hr 

<1.5 

Normal  or 

8 

5 

Improved 

High 

2 

1 

lateral  renal  artery  disease  had  significant 
gradients  on  both  sides.  One  had  preoperative 
R.V.R.  lateralization.  Both  were  benefited 
by  bilateral  revascularization. 

Discussion 

The  data  supports  a hypothesis  that  hyper- 
secretion of  renin  by  an  affected  kidney  pre- 
dicts operative  relief  of  renal  hypertension. 
Nine  patients  had  lateralization  of  renin  secre- 
tion, i.e.,  a R.V.R.  ratio  greater  than  or  equal 
to  1.5.  Eight  of  these  (89%)  were  relieved 
of  hypertension  by  appropriate  operation. 
Similar  data  have  been  recently  accumulated 
by  other  investigators.8’11’15,27,32,38’51  Absolute 
R.V.R.  values  appear  to  matter  but  little  as 
compared  to  the  ratio.8,15,27  The  false  positive 
ratio  (that  is,  lateralization  of  renin  secretion 
with  postoperative  persistence  of  hyperten- 
sion) comprises  about  5-15%  of  the  total  posi- 
tives in  these  reports,  as  it  did  in  ours. 

Elevation  of  peripheral  P.R.A.  was  found 
in  five  patients.  All  five  of  these  patients  were 
benefited  by  appropriate  operation.  With  re- 
gard to  peripheral  elevations,  our  data  thus 
confirms  that  obtained  by  several  other  groups 
In  recent  years.2,19,28,47  Elevated  peripheral 
P.R.A.  should  be  considered  quite  meaningful 
in  the  renal  hypertensive  suspect,  provided 


known  stimulators  of  the  renin-angiotensin 
system  (Table  I)  are  controlled.  Depending 
on  the  patient’s  age  and  the  severity  of  the 
hypertension,  elevated  peripheral  P.R.A.  war- 
rants intensive  search  for  a renal  or  renovas- 
cular etiology.  A few  false  positives  have 
been  reported,5  but  these  are  easily  tolerated 
in  a screening  test. 

Ten  patients  in  the  present  series  had  a 
peripheral  P.R.A.  that  was  normal  or  low. 
Eight  of  these  were  relieved  of  renal  hyper- 
tension by  nephrectomy  or  revascularization. 
The  incidence  of  false  negative  peripheral 
P.R.A.  was  thus  quite  high  among  our  patients. 
Bath,  et  al.,  have  stated 

...  if  peripheral  venous  P.R.A.  is  normal, 
the  likelihood  of  surgically  remediable  re- 
novascular hypertension  appears  to  be  re- 
mote regardless  of  the  presence  or  absence 
of  roentgenographic  evidence  of  renal  ar- 
terial occlusive  disease.  . . .2 

Our  data  fail  to  support  such  a statement. 
Other  investigators  have  had  experience  sim- 
ilar to  ours,  as  regards  the  normal  peripheral 
P.R.A.5,27,38  Correctable  renal  hypertension 
frequently  exists  without  elevation  of  periph- 
eral P.R.A. 

Kaufman,  et  al.,27  have  shown  that  a dog 
with  hypertension  caused  by  stenosis  of  one 
renal  artery  develops  only  a transient  increase 
in  peripheral  P.R.A.  Lateralization  of  renin 
secretion  is  maintained,  though  the  absolute 
values  of  P.R.A.  become  depressed.  The  hy- 
pertension remains  curable  by  nephrectomy 
many  months  after  peripheral  P.R.A.  falls  into 
the  normal  range. 

Renin-dependent  hypertension  may  exist 
with  normal  or  low  peripheral  P.R.A.  Brown, 
et  al.,10  suggest  that  increases  in  target  organ 
sensitivity  rather  than  increased  P.R.A.  may 
be  the  responsible  factor.  Bianchi,  et  al.,  pres- 
ent data  showing  that  hypertension  in  some 
patients  with  renal  artery  stenosis 

. . . could  be  maintained  mainly  by  a rela- 
tive expansion  of  body  fluids  which,  con- 
versely, might  inhibit  the  plasma  renin 
concentration  increase.5 
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In  some  patients  with  renovascular  hyperten- 
sion, the  P.R.A.  is  normal  but  it  fails  to  sup- 
press in  a normal  fashion  with  sodium  loading 
or  volume  expansion.50  Because  of  these  studies 
and  our  own  observations,  we  do  not  expect  a 
normal  peripheral  P.R.A.  to  rule  out  correct- 
able renal  hypertension. 

Six  patients  in  our  series  had  approximately 
equal  P.R.A.  in  the  two  renal  veins.  Never- 
theless, five  of  these  were  relieved  of  hyper- 
tension by  appropriate  operation.  Non-later- 
alization  was  thus  not  a reliable  predictor  of 
operative  failure  in  these  patients.  We  deem 
the  R.V.R.  ratio  to  be  falsely  negative  in  these 
patients.  A significant  number  of  such  false 
negative  R.V.R.  ratios  has  been  reported  by 
some  investors,11,14’27,32  but  not  by  others.28,51 

How  may  we  explain  the  false  negative 
ratios?  Bilateral  or  branch  renal  artery  stenosis 
may  not  yield  lateralization.32  Nonsimultan- 
eous  sampling  of  the  renal  veins  may  also  cause 
false  negative  R.V.R.  ratios,  because  of  the 
capability  of  the  system  for  rapid  change.4,33 
Collateral  circulation,  as  seen  on  arteriogra- 
phy, may  be  responsible  for  some  false  nega- 
tive ratios.14  Some  false  negative  ratios  may 
be  converted  to  true  positives  with  stimulation 
of  the  reninangiotensin  system:  sodium  deple- 
tion,45,49 erect  posture,34  and  controlled  hypo- 
tension25 have  all  been  used  successfully  in  this 
way.  More  thorough  investigation  of  false 
negative  R.V.R.  ratios  is  the  subject  of  a 
forthcoming  report.30 

Because  of  the  incidence  of  false  negatives, 
we  have  revised  our  protocol  for  performance 
of  R.V.R.  determinations.  The  patient  is  now 
admitted  to  the  hospital  and  placed  on  a vir- 
tually sodium  free  diet  (10  Meq/day)  for 
three  days  before  the  test.  A thiazide  diuretic 
is  given  twice  daily  the  three  days  before  the 
test.  Other  medications  are  withheld.  The 
patient  is  kept  strictly  supine  after  bedtime  the 
previous  evening  until  his  arrival  in  x-ray  the 
next  morning.  The  renal  veins  are  catheterized 
(preferably  with  separate  catheters  simulta- 
neously); then  the  patient  is  tilted  into  the 
erect  position.  Samples  are  collected  after 
1 5 minutes  of  postural  stimulation.  Hopefully, 


such  a regimen  will  increase  the  sensitivity  of 
this  valuable  test. 

Pressure  gradients  were  helpful  when  pres- 
ent. A significant  gradient  was  always  found 
across  a stenotic  artery  where  the  affected  kid- 
ney hypersecreted  renin.  In  two  cured  cases, 
a gradient  was  found  where  the  affected  kid- 
ney did  not  hypersecrete  renin.  Absence  of  a 
gradient  should  probably  be  disregarded,  if 
that  kidney  was  shown  beforehand  to  hyper- 
secrete renin.  Certain  stresses  may  cause  a 
significant  gradient  to  disappear  during 
operation.29 

Conclusions 

1 . The  renal  hypertensive  suspect  continues 
to  challenge  the  diagnostic  abilities  of 
the  clinician. 

2.  Elevated  peripheral  renin  levels  suggest 
a renal  etiology  of  hypertension.  This 
assumes  the  physician  managing  the  case 
knows  what  is  normal  under  the  specific 
conditions  (diet,  posture,  medications, 
time  of  day,  associated  illnesses,  etc.)  of 
the  test. 

3.  Normal  peripheral  renin  levels  are  to 
be  expected  in  a large  number,  probably 
a majority  of  patients  with  correctable 
renal  hypertension. 

4.  Hypersecretion  of  renin  by  an  affected 
kidney  (R.V.R.  ratio  greater  than  or 
equal  to  1.5)  almost  uniformly  predicts 
operative  relief  of  hypertension. 

5.  Unilateral  hypersecretion  of  renin  may 
be  missed  unless  the  dynamic  nature  of 
the  renin-angiotensin  system  is  taken 
into  consideration. 

6.  A working  knowledge  of  the  renin- 
angiotensin  system  is  basic  to  proper  use 
of  renin  measurements  in  evaluation  of 
the  renal  hypertensive  suspect. 

Summary 

Fifteen  patients  underwent  operation  for 
suspected  renal  hypertension.  All  patients 
were  evaluated  by  excretory  urography,  ar- 
teriography, and  determination  of  perioheral 
and  renal  vein  plasma  renin  activity  (P.R.A.). 
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Pressure  gradients  were  measured  in  some 
of  the  patients.  An  elevated  peripheral  P.R.A. 
or  lateralization  of  renal  venous  P.R.A.  toward 
an  affected  kidney  nearly  always  predicted 
operative  relief  of  hypertension.  The  con- 
verse was  not  necessarily  true.  Physiology  of 
the  renin-angiotensin  system,  as  it  applies  to 
the  renal  hypertensive  suspect,  is  briefly  re- 


viewed. A protocol  for  performance  of  renal 
vein  resin  determination  is  presented. 

A list  of  references  may  be  obtained  from  Dr. 
Poutasse. 
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Life  Span  Gains  22  Years 


A child  born  today  in  the  United  States  can 
expect  to  live  about  22  years  longer  than  his 
grandparents,  a report  published  in  the  cur- 
rent issue  of  Update , a publication  of  the 
American  Medical  Association,  says.  That’s 
a gain  of  44.5  per  cent— or  nearly  half  a life- 
time of  life  span  added  since  1900. 

The  figures  are  based  on  life  expectancy 
data  for  1971,  recently  released  by  the  U.  S. 
Public  Health  Service.  These  were  compared 
to  similar  data  for  1900.  “A  child  born  in  1971 
can  expect  to  blow  out  the  candles  on  his  (or 
her)  71st  birthday  cake.” 

“Why  are  people  living  longer  today?  One 
reason  is  that  the  average  living  standard  has 
greatly  improved  in  the  past  seven  decades. 
Another  reason  is  that  more  people  have  learn- 
ed the  value  of  taking  proper  care  of  them- 
selves. 

“Also,  advances  by  medical  research  and 
medical  practice  merit  a large  share  of  the 
credit.  Since  1900,  the  U.  S.  death  rate  has 
dropped  from  1,719  to  929  per  100,000  per- 
sons. 

“At  the  turn  of  the  century,  tuberculosis, 


gastritis,  chronic  nephritis  and  diphtheria  were 
among  the  top  ten  leading  causes  of  death. 
Together,  they  claimed  458  lives  each  year 
for  every  100,000  people.  Now  they  are  no 
longer  listed  as  leading  killers. 

“In  their  stead,  diabetes  mellitus,  cirrhosis 
of  the  liver,  arteriosclerosis  and  bronchitis  and 
related  diseases  currently  appear  on  the  list. 
But  those  four  killers  account  for  a signifi- 
cantly lower  death  rate  of  63.7  per  100,000. 

“Six  of  the  top  ten  leading  causes  of  death 
in  1900  are  still  on  the  list.  Four  of  them— 
influenza-pneumonia,  cerebrovascular  diseases, 
accident  and  certain  diseases  of  early  infancy- 
now  show  a 54.7  per  cent  lower  death  rate 
of  200.8  compared  to  443.7  in  1900. 

“Only  the  two  remaining  killers— heart  dis- 
ease and  cancer— account  for  higher  death 
rates  now  than  at  the  turn  of  the  century. 
Heart  disease,  currently  the  number  one  kill- 
er, now  claims  358.4  lives  each  year  for  every 
100,000  Americans  while  the  death  rate  for 
second-ranking  cancer  is  160.9  per  100,000. 
The  comparable  figures  for  1900  were  137.4 
and  64  respectively.” 
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The  Subclavian  Steal  Syndrome 

A Clinical  Approach 

J.  A.  van  HEERDEN,  M.B.Ch.B 
G.  L.  SHEPPARD,  JR,  M.D. 

J.  M.  DEIGNAN,  JR,  M.D. 
Winchester,  Virginia 


Among  the  candidates  for  vascu- 
lar surgery  is  the  patient  with 
symptoms  due  to  the  subclavian 
steal  syndrome.  As  physicians 
become  more  interested  in  this 
situation,  more  cases  are  found. 

The  indications  for  operation  are 
clear,  the  surgical  risk  is  not  ex- 
cessive, and  the  chances  of  suc- 
cess are  good. 

DURING  THE  PAST  DECADE,  greater 
emphasis  has  been  placed  on  the  recogni- 
tion of  extra-cranial  causes  of  cerebral  ische- 
mia in  those  patients  with  transitory  “small 
strokes”,  syncopal  episodes,  transient  visual 
disturbances,  weakness  and  claudication  of  the 
upper  extremities.  Of  these  causes,  the  “Sub- 
clavian Steal  Syndrome”  has  aroused  great 
clinical  and  surgical  interest. 

This  syndrome,  which  implies  retrograde 
vertebral  artery  flow,  occurs  due  to  obstruc- 
tion proximal  to  the  origin  of  the  vertebral 
arteries,  i.e.  in  the  subclavian  artery  on  the 
left  and  subclavian  and/or  innominate  arteries 
on  the  right.  The  most  common  cause  of  this 
obstruction  is  atherosclerosis,  but  the  etiology 
may  be  varied,  i.e.: 

From  the  departments  of  Surgery  and  Neu- 
rology, Winchester  Memorial  Hospital. 


Congenital}2 

a.  Subclavian  artery  atresia 

b.  Coarctation  of  the  aorta 

Acquired: 

a.  Atherosclerosis 

b.  Iatrogenic 

1.  Following  a Blalock-Taussig  anas- 
tomosis 

2.  Ligation  of  the  subclavian  artery 
during  resection  of  a thoracic 
aortic  aneurysm. 

Traumatic: 

Subluxation  of  the  clavicle  leading  to 

compression  and  thrombosis  of  the  sub- 
clavian artery. 

Retrograde  vertebral  artery  flow  was  first 
demonstrated  angiographically  by  Cantorini3 
in  1960.  Although  many  names  such  as  “brain 
drain”,  “grand  larceny  of  the  vertebral”,  “sub- 
clavian snitch”  and  “brachial-basilar  insuffi- 
ciency” have  been  applied  to  this  syndrome,16 
only  “Subclavian  Steal”  has  endured  the  test  of 
time.  This  term  was  first  introduced  into  the 
English  literature  in  an  editorial  in  the  New 
England  Journal  of  Medicine  by  Fisher7  in 
1961. 

The  normal  anatomical  arrangement  of  the 
subclavian-vertebral-basilar  system  is  shown  in 
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Fig.  1 and  the  reversed  vertebral  flow  depicted 
in  Fig  2. 

The  sources  of  collateral  supply  to  the  distal 
subclavian  artery  are: 

a.  Vertebral  artery 

b.  Thyro-cervical  trunk  (inferior  thyroid 
artery) 

c.  Internal  mammary  artery 

d.  External  carotid  artery 

Although  all  of  these  collaterals  can  be 
sacrificed  with  impunity,  reversed  flow,  in  the 
vertebral  artery,  with  its  “siphoning”  effect  on 
the  blood  supply  to  the  cerebral  hemispheres, 


leads  to  the  most  disastrous  results.  We  have 
recently  had  the  opportunity  to  manage  two 
patients  who  depicted  many  of  the  interesting 
facets  of  this  syndrome  and  would  like  to  pre- 
sent them  in  some  detail. 

Case  #2.  Mrs.  T.  C.,  a 61  year  old  white 
female,  was  initially  seen  in  August  1971.  At 


this  time,  she  complained  of  persistent  dizziness 
for  approximately  one  month  and  of  recurrent 
episodes  of  numbness  and  clumsiness  of  her  left 
hand  lasting  10-15  minutes  for  the  past  three 
weeks.  Her  past  history  was  significant  in  that 
she  had  been  hypertensive  for  the  last  ten  years. 


Fig.  2.  Reversed  vertebral  flow  with  subclavian 
occlusion. 


Significant  findings  on  physical  examination 
revealed  a blood  pressure  of  130/100  mm  Hg 
in  the  right  arm  and  a pressure  of  200/100 
mm  Hg  in  the  left  arm.  The  right  brachial 
pulse  was  markedly  reduced  in  comparison  to 
the  left.  A systolic  bruit  was  present  over  the 
proximal  right  subclavian  artery  as  well  as  less 
pronounced  bilateral  carotid  bruits.  Except 
for  mild  hypercholesterolemia,  her  routine 
laboratory  evaluation  was  unremarkable. 

A right  retrograde  brachial  and  an  aortic- 
arch  arteriogram  were  done  (Fig.  3-5). 

On  August  23rd,  a right  subclavian  endar- 
terectomy, without  a patch  angioplasty,  was 
done  through  a supraclavicular  incision  with 
excision  of  the  medial  half  of  the  clavicle.  At 
the  end  of  the  procedure,  pressures  were  equal 
in  both  arms  and  brachial  pulses  were  equal. 
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On  the  fourth  postoperative  day,  the  patient 
developed  transient  loss  of  coordination  of  her 
hand  which  was  attributed  to  a branch  oc- 
clusion of  the  right  middle  cerebral  artery.  At 


Fig.  3.  Right  retrograde  brachial  angiogram  showing 
occlusion  of  proximal  subclavian  artery  and  extensive 
collateral  supply  to  the  distal  subclavian. 


the  time  of  her  dismissal  on  the  tenth  post- 
operative day,  she  had  gained  full  control  and 
was  asymptomatic. 

Five  months  later,  pressures  were  still  equal 
in  both  arms  and  except  for  persistent  hyper- 
tension, physical  examination  was  negative. 
She  had  not  experienced  dizziness  or  clumsiness 
of  her  left  hand  since  hospital  dismissal. 

Case  #2.  Mr.  W.  M.,  a 59  year  old  white 
male,  was  initially  seen  in  June  of  1969.  At  this 
time,  his  main  complaint  was  of  vertigo,  oc- 
casional nausea  and  transient  attacks  of  dim- 


ness of  vision.  His  past  history  was  significant 
in  that  he  reportedly  had  a “stroke”  approxi- 
mately three  years  prior  to  being  seen  in  Win- 
chester. Significant  findings  on  physical  ex- 


Fig  4.  Aortic  arch  study  revealing  almost  total 
occlusion  of  proximal  portion  of  right  subclavian 
artery.  Note  plaques  at  both  common  carotid  bifurca- 
tion and  collateral  arising  from  left  thyro-cervical 
trunk  and  traversing  the  neck  from  left  to  right. 

amination  revealed  a blood  pressure  of  180/100 
mm  Hg  in  the  right  arm  and  120/100  mm 
Hg  in  the  left  arm.  His  pulses  in  the  left  upper 
extremity  were  markedly  reduced  in  compari- 
son to  the  right  and,  in  addition,  a loud  systolic 
bruit  was  heard  over  the  left  subclavian  artery. 
Again,  soft  systolic  bruits  were  heard  over 
both  carotid  arteries.  Basic  laboratory  investi- 
gation was  essentially  negative.  Angiographic 
demonstration  of  subclavian  stenosis  with  a left 
subclavian  steal  syndrome  was  obtained  (Figs. 
6,7). 

On  July  11,  1969,  the  patient  was  explored 
through  a left  posterolateral  thoracotomy  and 
endarterectomy  of  the  left  proximal  subclavian 
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artery  was  performed.  At  the  completion  of 
the  procedure,  the  blood  pressure  in  the  left 
arm  remained  20  mm  lower  than  in  his  right 
arm.  His  postoperative  course  was  essentially 


Fig.  5.  Aortic  arch  study  showing  retrograde  flow  in 
right  vertebral  artery. 


uneventful.  In  the  ensuing  2 14  years,  the  pa- 
tient has  been  entirely  asymptomatic. 

Clinical  Aspects  of  Subclavian 
Steal  Syndrome 

The  tetrad  consisting  of  brainstem  ischemic 
episodes,  difference  in  radial  pulses,  supra- 
clavicular bruit  and  difference  in  blood  pres- 
sure in  the  arms  of  at  least  20  mm  Hg  systolic 
should  immediately  make  the  clinician  think  of 
the  subclavian  steal  syndrome.  Of  these  find- 
ings, the  difference  in  blood  pressure  is  perhaps 
the  most  consistent  and  important. 

When  one  recalls  the  vascular  anatomy  of 
this  condition,  it  is  realized  that  any  portion  of 
the  territory  supplied  by  the  vertebro-basilar 
system  could  become  ischemic  and  while  the 
usual  complaints  are  those  of  brainstem  and 
cerebellar  ischemia  (dizziness,  vertigo,  tinnitus, 


and  ataxia),  one  must  also  recall  that  the  verte- 
bro-basilar system  supplies  the  posterior  thala- 
mus, occipital  lobes  and  the  inferior  temporal 
lobes,  and  ischemia  of  these  areas  may  account 


Fig.  6.  Left  retrograde  brachial  angiogram  showing 
severe  stenosis  of  proximal  left  subclavian  artery  with 
extensive  distal  collateral  supply. 


for  visual  disturbances  or  “dreamy  states”  asso- 
ciated with  psychomotor  seizures.2  “Drop  at- 
tacks” which  probably  are  caused  by  ischemia 
in  the  region  of  the  medullary  corticospinal 
tract  decussation  have  also  been  reported  to 
occur  in  this  syndrome. 

The  radial  pulse  on  the  side  of  the  subclavian 
steal  may  be  either  diminished  or  delayed. 
When  one  palpates  both  radial  arteries  simul- 
taneously, generally  there  will  be  an  asym- 
metry of  pulses  with  the  diminished  one  on 
the  ipsilateral  side  of  the  lesion.  Occasionally, 
however,  the  radial  pulses  may  be  equal  in 
amplitude  but  there  is  a delay  on  the  ipsilateral 
side,  probably  because  of  the  greater  distance 
the  pulse  wave  must  travel  (i.e.,  up  one  verte- 
bral artery  and  down  the  other  vertebral  ar- 
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tery  before  traveling  to  the  wrist).  Gonsette 
states  that  hyperextension  of  the  neck  may 
lead  to  disappearance  of  the  radial  pulse  on  the 
side  of  the  lesion.8  When  there  is  obstruction 


Fig.  7.  Late  phase  of  aortic  arch  study  showing  retro- 
grade flow  down  left  vertebral  artery. 

of  the  vertebral  artery  with  this  maneuver, 
one  can  easily  see  how  the  radial  pulse  may 
“disappear.” 

Almost  80%  of  Patel’s  and  Toole’s  patients 
had  supraclavicular  bruits  on  one  or  both 
sides.15  Neck  rotation,  position,  and  deep  in- 
spiration may  change  the  characteristics  of 
the  bruit  due  to  subclavian  artery  compression 
and  altered  hemodynamics. 

The  difference  in  blood  pressure  in  the  arms 
is  perhaps  the  most  consistent  finding.  How- 
ever, Kesteloot11  has  found  blood  pressure  to 
fluctuate  as  much  as  20-50  mm  Hg  in  twenty- 
four  hours  in  the  arms  and,  thus,  serial  determi- 
nation should  be  taken  to  establish  that  there  is 
a persistent  difference  in  the  two  sides. 

A few  patients  will  complain  of  the  onset 
of  symptoms  with  exercise.  These  symptoms 
may  be  either  of  CNS  origin  or  related  to 
peripheral  ischemic  pain  in  the  affected  arm. 


Patel  and  Toole  have  suggested  an  exercise  test 
of  lifting  a five-pound  weight  from  the  waist 
to  over  the  head  with  each  hand  simultane- 
ously at  a rate  of  30/minute  for  three  minutes 
and  observe  the  patient  for  CNS  symptoms, 
pulse,  blood  pressure,  or  bruit  changes. 

According  to  one  survey,9  men  are  affected 
two  to  three  times  more  often  than  women. 
The  left  subclavian  artery  is  affected  two  to 
two  and  one-half  times  more  often  than  the 
right.  The  duration  of  symptoms  may  vary 
as  long  as  twenty  years.  On  the  average,  the 
time  between  onset  of  symptoms  and  diag- 
nosis is  two  years. 

Management  of  the  Subclavian 
Steal  Syndrome 

Patients  with  this  syndrome  can  conven- 
iently be  divided  into  three  clinical  categories: 

1.  Those  who  are  asymptomatic 

2.  Those  who  are  asymptomatic  from  a 
“steal”  standpoint,  but  have  symptoms 
of  atherosclerosis  such  as  angina  or  pe- 
ripheral vascular  disease. 

3.  Those  who  have  symptoms  of  cerebral 
ischemia. 

In  those  patients  who  are  asymptomatic,  no 
therapy  is  advised5,10,13  at  this  time,  although 
the  passage  of  time  and  the  accumulation  of 
more  data  may  change  this  current  philosophy. 
As  Piccone16  et  al.  have  emphasized,  the  main 
indications  for  operative  repair  are  to  prevent 
incipient  strokes,  to  relieve  recurrent  cerebral 
ischemic  attacks  and  only  rarely  to  relieve 
upper  limb  ischemic  complaints. 

Once  the  decision  has  been  made  to  pro- 
ceed with  operative  restoration  of  distal  flow, 
a wide  variety  of  procedures  are  available  to 
the  surgeon.  The  technique  of  flow  restora- 
tion varies  with  the  underlying  etiology  and 
with  the  individual  surgeon’s  preference.  A 
technical  point  worth  re-emphasizing  is  the 
difference  in  “texture”  between  the  subclavian 
artery  and  the  arteries  of  the  lower  limbs.  In 
our  experience,  it  is  much  more  “cheesy”  and 
delicate— more  analogous  to  the  pulmonary 
artery. 
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Surgical  Approach 

Left-sided  lesions:  The  best  approach  for 
these  lesions  is  a posterolateral  thoracotomy 
through  the  fourth  intercostal  space  with 
adequate  exposure  of  the  aortic  arch  and  left 
subclavian  artery. 

Right-sided  lesions:  Good  exposure  of  the 
obstructive  site  can  be  obtained  by: 

a.  Supraclavicular  “collar”  incision  with 
or  without  resection  of  the  medial  half 
of  the  clavicle. 

b.  Supraclavicular  incision  with  a limited 
midsternotomy  with  or  without  the 
development  of  a chest  wall  flap. 

Occasionally,  reconstruction  of  the  innomi- 
nate artery  requires  some  type  of  temporary 
by-pass  such  as  the  haparin-coated  shunt  pop- 
ularized by  Gott  et  al.14 

Bilateral  lesions:  A collar  incision  with  a 
medium  sternal  splint  has  been  used  by  Ber- 
natz  et  al.4 

Surgical  Technique 

1 . Thrombo-endarterectomy  with  or  with- 
out a patch  arterioplasty.  This  has  been 
the  most  commonly  used  mode  of  repair 
and  has  gained  wide  acceptance. 

2.  By-pass  procedures: 

a.  Aorto-subclavian  by-pass6 

b.  Carotid-subclavian  by-pass— this 
technique  has  recently  been  advo- 
cated1 and  appears  to  be  gaining  in 
popularity.  The  disadvantages  of  a 
thoracotomy  are  obviated,  theoreti- 
cally decreased  carotid  artery  flow 
has  not  been  demonstrated  and  simul- 
taneous carotid  endarterectomy  is 
possible. 

c.  Subclavian— subclavian  by-pass18  as 
recently  advocated  by  Rush  et  al. 

3.  Vertebral  artery  ligation— this  procedure 
has  been  advocated  by  Rob17  as  our  al- 
ternative in  poor-risk  patients.  It  appears 
unphysiological  although  the  results  have 
been  quite  favorable.19 


4.  Subclavian  transposition 

5.  Vertebral  transposition 

6.  Vessel  replacement. 

Procedures  4-6  are  seldom  employed  and 
are  listed  for  completeness  only. 

Although  endarterectomy  has  been  well 
established  and  the  results  have  been  good, 
emphasis  must  be  placed  on  the  similarly  good 
results  with  carotid-subclavian  by-pass  with 
its  already  mentioned  advantages. 

Summary 

The  clinical  features  and  management  of 
two  patients  with  the  Subclavian  Steal  Syn- 
drome are  presented  briefly.  In  addition,  a 
brief  review  is  given  of  the  etiology,  symp- 
tomatology and  management  of  this  interesting 
syndrome. 
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BOOK  ANNOUNCEMENT 


Current  Pediatric  Diagnosis  and  Treat- 
ment. Second  Edition  by  C.  Henry  Kempe, 
Henry  K.  Silver,  Donough  O’Brien.  Lange 
Medical  Publications,  Los  Altos,  California 
94022 

The  purpose  of  this  book  is  twofold:  (1) 
to  present  to  the  student  of  Pediatrics  in  a 
concise  and  yet  comprehensive  form,  the  nec- 
essary information  to  make  a proper  diagnosis 
and  (2)  to  supply  the  physician  with  informa- 
tion which  he  can  utilize  in  the  management 
of  the  “whole  patient.”  It  appears  that  the 
editors  and  authors  have  achieved  this  purpose, 
bringing  together  in  40  chapters  a complete 
summary  of  the  vast  Pediatric  literature  in  the 
diagnosis  and  treatment  of  children. 

The  text  is  completely  clinical  in.  its  orien- 
tation and  each  article  is  brief  and  to  the  point; 


however,  after  each  article  is  a review  of  ref- 
erences for  a more  complete  analysis  of  the 
subject  if  needed  or  desired  by  the  reader.  In 
1,008  pages,  the  physician  or  nurse  can  find 
virtually  everything  he  wants  to  know  about 
general  Pediatrics,  and  there  is  a selective  list 
of  references  grouped  into  topical  categories. 

The  majority  of  contributors  and  all  editors 
are  from  the  University  of  Colorado.  The 
close  geographic  association  of  the  editors  and 
contributors  offers  one  of  the  book’s  strengths 
in  almost  no  needless  repetition. 

The  addition  of  the  chapters  on  Ambulatory 
Pediatrics  and  on  Teeth  add  to  the  general 
value  of  the  book. 

This  book  is  recommended  to  students  of 
Pediatrics. 

Micicael  M.  Kannan,  M.D. 
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Chronic  Renal  Disease  Following  Pregnancy  and  Terminating  with 
Severe  Frontal  Headaches,  Blurred  Vision,  Confusion  and  Stiff  Neck 
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Clinical  History 

A 26-year-old  Negro  female  was  transferred 
to  the  Medical  College  of  Virginia  on  11/14/ 
69  because  of  headache,  confusion  and  stiff 
neck. 

The  patient  was  found  to  be  10  weeks  preg- 
nant in  November,  1968.  Her  prenatal  care 
period  was  essentially  uneventful  until  March, 
1969,  when  her  blood  pressure  was  found  to 
be  170/100  and  she  was  felt  to  have  mild  pre- 
eclampsia. She  was  treated  with  a preparation 
containing  chlorthalidone  and  reserpine  and 
on  subsequent  determinations  her  blood  pres- 
sure was  found  to  be  140/90;  however,  in  May 
she  developed  2+  albuminuria.  Later  that 
month  she  was  admitted  in  labor  to  a local 
hospital  where  she  was  delivered  of  a stillborn 
male  child.  She  was  reported  to  have  3 + 
albuminuria  on  admission.  Following  delivery 
of  the  child,  the  patient  ran  a febrile  course 
with  temperature  spikes  as  high  as  102°  in  the 
evening  and  the  early  morning  hours,  which 
gradually  subsided  over  a period  of  a week. 
She  was  discharged  but  had  recurrence  of  her 
fever  at  her  first  post-partum  office  visit  in 


June,  and  was  treated  empirically  with  paren- 
teral and  oral  penicillin.  In  July,  she  began  to 
complain  of  weakness  and  dyspnea  on  exertion 
and  was  found  to  be  anemic,  with  a hematocrit 
of  21.  She  was  admitted  to  another  local  hos- 
pital, where  she  became  progressively  more 
lethargic  and  was  noted  to  be  oliguric.  Because 
of  the  oliguria,  she  was  transferred  to  an  In- 
tensive Care  Unit. 

Physical  examination  revealed  a small,  well- 
developed,  well-nourished  woman  appearing 
chronically  ill.  She  was  awake,  but  nonre- 
sponsive.  Blood  pressure  was  170/100.  There 
were  darkly  pigmented  areas  over  the  upper  lip 
and  cheeks  bilaterally.  The  neck  resisted  flex- 
ion but  there  was  no  spasm  of  the  neck  mus- 
culature. Eye  grounds  showed  no  definite  ex- 
udates or  hemorrhages,  and  the  discs  were  flat. 
The  neck  veins  were  flat.  Chest  was  clear  to 
percussion  and  auscultation.  Heart  was  en- 
larged with  the  PMI  1 cm  lateral  to  the  mid- 
clavicular  line  in  the  fifth  intercostal  space. 
The  sounds  were  of  good  quality,  without 
murmurs  or  thrills.  The  abdomen  was  pro- 
tuberant, soft  and  diffusely  tender  without 
spasm,  guarding  or  rebound.  Extremities  show- 
ed 1+  edema  of  the  legs.  Pelvic  examination 
was  normal.  There  was  black  tarry  stool  in 
the  rectum. 

Laboratory  Data:  Hemoglobin  7.2  gm%, 
white  count  6,400/mm3  with  80%  neutrophi- 
lia. Urinalysis  showed  4+  albuminuria  but  was 
negative  for  sugar  and  acetone.  The  urine  was 
loaded  with  red  blood  cells  and  showed  25-30 
white  cells /hpf.  BUN  150  mg%.  Her  stools 
were  positive  for  occult  blood. 

The  patient  was  placed  on  hemodialysis  with 
improvement  in  her  clinical  status.  A percu- 
taneous biopsy  of  the  left  kidney  was  per- 
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formed  on  8/4/69,  and  showed  changes  of 
membranous  glomerulonephritis.  L.E.  prep- 
arations, which  had  been  negative  prior  to  the 
biopsy,  were  reported  as  positive  that  same  day. 
She  was  begun  on  prednisone,  100  mg  daily, 
with  improvement  in  her  urine  output  and 
stabilization  of  her  electrolyte  abnormalities. 
However,  her  blood  pressure  remained  ele- 
vated and  she  required  hydrochlorothiazide  and 
a low  sodium  diet.  On  9/22/69  she  was 
thought  to  be  in  acute  congestive  failure, 
which  responded  to  administration  of  digitalis. 
She  was  discharged  on  9/27/69,  at  which  time 
her  hematocrit  was  30%,  and  white  count 
10,600/mm3  with  an  essentially  normal  dif- 
ferential. Total  protein  was  6.5  gm%,  albu- 
min 3 gm%,  serum  cholesterol  240,  calcium 
10.8  mg%,  phosphorous  5.6  mg%,  total  bili- 
rubin 0.8  mg%,uric  acid  7.1  mg%,  glucose  106 
mg%,  LDH  125,  alkaline  phosphatase  12, 
SGOT  15,  creatinine  2.3.  Serum  sodium  was 
136  mEq/1,  potassium  5.2  mEq/1,  C02  26  and 
chlorides  102  mEq/1. 

She  was  followed  in  her  physician’s  office. 
She  gradually  gained  strength,  but  her  blood 
pressure  remained  slightly  elevated.  Her  BUN 
appeared  to  be  stable  in  the  low  30  mg% 
range.  She  was  noted  to  have  ascites  on 
11/7/69  and  was  begun  on  furosemide,  40 
mg  b.i.d.  About  that  time,  she  developed  fron- 
tal headache  of  progressively  increasing  sever- 
ity. She  was  seen  by  her  ophthalmologist  and 
her  glasses  were  changed,  but  her  headache 
persisted.  Twenty-four  hours  prior  to  admis- 
sion, she  was  noted  to  be  confused  and  to  have 
developed  a stiff  neck.  She  was  seen  in  the 
Emergency  Room  of  the  local  hospital  where 
physical  examination  revealed:  BP  180/120, 
P 100,  R 18,  T 98.6°.  She  was  a well-devel- 
oped Negro  woman  who  was  Cushingoid  in 
appearance,  but  apparently  in  no  acute  distress. 
There  was  hirsutism  and  a cigarette-paper  tex- 
ture to  the  skin.  The  ears,  eyes,  nose  and  throat 
were  normal  except  for  injection  and  hyper- 
emia of  the  left  sclera  and  conjunctiva.  Extra- 
ocular movements  were  normal  and  her  pupils 
reacted  regularly.  The  fundi  were  unremark- 
able. The  neck  was  rigid  and  painful  to  move- 


ment. Breasts  were  normal.  The  chest  was 
clear  to  auscultation  and  percussion  except  for 
a few  rales  in  the  bases.  There  was  normal  sinus 
rhythm  without  rubs,  and  a grade  II/VI  sys- 
tolic murmur  was  heard  over  the  pulmonic 
area.  There  were  no  diastolic  murmurs  and 
no  gallop.  The  abdomen  was  slightly  obese. 
The  liver  was  palpable  2 fingerbreadths  below 
the  right  costal  margin  and  slightly  tender.  A 
fluid  wave  was  present.  Bowel  sounds  were 
active.  There  was  no  CVA  tenderness.  Neu- 
rological examination  was  unremarkable. 

Laboratory  Data:  Hemoglobin  12.9  gm%, 
white  count  7,900 /mm3  with  78%  neutro- 
trophils,  19%  lymphocytes,  and  3%  mono- 
cytes. Platelet  count  12 1,000 /mm3  and  reticu- 
locyte count  0.8%.  Sedimentation  rate  51. 
Three  L.E.  preparations  were  negative.  Urine 
showed  a specific  gravity  of  1.015  with  2 + 
proteinuria.  There  were  many  red  cells  and 
white  cells/hpf.  A lumbar  puncture  was 
performed  and  showed  an  opening  pressure 
of  585  and  a closing  pressure  of  475  mm  of 
water.  The  spinal  fluid  showed  10  red  cells 
and  16  white  cells  (11  neutrophils  and  5 
lymphs).  Spinal  fluid  protein  113  mg%  and 
spinal  fluid  sugar  0.  Her  blood  sugar  was 
113  mg%.  BUN  20  mg%,  serum  sodium  150 
mEq/1,  potassium  4.7  mEq/1,  C02  22mEq/l, 
and  chlorides  103  mEq/1. 

Subsequent  to  the  lumbar  puncture,  she  was 
transferred  to  the  Medical  College  of  Virginia. 

Clinical  Discussion 

Dr.  Charles  Cooke:  The  case  under  consid- 
eration today  is  that  of  a 26-year-old  Negro 
woman  who  was  pregnant,  developed  toxemia, 
and  had  a stillborn  child.  This,  unfortunately, 
is  not  too  unsual.  What  follows  is  unusual, 
however.  A month  later,  she  was  febrile,  and 
then  became  dyspneic,  anemic,  and  oliguric— 
an  interesting  sequence  of  events.  We  are  led 
on  by  something  else  in  the  protocol;  i.e.,  that 
she  had  some  skin  lesions  on  her  face.  He  did 
not  say  they  were  in  the  shape  of  a butterfly 
rash,  but  I get  the  notion  that  this  is  what  he 
is  trying  to  describe.  We  are  then  immediately 
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faced  with  the  prospect  that  this  woman  is 
pregnant  and  has  lupus.  It  would  be  well  to 
review  a few  of  the  facts  concerning  lupus  and 
pregnancy.1,2 

First  of  all,  patients  with  lupus  have  a much 
higher  incidence  of  sterility  than  those  indi- 
viduals who  do  not  have  lupus.  In  one  series 
of  188  cases,  some  21%  of  these  women  were 
unable  to  become  pregnant.  Of  those  who  do 
become  pregnant,  the  fetal  wastage  in  terms 
of  stillbirths,  spontaneous  abortions  or  pre- 
mature babies  is  much  higher,  varying  from 
17-24%  as  opposed  to  8-10%  in  normals. 

What  happens  to  the  infants  who  do  sur- 
vive? They  usually  will  have  the  L.E.  factor 
for  a matter  of  months,  after  which  this  dis- 
appears and  they  are  normal. 

What  about  the  influence  of  pregnancy  on 
the  course  of  lupus?  This  is  quite  variable 
during  pregnancy,  with  probably  as  many  re- 
missions as  exacerbations.  However,  the  inci- 
dence of  exacerbations  of  lupus  in  the  post- 
partum period  is  approximately  7 or  8 times 
greater  than  the  incidence  of  exacerbation  in 
a similar  number  of  non-pregnant  women 
with  lupus,  and  these  exacerbations  may  be 
quite  severe. 

The  patient  under  consideration  here  had 
tarry  stools,  and  obviously  GI  bleedings.  We 
find  also  that  she  is  anemic,  has  4+  proteinuria 
with  red  cells  and  white  cells  in  the  urine,  and 
a BUN  of  150  mg%.  We  read  on  and  learn 
that  she  was  placed  on  dialysis  because  of  this, 
and  when  the  BUN  was  lowered  a kidney 
biopsy  was  obtained.  This  revealed  changes 
of  membranous  glomerulonephritis.  L.E.  prep- 
arations which  had  been  negative  in  the  past 
were  then  positive.  This  does  not  surprise  me. 
In  this  institution,  work  by  Drs.  Mullinax, 
Rekate,  and  Brackett  has  indicated  that  there 
is  a dialyzable  factor  in  the  serum  of  uremic 
patients  which  will  prevent  the  L.E.  cell  re- 
action from  being  positive.3 

The  patient  was  treated  with  high  doses  of 
prednisone  and  was  followed  in  her  physi- 
cian’s office.  She  gained  strength,  but  her  blood 
pressure  remained  slightly  elevated.  The  BUN 


was  stable,  so  we  have  hopefully  arrested  what- 
ever was  going  on  in  her  kidneys.  But  she 
began  to  develop  headache,  blurred  vision, 
confusion,  and  stiff  neck.  We  are  told  that  her 
extraocular  movements  were  intact,  that  she 
had  a murmur  and  a red  eye,  that  there  was 
nothing  localizing  on  neurologic  examination, 
and  that  she  had  developed  ascites.  Her  symp- 
toms of  headache  and  blurred  vision  are  not 
unusual  in  lupus,  but  I am  surprised  to  learn 
that  she  had  ascites,  which  is  not  usually  a part 
of  the  picture  of  lupus.  It  is  sometimes  seen 
in  individuals  with  very  severe  nephrosis  or 
peritonitis.  The  incidence  of  anorexia,  nausea, 
vomiting,  weight  loss,  and  other  non-life- 
threatening  GI  manifestations  is  fairly  high  in 
lupus,  but  serious  bleeding,  perforation,  or 
ascites  are  relatively  unusual  and  are  often 
related  more  to  the  treatment  than  to  the 
disease. 

In  the  laboratory  data,  we  find  that  she  still 
has  2+  proteinuria,  with  red  cells  and  white 
cells,  but  the  most  interesting  thing  of  all  is 
that  she  now  has  at  lumbar  puncture  an  open- 
ing pressure  of  585  mm  of  water  and  a closing 
pressure  of  475.  She  has  10  red  cells  and  16 
white  cells  in  her  CSF,  with  1 1 polys  and  5 
lymphs.  The  protein  is  clearly  elevated  to  1 1 3 
mg%  and  the  sugar  was  reported  as  zero. 

We  are  then  faced  with  a real  problem  at 
this  point.  Here  is  a woman  with  lupus  who 
has  had  renal  disease,  who  has  been  on  steroids, 
and  who  comes  in  with  something  going  on 
in  her  abdomen  and  something  going  on  in 
her  head.  We  need  to  decide  what  is  going 
on  here  because  treatment  would  be  radically 
different,  depending  on  the  disease  process 
present.  For  example,  if  this  were  central  ner- 
vous system  lupus,  she  would  probably  need  a 
great  deal  more  prednisone.  If  this  were  tuber- 
culosis, she  would  need  one  form  of  therapy; 
if  it  were  fungal,  she  would  obviously  need 
something  else. 

Dr.  Glenn,  may  we  see  the  x-rays  at  this 
point? 

Dr.  James  Glenn:  This  patient  had  enlarge- 
ment of  the  heart,  primarily  left  ventricular 
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enlargement,  on  multiple  chest  x-rays.  She  had 
one  episode  of  congestive  heart  failure  with 
pulmonary  edema  in  September,  1969.  There 
was  never  any  evidence  of  pulmonary  infec- 
tion. 

The  kidneys  (on  intravenous  pyelogram  in 
December  1968,  retrograde  pyelogram  in  July 
1969,  and  intravenous  pyelogram  in  Septem- 
ber 1969)  are  always  normal  in  size.  There  is 
no  evidence  of  obstruction.  There  is  a double 
collecting  system  on  the  left.  The  upper  pole 
calyx  of  the  left  kidney  is  small  and  irregular, 
indicating  either  congenital  hypoplasia  or  scar- 
ring associated  with  focal  pyelonephritis. 

Dr.  Cooke:  Thank  you,  Dr.  Glenn. 

What  explanations  should  we  consider  in 
this  situation?  First  of  all,  I think  we  should 
consider  systemic  lupus  as  the  sole  problem, 
but  I think  the  sugar  in  the  spinal  fluid  is  too 
low  for  lupus.  Furthermore,  the  spinal  fluid 
protein  in  central  nervous  system  lupus  is 
usually  not  greater  than  100  mg%  unless  the 
individual  has  infection  or  something  else  going 
on.4  Secondly,  I am  not  happy  with  the  ex- 
planation of  the  ascites  by  lupus. 

The  next  thing  we  should  consider  would  be 
a meningeal  neoplasm,  but  I am  going  to  dis- 
miss this  because  of  the  low  sugar.  I would 
expect  that  if  we  had  enough  neoplastic  in- 
volvement to  cause  this,  we  would  have  a 
higher  cell  count  than  we  have. 

The  next  thing  to  consider  would  be  bac- 
terial meningitis.  I would  be  particularly  con- 
cerned about  pneumoccocal  meningitis  since 
we  know  that  in  the  past  individuals  with 
nephrotic  syndrome  (particularly  idiopathic 
nephrotic  syndrome)  often  developed  pneu- 
mococcal peritonitis  and  septicemia.  This,  as 
we  know,  can  cause  meningitis  and  lower  the 
spinal  fluid  sugar— not  just  because  of  the 
white  cells  and  not  just  because  of  the  bacteria, 
but  because  the  white  cells  have  been  stimu- 
lated by  bacteria  to  phagocytose  them,  and  in 
this  process  to  metabolize  the  glucose.  One 
without  the  other  will  not  usually  lower  spinal 
fluid  sugar.  Thus,  if  the  spinal  fluid  sugar  of 
zero  was  due  to  pneumococcal  meningitis,  we 
certainly  ought  to  have  a much  higher  cell 


count  than  we  have,  so  I will  dismiss  that 
diagnosis. 

The  next  thing  we  would  consider  would 
be  endocarditis,  either  infectious  or  Libman- 
Sacks.  Libman-Sacks  endocarditis  is  a lesion 
peculiar  to  lupus  and  I am  going  to  dismiss 
that.  To  my  knowledge,  this  lesion  does  not 
break  off  and  embolize.5  I specifically  looked 
for  information  regarding  this  in  the  literature 
and  cannot  find  that  it  occurs.  Secondly, 
Libman-Sacks  endocarditis  is  an  autopsy  diag- 
nosis rather  than  a clinical  diagnosis.  You  will 
find  that  murmurs  in  people  with  lupus  are 
more  frequently  due  to  fever,  anemia,  tachy- 
cardia, and  a variety  of  other  reasons  than  to 
Libman-Sacks  endocarditis.  However,  some 
other  form  of  endocarditis  is  an  attractive 
possibility.  She  has  a murmur,  she  has  a red 
eye,  she  has  something  going  on  in  her  head, 
she  has  something  going  on  in  her  abdominal 
cavity  and  she  has  something  going  on  in  her 
kidneys.  Central  nervous  system  manifesta- 
tions of  endocarditis  have  been  summarized 
excellently  in  the  pre-antibiotic  era  by  Dr. 
Toone6  and  in  recent  times  by  Ziment.7  Many 
patients  get  neuropsychiatric  problems,  per- 
haps due  to  cerebral  emboli,  to  toxins,  or  to 
depression  from  being  locked  up  in  the  hospital 
and  given  IV  penicillin  for  six  weeks.  Mycotic 
aneurysms  can  rupture  with  the  picture  of  a 
subarachnoid  hemorrhage.  Arteritis  and  ab- 
scesses are  also  seen.  Certainly,  we  could 
explain  the  renal  disease  with  endocarditis. 
However,  I am  going  to  reject  that  diagnosis 
in  view  of  the  low  sugar.  It  is,  so  far  as  I can 
tell,  unheard  of  for  endocarditis  to  cause  a 
spinal  fluid  sugar  this  low.  I reject  this  diag- 
nosis with  some  trepidation,  but  nonetheless 
will  do  it. 

What  about  infections?  Dr.  John  Decker 
and  his  colleagues8  studied  hospitalized  patients 
with  a variety  of  diseases  and  reported  the 
number  of  major  infections  per  100  days  of 
observation,  which  they  termed  the  infection 
rate.  The  infection  rate  in  lupus  was  1.64;  in 
idiopathic  nephrosis  it  was  0.23;  it  was  0.00 
in  rheumatoid  disease  and  was  also  low  in  other 
conditions.  They  then  correlated  this  infec- 
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tion  rate  with  the  dosage  of  prednisone.  In 
those  individuals  with  lupus  who  are  on  no 
prednisone,  the  infection  rate  is  0.43.  If  they 
are  taking  a dose  of  1-20  mg  of  prednisone 
daily,  it  goes  up  to  0.92.  At  a dose  of  21-50 
mcr  of  prednisone  daily,  the  infection  rate  goes 
up  to  2.17.  Between  51  mg  and  80  mg  it  is 
2.12.  In  those  individuals  who  are  receiving 
80  or  more  mg  per  day  of  prednisone,  the  in- 
fection rate  is  4.  This  may  be  solely  due  to 
prednisone  or  it  may  be  that  the  sicker  patients 
were  getting  more  prednisone.  Another  very 
interesting  factor  is  that  the  infection  rate  is 
equal  to  3.2  if  the  BUN  is  60  mg%  or  greater. 
Thus,  we  know  that  individuals  with  lupus, 
particularly  those  who  have  been  on  predni- 
sone and/or  are  uremic,  are  far  more  suscepti- 
ble to  infection  than  other  patients. 

Let’s  examine  some  of  the  non-bacterial  in- 
fections seen  in  lupus.  A helpful  study  by 
Pillay  et  al.  appeared  about  four  years  ago  in 
the  JAMA  from  the  University  of  Illinois.9 
They  had  186  patients  with  lupus  on  predni- 
sone, and  over  a 12  year  period  they  saw  12 
fungal  infections  in  these  lupus  patients.  Nine 
of  these  12  had  azotemia,  again  confirming 
what  we  have  shown  earlier.  Eight  out  of  these 
12  had  been  on  steroids  for  less  than  four 
months,  so  this  is  not  always  something  you 
see  in  individuals  who  have  been  on  steroids 
for  years  and  years.  Many  of  these,  in  fact, 
had  been  on  steroids  only  about  a month  when 
they  were  found  to  have  fungal  infections. 
Three  of  them  had  been  treated  with  immuno- 
suppressive agents  and  three  with  dialysis.  Of 
these  infections,  eight  of  the  12  were  due  to 
Candida  albicans,  and  three  of  the  eight  had 
periotonitis.  So,  this  is  a real  possibility  in  this 
patient. 

What  about  the  possibility  of  tuberculous 
meningitis  and  peritonitis.  This  is  an  attractive 
diagnosis  because  the  patient  is  Negro,  comes 
from  Richmond  which  has  a high  rate  of  tu- 
berculosis, has  lupus,  has  been  on  steroids  and 
has  ascites.  However,  I am  going  to  reject  that 
diagnosis.  I don’t  think  that  is  what  she  has 
because  there  is  no  evidence  of  tuberculosis 
on  chest  film,  and  most  people  with  tubercu- 
lous meningitis  have  such.  In  fact,  according 


to  one  series,  80%  of  them  will  have  evidence 
of  tuberculosis  in  other  places.10  Secondly,  in 
83%  of  the  cases  of  tuberculous  meningitis, 
there  are  more  than  100  white  cells/mm3  in 
the  spinal  fluid.  Furthermore,  she  has  more 
than  50%  polys  in  the  spinal  fluid,  which  is 
said  to  effectively  rule  out  tuberculosis,  al- 
though I have  never  found  proof  for  that  state- 
ment. Ocular  palsy  is  seen  in  90%  of  patients 
with  tuberculous  meningitis,  but  our  patient 
did  not  have  this  sign.  Also,  80%  of  patients 
with  this  disease  have  spinal  fluid  proteins  far 
greater  than  100  mg%.  Our  patient  lacks  these 
findings,  so  I will  reject  that  diagnosis. 

Histoplasmosis  involving  the  central  nervous 
system  is  pretty  unusual.  I was  able  to  find 
less  than  100  cases  reported  in  any  review  in 
the  entire  literature.11  I could  not  find  any  dis- 
tinctive features  other  than  a positive  culture. 
Finding  this  organism  in  the  spinal  fluid  is 
quite  difficult.  There  are  other  things  that  are 
more  attractive,  so  I will  reject  that  diagnosis. 

Another  possible  opportunistic  fungus  is 
Nocardia.  Approximately  half  of  these  indi- 
viduals at  the  time  of  diagnosis  will  have  a 
central  nervous  system  abscess  with  localizing 
features  on  neurologic  exam.12  This  is  pri- 
marily a pulmonary  infection,  and  pleuritic 
pain  is  an  extremely  prominent  manifestation. 
In  fact,  these  individuals  often  will  develop 
draining  sinuses  that  go  straight  through  the 
chest  wall.  The  patient  lacks  pleuritic  pain, 
localizing  features  on  neurologic  exam,  or  a 
hole  in  the  chest  wall.  Therefore,  I will  reject 
that  diagnosis. 

The  next  fungus  to  consider  is  Candida  al- 
bicans. Candida  is  seen  in  debilitated  patients 
and  is  seen  especially  in  those  individuals  who 
have  been  on  high  doses  of  antibiotics,  particu- 
larly broad-spectrum  antibiotics.13  They 
usually  have  several  other  features.  It  is  more 
common  in  diabetics  and  in  patients  who  have 
been  on  steroids  (including  those  with  lupus). 
They  usually  will  have  Candida  at  some  other 
place  in  the  body  if  they  have  it  in  the  central 
nervous  system— i.e.,  oral  thrush,  skin  lesions, 
etc.  This  is  a tempting  diagnosis  but  I am 
going  to  reject  it.  The  cerebrospinal  fluid 
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white  count  is  usually  higher  than  this  and 
the  glucose  is  not  this  low.  In  addition,  there 
is  another  diagnosis  which  is  more  attractive. 

And  we  come  to  the  last  one— Cryptococ- 
cosis. I want  to  settle  on  that  as  my  final 
explanation  of  this  woman’s  difficulty  for  these 
reasons.  Cryptococcosis  is  known  to  occur  in 
patients  with  impaired  immunity.  This  woman 
had  lupus,  had  been  on  steroids  and  was  uremic 
—three  well-known  reasons  for  having  some- 
thing going  wrong  with  your  defense  mech- 
anisms. Secondly,  in  reviewing  Cryptococcal 
meningitis  (and  the  best  word  you  can  get  on 
this  is  from  several  articles  by  Dr.  Utz), 14,15 
70%  of  these  individuals  had  had  their  symp- 
toms for  more  than  one  month  and  sometimes 
could  go  on  for  years  prior  to  the  diagnosis.  We 
certainly  get  the  idea  that  her  symptoms  had 


cosis  of  the  central  nervous  system  will  have 
visual  complaints  and  blurred  vision— which 
our  patient  had.  Obviously,  increased  inter- 
cranial  pressure  can  be  seen,  which  she  cer- 
tainly had.  In  the  lesions  of  Cryptococcosis 
in  the  central  nervous  system,  there  is  usually 
a paucity  of  cellular  reaction.  This  can  pro- 
duce quite  low  sugar  even  with  just  a few 
cells  in  the  spinal  fluid.  Central  nervous  system 
Cryptococcosis  is  usually  seen  with  disease 
elsewhere.  In  other  words,  the  Cryptococcosis 
is  not  usually  localized  simply  to  the  central 
nervous  system,  but  a good  proportion  of  pa- 
tients (30-40%)  will  have  renal  disease.  Ascites 
and  peritonitis  have  been  reported  with  this 
also.  It  makes  me  wonder  if  some  of  the  lym- 
phocytes noted  in  the  spinal  fluid  could  possibly 
have  been  Cryptococcal  organisms.  Organisms 


Fig.  1.  Renal  biopsy  showing  the  presence  of  a glomerulitis.  Note  the  increased  cellularity  of 
the  glomerulus  and  the  proteinaceous  exudate  in  Bowman’s  space.  H & E.  x 600 


gone  on  for  quite  some  time.  Mental  changes 
are  quite  a prominent  part  of  the  picture  in 
Cryptococcal  meningitis— approximately  half 
of  the  patients  have  confusion,  disorientation, 
etc.  About  40%  of  people  with  Cryptococ- 


are at  times  reported  by  some  observers  as 
looking  like  lymphocytes.  My  final  diagnosis, 
therefore,  will  be  systemic  lupus  erythema- 
tosus with  Cryptococcal  meningitis  and  other 
visceral  involvement. 
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Pathological  Discussion 

Dr.  Harry  I.  Lurie : At  autopsy,  the  Cushin- 
goid appearance  was  confirmed  and  was 
thought  to  be  due  to  the  prednisone. 

There  were  two  main  problems  in  this  case: 
( 1 ) the  nature  and  severity  of  the  renal  lesion 
and  (2)  the  nature  of  the  cerebral  lesion  and 
its  relationship,  if  any,  to  the  renal  lesion. 


she  developed  lupus  erythematosus  during 
pregnancy.  You  heard  Dr.  Cooke  refer  to 
the  high  incidence  of  stillbirth  associated  with 
lupus  during  pregnancy,  and  this  patient’s 
child  was  born  dead. 

A review  of  the  needle  biopsy  done  at  the 
outside  hospital  confirmed  the  presence  of  a 
glomerulitis  (Fig.  1).  The  glomerular  tufts 
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Fig.  2.  Section  of  kidney  showing  capsular  adhesions,  crescent  formation  and 

focal  scarring.  H & E.  x 600 
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When  we  considered  the  renal  lesion,  we 
had  to  think  of  three  possibilities.  One  was  that 
the  patient  had  pre-eclampsia  and  that  the 
lesion  persisted  after  pregnancy.  Epstein16  has 
shown  that  37%  of  women  who  had  pre- 
eclampsia were  hypertensive  12-18  years  later 
as  compared  to  7%  in  a control  group.  An- 
other possibility  was  that  she  had  recovered 
from  her  preeclampsia  and  later  contracted 
lupus  erythematosus.  The  third  possibility  was 
that  she  never  did  have  pre-eclampsia,  but  that 


were  hypercellular.  There  were  adhesions  and 
in  some  places  there  were  crescents,  but  there 
was  no  basement  membrane  thickening.  Bow- 
man’s space  contained  a proteinaceous  exu- 
date. In  reviewing  this  needle  biopsy,  I found 
several  normal  glomeruli.  These  features  are 
consistent  with  a glomerulitis,  but  it  is  not  a 
specific  picture  and  could  be  seen  in  a variety 
of  conditions. 

At  autopsy,  the  kidneys  weighed  200  and 
185  gm,  respectively.  The  capsule  stripped 
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easily  and  left  a smooth  surface,  but  on  cut 
section  there  was  a blurring  of  the  cortico- 
medullary  junction.  Microscopically,  there 
were  two  main  lesions.  First,  there  was  a very 
severe  acute  and  chronic  pyelonephritis  with 
diffuse  interstitial  infiltrates  of  plasma  cells, 
lymphocytes,  and  polymorphonuclear  leuko- 
cytes, and  necrosis  of  tubules.  In  addition,  in 
the  glomeruli  there  were  capsular  adhesions, 
some  crescent  formation,  and  focal  scarring 
(Fig.  2).  Basement  membrane  thickening  was 
not  easy  to  find,  but  was  present  focally  (Fig. 
3).  Hematoxylin  bodies  were  not  observed, 


I think  that  a diagnosis  of  systemic  lupus  ery- 
thematosus is  justified  in  this  case.  In  addition, 
there  were  many  hyalin  droplets  in  the  con- 
voluted tubules,  which  is  a common  finding  in 
lupus. 

As  a consequence  of  lupus,  she  had  hyper- 
tension, with  hypertrophy  of  the  left  ventricle. 
The  heart  weighed  400  gm  and  the  left  ven- 
tricle measured  1.6  cm.  There  were  no  val- 
vular lesions  and  no  Libman-Sacks  endocardi- 
tis; the  blood  vessels  were  remarkably  free  of 
atheroma.  There  was  no  other  evidence  of 


Fig.  3.  Section  of  kidney  showing  focal  thickening  of  glomerular  basement 

membranes.  PAS.  x 600 


but  one  would  not  expect  to  find  them  at  this 
stage  of  the  disease,  after  the  patient  has  been 
on  therapy  for  so  long. 

In  old  lesions  of  pre-eclampsia,  one  may 
see  basement  membrane  thickening,  but  none 
of  the  other  changes  that  I have  described,  so 


lupus  in  any  of  the  other  organs  or  tissues 
examined. 

With  regard  to  the  cerebral  lesion,  gross 
examination  of  the  brain  showed  clouding  of 
the  leptomeninges  both  over  the  cerebral 
hemispheres  and  at  the  base  of  the  brain,  but 
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there  was  no  definite  exudate,  and  no  evidence 
of  hemorrhage  or  of  herniation. 

On  microscopic  examination,  the  lepto- 
meninges  were  markedly  thickened,  but  the 
inflammatory  reaction  was  minimal  and  con- 
sisted only  of  small  aggregates  of  lymphocytes 
and  plasma  cells  and  a diffuse  infiltration  by 
sparsely  scattered  histiocytes.  (Fig.  4)  This 


into  the  Virchow-Robin  spaces,  but  involve- 
ment of  the  brain  tissue  itself  was  minimak 
Only  in  a few  areas  did  I find  some  involve- 
ment of  the  superficial  part  of  the  cerebral 
cortex  (Fig.  6). 

A very  interesting  finding  in  this  case  was 
the  extensive  involvement  of  the  leptomenin- 
ges  of  the  spinal  cord.  This  is  not  frequently 


Fig.  4.  Section  of  brain  showing  thickening  of  the  meninges.  At  the  lower  left  there  is  a 
small  aggregation  of  lymphocytes  and  plasma  cells.  The  leptomeninges  is  diffusely  infiltrated 
by  histocytes.  H & E x 600 


tremendous  thickening  of  the  leptomeninges 
was  found  (in  special  stain)  to  be  due  to  the 
presence  of  myriads  of  fungal  bodies  (Fig.  5). 
At  higher  magnification,  each  organism  is  seen 
to  be  surrounded  by  a clear  halo,  which  is 
highly  suggestive  of  Cryptococcus  neof ormans. 
A mucicarmine  stain  colored  the  organism  a 
reddish  color.  The  Cryptococcus  neojormans 
is  the  only  such  fungus  which  is  mucicarmine- 
positive,  so  even  without  cultural  examination 
one  is  able  to  make  a diagnosis  of  Cryptococ- 
cal  meningitis.  The  disease  did  spread  down 


described  in  the  literature.  I think  the  main 
reason  is  that  in  most  instances  the  spinal  cord 
is  not  examined.  The  dorsal  nerve  roots  and 
ganglia  were  also  infiltrated  by  the  Crypto- 
cocci (Fig.  7),  resulting  in  Wallerian  degen- 
eration of  the  posterior  columns  of  the  spinal 
cord. 

In  addition  to  the  involvement  of  the  central 
nervous  system,  there  were  Cryptococcal  le- 
sions in  the  liver  and  kidneys.  The  only  pos- 
sible explanation  for  the  blood  in  the  GI  tract 
was  the  presence  of  very  small  petechiae  and 
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Fig.  5.  Section  of  meninges  showing  the  presence  of  numerous  round  or  oval  fungal  bodies. 
Many  are  surrounded  by  a clear  halo.  PAS  x 600 


Fig.  6.  Section  of  brain  showing  fungal  lesions  in  cerebral  cortex.  PAS  x 360 
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superficial  erosions  in  the  stomach.  There  was 
no  blood  in  the  stomach  at  the  time  of  the 
autopsy. 

The  liver  showed  a moderate  degree  of 
fatty  change,  and  terminally  the  patient  had 
developed  a very  severe  pulmonary  edema 
and  bronchopneumonia. 


in  Heptinstall’s  series,17  six  out  of  26  cases 
of  SLE  developed  acute  pyelonephritis. 

In  conclusion,  I would  like  to  stress  the  fact 
that  Cryptococcosis  is  not  an  uncommon  dis- 
ease. Since  the  beginning  of  1969,  Dr.  Utz 
has  had  in  this  institution  15  cases.  I would 
also  like  to  stress  the  importance  of  early  diag- 


Fig.  7.  Section  of  dorsal  nerve  root  showing  severe  involvement  with 
cryptococcal  infection.  H & E x 155 


The  pathogenesis  of  the  Cryptococcal  in- 
fection in  this  case  is  of  interest.  About  half 
the  cases  of  Cryptococcosis  occur  in  otherwise 
healthy  people,  but  the  other  half  occur  as 
opportunistic  infections.  The  very  numerous 
conditions  which  predispose  to  opportunistic 
infections  include  corticosteroid  therapy, 
Cushing’s  syndrome,  antibiotic  therapy  and 
renal  failure  with  uremia— all  of  which  were 
present  in  this  patient. 

As  Dr.  Cooke  told  you,  in  several  series  of 
cases  less  than  one-third  of  patients  with  sys- 
temic lupus  erythematosus  die  from  progres- 
sive renal  failure;  a much  more  common  cause 
of  death  is  infection,  mostly  pulmonary  infec- 
tions. It  is  also  very  interesting  to  note  that 


nosis.  Although  there  are  two  fairly  good 
drugs  for  the  treatment  of  this  disease  (Am- 
photericin B and  5-fluorocytosine),  relapses 
are  extremely  common.  In  Dr.  Utz’s  series 
of  15  cases,  six  have  died.  It  is  a very  serious 
disease,  and  one  should  always  consider  it  in 
the  differential  diagnosis  of  headaches  and 
blurred  vision. 

Dr.  Cooke:  How  about  the  ascites?  Did 
she  have  ascites? 

Dr.  Lurie:  No  ascites  at  autopsy. 

Dr.  Mo  on:  Was  the  organism  found  in  the 
lungs? 

Dr.  Lurie:  No.  We  looked  for  it  in  the 
lungs  and  we  did  not  find  it. 
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Voice  from  Audience:  Was  an  India  ink 
preparation  done? 

Dr.  Moon:  An  India  ink  preparation  was 
done  in  the  Emergency  Room  at  the  outside 
hospital  and  the  diagnosis  was  established  prior 
to  her  being  sent  here. 

Dr.  Mullinax,  what  about  your  factor  in 
uremia  that  interferes  with  L.  E.  preparations? 

Dr.  Frank  Mullinax:  It  simply  seems  to  be 
true  that  there  is  a dialyzable  factor  (not  urea) 
in  uremic  serum  which  can  be  added  to  a 
lupus  serum  and  will  make  the  L.  E.  cell 
preparation  negative.  It  works  by  inhibiting 
the  first  antigen-antibody  phase  of  the  L.  E. 
cell  reaction.  In  a sense  then,  it  is  an  immuno- 
suppressive agent,  but  I don’t  know  yet  ex- 
actly what  it  is. 

Dr.  Elam  C.  Toone , Jr.:  Is  this  immuno- 
suppressive agent  the  same  agent  in  uremia 
which  enables  a person  to  retain  a transplanted 
kidney  or  is  this  something  distinctive? 

Dr.  Mullinax:  The  first  observations  about 
immunosuppression  in  uremia  had  to  do  with 
this  phenomenon  which  increases  acceptance 
of  transplanted  organs  and  thus  involves  de- 
layed sensitivity.  This  really  has  not  been 
studied  because  of  the  difficulty  in  studying 
delayed  sensitivity.  We  would  like  to  iden- 
tify our  factor  which  could  be  so  much  more 
simply  studied  in  vitro  and  see  if  by  chance 
it  could  be  used  in  a delayed  sensitivity  situ- 
ation. We  may  or  may  not  have  something 
interesting  here.  It  may  be  some  simple  ionic 
change  rather  than  something  more  subtle. 
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Diagnostic  Problems  in  Adenoviral  Disease 


Adenoviruses  were  originally  discovered 
by  chance  in  1953  in  a search  for  the  etiologi- 
cal agent  of  the  common  cold,1  and  as  the  re- 
sult of  a survey  during  an  epidemic  of  influ- 
enza-like disease  in  military  recruits.2  Since 
that  time,  77  distinct  types  have  been  accepted 
as  members  of  the  adenovirus  family:  31  from 
humans  (two  additional  types  have  recently 
been  reported  but  remain  to  be  clearly  charac- 
terized), 25  from  monkeys,  18  from  mammals, 
and  8 from  chickens.  The  virologist’s  vocabu- 
lary did  not  include  the  term  “adenovirus” 
until  1956,  when  it  was  coined  by  a Commit- 
tee appointed  to  find  an  appropriate  name  for 
this  group  of  newly  isolated  viruses  of  man.3 
It  is  important  to  recognize  that  a single  type 
of  adenovirus  may  cause  different  clinical  syn- 
dromes and,  conversely,  that  more  than  one 
type  may  be  responsible  for  the  same  clinical 
pattern.  The  diseases  produced  by  adenoviruses 
predominantly  involve  the  respiratory  tract 
and  the  eye.  They  can  be  described  most  con- 
veniently as  inducing  three  syndromes.  (1) 
Acute  respiratory  disease  (ARD),  a self- 
limited influenza-like  illness  in  which  pneu- 
monia occasionally  occurs.  It  almost  always 
affects  military  recruits  and  is  predominantly 
associated  with  types  4 and  7.  (2)  Pharyngi- 
tis and  pharyngoconjunctival  fever,  perhaps 
the  civilian  equivalent  of  ARD,  but  more  fre- 
quently associated  with  sore  throat  and  eye 
manifestations.  Types  3 and  7 are  most  com- 
monly associated  with  this  syndrome,  but 
types  5 and  21  have  also  been  involved  with 
epidemics  and  sporadic  cases.  (3)  Conjunc- 
tivitis and  epidemic  keratoconjunctivitis  may 
be  present  as  the  only  evidence  of  adenoviral 
disease,  or  may  be  connected  with  infection 
of  the  respiratory  tract  and  with  certain  sys- 
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temic  manifestations.  Keratoconjunctivitis  is 
a very  characteristic  illness,  occurring  in  epi- 
demics, manifest  by  acute  onset  of  chemosis, 
edema  of  periorbital  tissues,  tender  preauricular 
lymphadenopathy,  and  superficial  opacities  of 
the  cornea  (ulceration  does  not  occur) . Type 
8 adenovirus  is  the  most  common  cause  of  this 
illness,  but  type  7 has  occasionally  been  asso- 
ciated with  the  syndrome.  Types  3 and  7 are 
the  most  common  agents  for  simple  conjunc- 
tivitis, but  types  2,  5,  6,  9,  and  10  have  also 
been  shown  to  be  responsible. 

There  is  now  enough  evidence  indicating 
that  adenoviruses  are  etiologically  related  to 
clinical  syndromes  other  than  those  involving 
only  the  eyes  or  respiratory  tract.  In  a num- 
ber of  outbreaks  of  adenoviral  infection,  gas- 
trointestinal symptoms,  such  as  nausea,  vomit- 
ing and  diarrhea  were  observed  in  addition  to 
symptoms  denoting  involvement  of  the  res- 
piratory tract.  Nevertheless,  these  agents  may 
be  responsible  sometimes  for  gastroenteritis  in 
the  absence  of  respiratory  disease.  Intussus- 
ception in  infants  and  young  children  has  sim- 
ilarly been  associated  with  adenoviral  infec- 
tion. Adenoviruses  have  been  cultured  from 
the  feces  and  mesenteric  lymph  nodes  of  pa- 
tients with  acute  mesenteric  lymphadenitis, 
although  the  etiologic  role  has  not  yet  been 
clearly  defined.  Cases  of  encephalitis  and 
meningitis  associated  with  adenoviral  infection 
have  been  recently  reported  with  increasing 
frequency.  Exanthem  of  various  types  have 
been  described.  It  should  be  emphasized  that 
evidence  of  systemic  infection  is  found  most 
often  in  infants  or  young  children  with  ex- 
tensive or  severe  adenoviral  pneumonia,  in- 
cluding hepatomegaly,  morbilliform  rashes, 
meningitis  and  encepahalitis,  hemorrhagic  phe- 
nomena, cardiac  involvement  and  renal  disease. 
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Rather  recently,  two  new  syndromes  have 
been  associated  etiologically  with  adenoviral 
infection.  (1)  Acute  hemorrhagic  cystitis  in 
children,  according  to  a study4  of  1 1 children 
7 to  15  years  of  age.  Type  11  adenovirus  was 
recovered  from  the  urine  of  9 of  these,  and 
a significant  rise  in  neutralizing  antibody  titer 
against  type  11  adenovirus  was  demonstrated 
in  all.  No  virus  was  isolated  from  the  urine  of 
children  with  other  diseases.  Type  1 1 adeno- 
virus was  reported4  as  the  etiologic  agent  of 
this  syndrome.  (2)  Reye’s  syndrome  in  a 14- 
month-old  child  who  was  admitted  to  the 
Medical  College  of  Virginia  Hospital  and  died 
19  days  after  the  onset  of  illness.  The  clinical 
findings  and  pathological  change  in  this  case 
were  consistent  with  the  syndrome  first  de- 
scribed in  196 3. 5 Type  7 adenovirus  was  iso- 
lated from  throat  and  stool  specimens  premor- 
tem  and  from  lungs,  kidneys,  liver  and  spleen 
at  autopsy.  Electronmicrographs  of  the  lung 
depicted  adenoviral-like  particles.  A search  of 
the  literature  failed  to  reveal  any  reports  on 
the  association  of  adenoviruses  with  Reye’s 
syndrome.  In  only  one  instance,  adenovirus 
was  mentioned  in  reference  to  Reye’s  syn- 
drome6 without  any  information  other  than 
its  inclusion  among  several  viruses  which  are 
listed  as  possible  incitants  of  this  syndrome. 
Personal  communication  with  the  Author  of 
that  editorial  article  confirmed  the  absence  of 
any  reports  documenting  the  association  of 
adenovirus  with  Reye’s  syndrome. 

Adenovirus  infection  can  be  diagnosed  se- 
rologically and  by  virus  cultures  from  respira- 
tory and  ocular  secretions  as  well  as  from 
urine  and  feces.  For  isolation,  infected  mate- 
rial is  inoculated  onto  monolayers  of  hetero- 
ploid  continuous  lines  of  human  cells  or  into 
human  embryo  kidney  cells.  Cytopathic 
changes  indicate  the  presence  of  virus.  The 
virus  is  identified  as  an  adenovirus  by  the  com- 
plement-fixation test  with  hyperimmune  rabbit 
serum.  The  specific  type  of  adenovirus  can  be 
identified  by  hemagglutination-inhibition  tests. 
The  immunologic  diagnosis  of  an  adenovirus 
infection  is  most  accurately  done  by  neutrali- 
zation tests  with  acute  and  convalescent  phase 
sera.  The  complement-fixation  test  is  the  most 

Volume  100,  March,  1973 


convenient  assay  procedure  available,  since  all 
adenoviruses  possess  the  common  family  cross- 
reactive antigen  and,  consequently,  any  type 
of  adenovirus  may  be  used.  Unfortunately, 
complement-fixation  assays  detect  fewer  than 
50%  of  the  actual  infections  owing  to  the 
constant  high  levels  of  antibodies  in  many 
individuals.7 

During  the  peak  of  influenza  epidemics, 
mortality  associated  with  a primary  viral  in- 
fection followed  by  secondary  bacterial  pneu- 
monia has  usually  been  associated  with  in- 
fluenza A virus.  However,  when  laboratory 
confirmation  of  the  etiological  viral  agent  is 
lacking,  one  should  not  automatically  assume 
that  Influenza  A virus  was  associated  with  the 
primary  infection,  just  because  these  fatal  cases 
may  have  occurred  at  the  peak  of  an  influenza 
epidemic.  As  a matter  of  fact,  adenovirus  can 
be  the  initial  microorganism  associated  with 
the  series  of  events  leading  to  the  demise  of  the 
patient.  It  seems  obvious  that  certain  host 
factors,  rather  than  the  properties  of  the  mi- 
crobial agents  per  se,  could  determine  the  final 
outcome. 

Practical  control  of  adenovirus  infection  is 
dependent  upon  vaccination.  Immunization 
with  adequate  formalinized  and  live  virus  vac- 
cines has  been  experimentally  successful,  as 
would  be  expected  from  the  lasting  type-spe- 
cific immunity  produced  by  natural  infec- 
tions.7 The  use  of  adenovirus  vaccine  pri- 
marily appears  to  be  indicated,  however,  to 
protect  military  recruits,  since  the  incidence 
of  adenovirus  disease  accounts  at  most  for 
4-5%  of  viral  respiratory  illness  in  civilians.8 
Vaccines  for  military  use  should  contain  at 
least  types  3,  4,  and  7 viruses,  although  other 
adenoviruses  may  become  prevalent  if  only 
infection  with  these  types  is  prevented.  Under 
some  circumstances  (particularly  in  closed 
populations  such  as  those  in  chronic  disease 
hospitals  or  homes  for  orphans)  a vaccine  con- 
taining types  1 to  7 adenoviruses  may  be  useful 
for  infants  and  young  children.7  Despite  some 
clinical  needs  and  proved  effectiveness,  vac- 
cines are  still  generally  unavailable  because  of 
various  problems  in  growing  the  virus  in  cell 
cultures  and  the  definite  oncogenicity  of  cer- 
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tain  types  of  human  adenoviruses  for  animals 
other  than  man. 
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Ease  into  Exercise 


For  all  of  you  whose  New  Year’s  resolutions 
include  “more  exercise”,  a word  of  caution: 
Sudden  vigorous  physical  activity,  without 
any  preceding  warm-up  exercise,  may  be  haz- 
ardous to  even  a healthy  heart. 

In  a UCLA  School  of  Medicine  study,  31 
of  44  healthy  firemen  developed  momentary 
abnormalities  in  their  electrocardiograms 
(ECGs)  after  abruptly  starting  a strenuous 
running  exercise.  When  they  went  through 
prior  warm-up  exercises,  however,  the  abnor- 
malities did  not  show  up. 

Dr.  R.  James  Barnard,  speaking  at  a recent 
American  Heart  Association  meeting,  said  that 
neither  the  state  of  physical  conditioning  nor 
age  had  anything  to  do  with  determining 
which  men  had  abnormal  ECGs.  The  men 
ranged  in  age  from  20  to  50. 

ECGs  record  the  electrical  signals  that  cause 
the  heart  to  beat.  The  disturbances  that  ap- 
peared indicated  the  heart  was  not  getting 
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enough  oxygen  to  meet  the  demands  of  the 
physical  activity,  because  of  inadequate  blood 
flow  through  the  heart’s  arteries.  The  findings 
may  account  for  some  heart  attacks  suffered 
by  people  with  normal  coronary  arteries. 

Ordinarily,  heart  attacks  occur  in  people 
who  have  a condition  called  coronary  athero- 
sclerosis, which  means  the  arteries  have  hard- 
ened and  gotten  plugged  up  with  fatty  de- 
posits. Such  obstruction,  however,  is  not  al- 
ways found.  This  indicates  that  in  certain 
persons,  sudden  physical  activity  might  cause 
a blood  shortage,  even  if  only  momentary, 
resulting  in  a heart  attack. 

The  firemen,  among  other  tests,  had  to  sud- 
denly jump  on  a treadmill— set  for  a 30%  grade 
and  moving  at  9 miles  per  hour— and  run  for 
1 0 or  15  seconds.  The  warm-up  which  averted 
abnormalities  consisted  of  easy  jogging  in 
place  for  at  least  2 minutes,  or  walking  on 
the  treadmill,  with  a gradual  increase  in  its 
angle,  for  6 to  8 minutes. 
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Public  Health  .... 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


The  Multihandicapped  Child 

The  multiply-handicapped  child  has  been 
the  subject  of  vital  concern  to  health,  educa- 
tion, and  social  service  personnel  for  many 
years.  A Governor’s  Advisory  Council  on  the 
Needs  of  the  Handicapped  Children  requested 
a study  by  the  Division  of  State  Planning  and 
Community  Affairs  to  provide  necessary  in- 
formation to  assist  in  planning  new  supple- 
mental or  modified  programs  to  meet  the  com- 
prehensive health  education  and  welfare  needs 
of  multiply-handicapped  children.  A survey 
identified  over  2,000  children  who  were  al- 
ready known  to  official  health  agencies  whose 
comprehensive  needs  were  not  met.  It  was 
estimated  that  the  true  number  of  such  chil- 
dren might  be  four  times  that  number. 

Very  young  children  are  especially  vulner- 
able to  health  impairment  as  they  are  in  a state 
of  rapid  physical,  mental  and  emotional  de- 
velopment. Even  “minimal”  health  impair- 
ments can  have  a profound  effect  on  learning 
and  development  in  preschool  and  early  school 
years. 

Early  detection  and  maximum  correction  of 
disabilities  early  in  life  reduces  the  need  for 
special  services  and  institutionalization  later. 
Fulfillment  in  the  mainstream  of  life  according 
to  the  individual  child’s  best  potential  is  more 
likely  to  be  realized. 

Studies  by  the  Department  of  HEW  show 
that  20-30%  of  chronic  handicapping  condi- 
tions at  all  ages  could  have  been  prevented  or 
corrected  by  comprehensive  health  care  in  the 
first  five  years  of  life,  and  that  approximately 
60%  could  be  prevented  or  corrected  if  health 
care  were  extended  to  age  15.  Visual  prob- 
lems could  be  reduced  up  to  80%.  Up  to  85% 
of  cases  of  adult  hearing  impairment  are  pre- 
ventable since  they  result  from  untreated  or 
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inadequately  treated  infection  of  the  middle 
ear  which  occurred  in  the  first  two  years  of 
life. 

The  dramatic  results  of  recently  approved 
biologicals  to  control  polio,  rubella  and  rube- 
ola are  well  known.  The  medical  community 
must  maintain  a constant  effort  to  immunize 
the  susceptible  population. 

New  Laws 

The  exciting  trend  in  the  demands  of  an 
increasingly  knowledgeable  and  demanding 
public  for  services  for  handicapped  children 
in  Virginia  have  resulted  in:  (1)  a new  law 

requiring  special  education  services  for  all  han- 
dicapped children  in  the  State  of  Virginia 
from  the  age  of  two  to  twenty-one  by  the 
State  Department  of  Education  in  cooperation 
with  local  school  divisions,  and  a survey  by 
school  officials  to  identify  handicapped  chil- 
dren from  two  to  twenty-one  years,  by  July, 
1973.  Obvious  need— cooperation  of  private 
and  official  health  agencies  and  personnel;  (2) 
a new  law  which  requires  the  reporting  of 
handicapping  conditions  to  school  officials; 
(3)  a new  law  that  requires  a physical  exam- 
ination for  all  children  entering  public  school 
for  the  first  time,  the  examination  to  be  per- 
formed within  12  months  prior  to  the  date  of 
school  admission.  The  State  Health  Depart- 
ment is  required  to  “prescribe  the  scope”  of 
that  examination,  to  have  access  to  the  records 
for  follow-up  services  to  the  individual  child, 
and  for  statistical  studies  for  future  planning. 
Local  Health  Departments  are  required  to  per- 
form the  examinations  for  medically  indigent 
children.  Up  to  one-third  of  the  State’s  fam- 
ilies may  be  indigent  by  Medicaid  standards, 
but  no  appropriations  were  made  available  by 
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the  legislature  to  enable  local  health  depart- 
ments to  perform  that  volume  of  service. 

Confidentiality 

Many  local  health  directors  and  private  phy- 
sicians in  practice  have  expressed  caution  and 
apprehension  over  the  reporting  of  medical 
information  to  schools,  of  whom  few  have  full 
time  physicians  on  their  staffs  to  whom  to  re- 
port and  who  can  interpret  this  information 
appropriately  to  educational  personnel  and  at 
the  same  time  assure  confidentiality.  State 
Health  and  Education  officials  have  agreed  that 
each  locality  should  have  a plan  jointly  devised 
by  local  health  and  education  officials  with 
the  local  medical  community  for  proper  trans- 
mission and  maintenance  of  such  records 
which  should  be  kept  in  a cumulative  health 
record. 

A working  definition  of  a handicapping 
condition  agreed  upon  by  school  and  health 
personnel  is  any  physical,  mental  or  emotional 
condition  which  the  physician  feels  may  affect 
the  child’s  academic  progress,  or  which  he 
suspects  may  require  (a)  special  education 
services  or  (b)  environmental  adjustment.  The 
report  should  be  descriptive,  avoiding  medical 
terminology  as  much  as  possible. 

A preexisting  law  requires  reporting  of  hear- 
ing impairment,  one  example  of  a condition  in 
which  much  preschool  training  is  necessary 
if  the  child  is  to  benefit  from  education. 

Our  official  agencies  in  health  and  educa- 
tion and  welfare  are  currently  working  to 
upgrade  licensure  mechanisms  and  standards, 
to  provide  them  where  none  existed  for  pro- 
grams of  daycare,  and  residential  treatment 
centers  for  handicapped  children.  Daycare 
programs  for  handicapped  children,  for  in- 
stance, can  no  longer  provide  baby-sitting 
services  alone.  A program  of  preschool  prep- 
aration for  learning  that  meets  special  educa- 
tional standards  must  be  provided.  Regardless 
of  which  agency  has  the  primary  responsibility 
for  such  facilities  and  services,  strong  inter- 
agency cooperation  and  participation  is  essen- 
tial, and  is  practiced  increasingly  today. 


Crippled  Children's  Program 

Many  fragments  of  services  exist  about  the 
State  in  the  form  of  a well  regionalized  Bu- 
reau of  Crippled  Children’s  Program  with  its 
many  speciality  services  for  medically  indigent 
children.  Active  participation  by  hundreds  of 
excellent  and  highly  qualified  clinicians  have 
contributed  to  the  success  of  this  program. 
The  whole  child  is  still  the  concern  of  the 
family  physician  or  the  clinic  pediatrician  and 
his  staff  who  must  coordinate  the  overall 
course  of  treatment  and  set  priorities.  Success 
cannot  be  achieved  without  the  complete 
awareness  and  active  coordination  with  local 
educational  and  social  facilities. 

Child  Development  Program, 
Bureau  of  Child  Health 

The  Bureau  of  Child  Health  plans  closely 
with  the  State  Department  of  Education  to 
prepare  continuous  exchange  of  information 
with  regard  to  handicapped  children  whose 
condition  may  affect  their  educational  progress 
or  their  physical  needs.  A network  of  eight 
regional  Child  Development  Clinics  exists  to 
provide  team  diagnostic  evaluation  and  some 
treatment  service  for  children  with  develop- 
mental delay  or  discrepancy,  including  learn- 
ing disability.  Patient  referrals  are  accepted 
from  any  source  regardless  of  ability  to  pay. 
These  clinics  are  now  inter-agency  as  well  as 
inter-disciplinary  as  the  State  Department  of 
Education  assigns  special  education  personnel 
to  participate  in  diagnosis  and  act  as  liaison 
between  school  and  clinic.  Remediation  is 
carried  out  in  cooperation  with  the  family 
doctor  or  pediatrician  and  other  available  com- 
munity agencies  and  services,  public  and  pri- 
vate. School  services  are  a vital  part  of  the 
treatment  provided  the  young  patients  evalu- 
ated in  these  clinics,  particularly  as  the  legally 
required  preschool  educational  services  for 
handicapped  children  develop.  Field  or  mo- 
bile satellite  clinics  are  developing  to  alleviate 
two  chronic  problems  in  delivery  of  service: 
long  waiting  lists,  and  patient  transportation 
problems. 

Professional  and  program  direction  is  pro- 
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vided  in  conjunction  with  the  Medical  College 
of  Virginia  which  conducts  the  Master  Clinic. 
Certain  services  are  provided  by  the  Univer- 
sity of  Virginia  School  of  Medicine,  and  it 
is  hoped  that  the  new  developing  medical 
school  in  Tidewater  will  make  important  con- 
tributions in  the  future  to  this  important 
program. 

Curative  treatment  given  late  in  the  disease 
or  disorder  is  extensive  and  expensive— not 
counting  the  cost  to  society  of  the  loss  of  a 


Correspondence .... 

Upgrading  X-ray  Equipment. 

To  the  Editor: 

You  will  recall  that  the  Food  and  Drug  Ad- 
ministration’s Bureau  of  Radiological  Health 
has  responsibility  for  developing  and  admin- 
istering a radiation  control  for  health  and 
safety  program  as  authorized  by  Public  Law 
90-602.  Under  that  program,  a radiation  safety 
performance  standard  for  diagnostic  x-ray 
equipment  was  published  on  August  15,  1972, 
to  become  effective  one  year  later. 

The  Bureau  recently  learned  that  some  deal- 
ers have  been  advising  physicians  and  other 
users  that  all  existing  x-ray  equipment  will 
have  to  be  upgraded  to  meet  requirements  of 
the  standard  by  the  effective  date  of  August 
15,  1973.  You  may  be  able  to  perform  a 
service  for  your  readers  by  informing  them 
that  such  advice  is  contrary  to  fact. 

Upgrading  of  x-ray  equipment  now  being 
used  is  not  now  required  by  the  standard.  State 
and  territorial  radiation  control  authorities 


productive  citizen,  or  the  human  suffering  and 
despair.  Promotion  of  physical,  mental  and 
emotional  health,  preventive  medicine,  lead 
to  early  detection  and  correction. 

We  may  never  have  enough  health  workers 
trained  to  a high  degree  of  specialization  and 
sophistication  to  deal  with  far  advanced  prob- 
lems of  health  and  social  disorder  unless  we 
intensify  our  efforts  at  the  other  end  of  the 
spectrum. 


have  been  asked  by  the  Bureau  to  so  inform 
equipment  users  and  dealers. 

Our  communication  to  the  States  and  terri- 
tories made  one  other  point.  This  was  that, 
although  equipment  now  in  use  will  not  have 
to  be  modified  before  the  standard  becomes 
effective,  owners  installing  manufacturer-cer- 
tified components  in  such  x-ray  systems  after 
next  August  15  must  install  components  of 
the  type  called  for  by  the  Federal  standard. 

Additional  information  about  the  standard 
may  be  obtained  from  the  Division  of  Elec- 
tronic Products,  Bureau  of  Radiological 
Health,  Food  and  Drug  Administration,  12720 
Twinbrook  Parkway,  Rockville,  Maryland 
20852. 

Sincerely  yours, 

John  C.  Villforth, 

Director,  Bureau  of  Radiological 
Health 

Department  of  Health,  Education  and  Welfare 
Public  Health  Service 
Food  and  Drug  A dministration 
Rockville,  Maryland  20852 
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Medicare-Part  B . . 


Drugs  and  Biologicals 

Drugs  and  biologicals  are  covered  only  if: 
(a)  they  are  of  the  type  that  cannot  be  self- 
administered;  (b)  they  are  not  excluded  as 
immunizations;  (c)  they  are  reasonable  and 
necessary  for  the  diagnosis  or  treatment  of  the 
illness  or  injury  for  which  they  are  adminis- 
tered according  to  accepted  standards  of  med- 
ical practice;  and  (d)  they  meet  all  the  general 
requirements  for  coverage  of  items  as  “inci- 
dent to”  a physician’s  services  (i.e.,  the  drug 
must  be  furnished  by  the  physician  and  ad- 
ministered by  the  physician  or  by  his  nurse 
under  his  personal  supervision  and  the  charge, 
if  any,  for  the  drug  must  be  included  in  the 
physician’s  bill). 

The  term  “drugs  and  biologicals”  means 
those  included  or  approved  for  inclusion  in  the 
latest  official  edition  or  revision  of  certain  drug 
compendia,  including  (a)  the  U.  S.  Pharma- 
copoeia, (b)  the  National  Formulary,  (c)  the 
U.  S.  Homeopathic  Pharmacopoeia,  (d)  AM  A 
Drug  Evaluations  (the  successor  publication 
to  New  Drugs)  or  (e)  Accepted  Dental  Ther- 
apeutics (the  successor  publication  to  Accept- 
ed Dental  Remedies). 

Vaccinations  or  inoculations  are  excluded 
as  “immunizations”  unless  they  are  directly  re- 
lated to  the  treatment  of  an  injury  or  direct 
exposure  to  a disease  or  condition,  such  as,  for 
example,  antirabies  treatment,  tetanus  antitoxin 
or  booster  vaccine,  botulin  antitoxin,  antivenin 
sera,  or  immune  globulin.  In  the  absence  of 
injury  or  direct  exposure  preventive  immuniza- 
tion (vaccination  or  inoculation)  against  such 
diseases  as  smallpox,  polio,  diphtheria,  etc.,  is 
not  covered.  (Flu  injections  are  administered 
as  a preventive  measure  and  are  excluded  from 
coverage  without  regard  to  a patient’s  par- 
ticular susceptibility  to  influenza.)  In  cases 
where  a vaccination  or  inoculation  is  excluded 
from  coverage,  the  entire  charge  will  be 
denied. 
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Prescription  and  nonprescription  drugs  and 
biologicals  purchased  by  or  dispensed  to  a 
patient  are  not  covered. 

Payment  for  drugs  and  biologicals  which 
cannot  be  self-administered  can  be  made  only 
if  the  physician  administers  them  or  supervises 
their  administration  and  includes  the  charges 
for  the  services  and  the  drugs  in  his  bills.  For 
example,  in  the  case  of  an  allergist  who  pre- 
pares drugs  for  a patient,  no  payment  can  be 
made  for  the  drugs  unless  he  also  administers 
them. 

The  injection  must  be  reasonable  and  neces- 
sary for  diagnosis  or  treatment  of  the  illness 
or  injury  in  order  for  payment  to  be  made. 
Determinations  as  to  whether  an  injection  is 
reasonable  and  necessary  is  made  on  the  same 
basis  as  all  other  such  determinations— with 
the  advice  of  medical  consultants  and  with 
reference  to  accepted  standards  of  medical 
practice  and  the  medical  circumstances  of  the 
individual  case. 

Below  are  guidelines  identifying  four  cate- 
gories in  which  injections  would  not  be  rea- 
sonable and  necessary  according  to  accepted 
standards  of  medical  practice. 

1.  Injections  not  specifically  indicated— 
Payment  should  not  be  made  for  injections 
which  are  not  considered  by  accepted  standards 
of  medical  practice  to  be  indicated  as  a specific 
or  effective  treatment  for  the  particular  con- 
dition for  which  they  are  given  (although  the 
injection  may  be  accepted  treatment  for  an- 
other illness). 

a.  Vitamin  Bl2  injections— Based  on  pro- 
fessional medical  advice,  vitamin  B-12  injec- 
tions are  specific  therapy  for— certain  anemias: 
pernicious  anemia;  megaloblastic  anemias;  mac- 
rocytic anemias;  fish  tapeworm  anemia.  Cer- 
tain gastrointestinal  disorders:  gastrectomy; 
malabsorption  syndromes  such  as  sprue  and 
idiopathic  steatorrhea;  surgical  and  mechanical 
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disorders  such  as  resection  of  the  small  intes- 
tine, strictures,  anastomoses  and  blind  loop 
syndrome.  Certain  neuropathies:  posterolateral 
sclerosis;  other  neuropathies,  associated  with 
pernicious  anemia;  during  the  acute  phase  or 
acute  exacerbation  of  a neuropathy  due  to 
malnutrition  or  alcoholism. 

2.  Injection  not  for  a • particular  illness— 
medication  given  for  a purpose  other  than  for 
treatment  of  a particular  condition,  illness  or 
injury.  For  example,  the  entire  charge  for 
vitamin  injections  given  simply  for  the  general 
good  and  welfare  of  the  patient  and  not  as 
accepted  therapy  for  a particular  illness  should 
be  excluded. 

3.  Injection  method  not  indicated— injec- 
tion is  not  considered  an  indicated  method  of 
administration  according  to  accepted  standards 


of  medical  practice  for  the  condition  for  which 
given. 

4.  Excessive  injections— medication  admin- 
istered for  treatment  of  a disease  which  ex- 
ceeds the  frequency  or  duration  of  injections 
indicated  by  accepted  standards  of  medical 
practice  as  an  appropriate  level  of  care  for  that 
condition,  unless  there  are  extenuating  circum- 
stances which  justify  the  need  for  additional 
injections.  An  example  would  involve  the  sit- 
uation where  standard  medical  practice  indi- 
cates the  use  of  parenteral  penicillin  or  other 
antibiotics  for  the  initiation  of,  but  not  for  the 
entirety  of,  the  course  of  treatment  for  an 
infectious  disease.  In  such  cases,  the  entire 
charge  for  those  penicillin  injections  exceeding 
the  initial  standard  dosage  should  be  excluded 
unless  there  are  special  medical  circumstances 
which  justify  additional  injections. 


New  Insecticides  More  Harmful 


American  physicians  are  reminded  of  the 
probability  of  a sharp  increase  in  insecticide 
poisonings  with  the  ban  on  DDT  and  shift  to 
different  types  of  bug  killers. 

An  editorial  in  the  January  29th  issue  of 
the  Journal  of  the  American  Medical  Associa- 
tion  points  out  that  the  types  of  insecticides 
that  are  replacing  DDT  are  sometimes  highly 
dangerous  to  people.  A federal  regulation 
banning  virtually  all  use  of  DDT  “is  a cul- 
mination of  social  and  political  pressures  that 
have  represented  DDT  as  the  chief  chemical 
villain  in  the  modern  environmentalist  move- 
ment. This  it  almost  certainly  is  not.  The 
organophosphate  insecticides,  which  will 
usually  now  be  substituted  for  DDT,  may 
prove  to  be  the  real  villains.” 


It  is  true  that  the  organophosphates,  such  as 
chlorthion,  EPN,  parathion,  phosdrin  and 
TEPP,  are  less  persistent  in  the  environment. 
But  they  also  are  highly  toxic  to  humans,  and 
are  easily  absorbed  through  the  intact  skin, 
which  DDT  is  not. 

“Many  deaths  have  been  reported  from 
parathion  exposure;  few  if  any  from  DDT.” 

Physicians  are  advised  in  the  editorial  of 
availability  of  AMA  publications  listing  in 
detail  medical  recommendations  for  preven- 
tion and  treatment  of  the  poisonings. 

The  new  federal  regulations  banning  DDT 
in  most  instances  took  effect  December  31. 

Author  of  the  editorial  is  Henry  F.  Howe, 
M.D.,  of  the  AMA’s  Department  of  Environ- 
mental, Public  and  Occupational  Health. 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  held  at  Society  head- 
quarters on  Sunday,  January  7. 

Members  V resent:  Dr.  Carl  E.  Stark,  Dr.  John 
A.  Martin,  Dr.  William  S.  Hotchkiss,  Dr.  Alvin 
E.  Conner,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry 
J.  Warthen,  Dr.  William  J.  Hagood,  Jr.,  Dr. 
Raymond  S.  Brown,  Dr.  Charles  E.  Davis,  Jr., 
Dr.  Carrington  Williams,  Jr.,  Dr.  George  J.  Car- 
roll,  Dr.  Baxter  H.  Byerly,  Dr.  H.  C.  Alexander, 
III,  Dr.  James  C.  Respess,  Dr.  Thomas  L.  Lucas, 
Dr.  James  Hal  Smith  and  Dr.  W.  Leonard  Weyl. 

Others  Present : Dr.  Harry  G.  Hager,  Jr.,  Sec- 
ond Vice-President;  Dr.  Duncan  S.  Owen,  Jr., 
Third  Vice-President;  Dr.  K.  K.  Wallace,  Jr., 
Vice-Speaker;  Dr.  Alexander  McCausland,  Dr. 
William  R.  Hill  and  Dr.  W.  Callier  Salley,  AMA 
Delegates;  Dr.  F.  Ashton  Carmines  and  Dr.  Mi- 
chael A.  Puzak,  AMA  Alternate  Delegates;  Dr. 
William  R.  Drucker,  Dean,  UVA  School  of  Med- 
icine, Charlottesville;  Dr.  John  R.  Jones,  Execu- 
tive Associate  Dean,  Medical  College  of  Virginia; 
Dr.  J .B.  Funkhouser,  Deputy  Commissioner,  De- 
partment of  Mental  Hygiene  and  Hospitals;  Mr. 
James  S.  Imboden,  AMA  Field  Service  Repre- 
sentative, Columbus,  Ohio;  Mr.  Robert  G.  Stuart, 
Executive  Secretary,  VaMPAC;  and  Mr.  William 
R.  Miller,  Attorney. 

Previous  Minutes 

The  minutes  of  the  November  5,  1972  meeting 
of  Council  were  considered  and  a motion  of  ap- 
proval was  adopted. 

Nurse  Practitioners 

Dr.  Stark  reported  that  he  and  Dr.  Carroll  had 
recently  attended  a meeting  on  this  particular 
subject  sponsored  by  the  State  Council  on  High- 
er Education.  Interest  in  the  role  of  the  nurse 
practitioner  is  increasing  daily  and  many  ques- 
tions must  be  answered  in  the  very  near  future. 
Perhaps  the  biggest  question  at  the  present  time 
is  who  should  actually  regulate  the  nurse  prac- 
titioner. Should  it  be  the  Board  of  Medical  Ex- 
aminers, the  Board  of  Nurse  Examiners— or  both? 
The  problem  is  actually  nationwide  and  not 
peculiar  to  Virginia  alone. 

Dr.  Leon  T.  Bloodworth,  a Director  of  the 
Nurse  Practitioner  Program  at  the  Medical  Col- 
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lege  of  Virginia,  believes  that  nurse  practitioners 
shall  be  responsible  to,  and  dependent  on,  the 
physician  and  that  the  Board  of  Medical  Exam- 
iners must  ultimately  be  involved  in  their  certi- 
fication. It  was  stressed  that  licensure  is  not  a 
question  since  the  nurse  will  not  function  as  an 
independent. 

It  was  generally  agreed  that  the  responsibility 
for  certification  should  rest  with  the  Board  of 
Medical  Examiners,  but  that  the  Board  of  Nurse 
Examiners  should  be  involved  in  the  early  stages 
of  the  program.  The  thought  was  also  expressed 
that  the  curriculum  of  a nursing  school  should 
be  planned  with  the  nurse  practitioner  in  mind. 

Mention  was  made  of  the  California  program 
and  it  seemed  to  be  the  consensus  that  certifica- 
tion should  be  renewed  each  year  as  well  as  each 
time  the  nurse’s  employment  is  changed. 

There  was  general  agreement  that  the  Board 
of  Medical  Examiners  and  Board  of  Nurse  Ex- 
aminers should  make  a joint  effort  to  solve  the 
problems  connected  with  certification  before  any 
final  decision  is  made. 

Legislative  Roundup 

Mr.  Miller  discussed  a number  of  late  develop- 
ments on  the  legislative  front— including  a Bill 
which  would  define  “death”.  The  principal  spon- 
sor of  the  Bill  is  Dr.  Ferguson  Reid  and  he  had 
specifically  requested  the  opinion  of  Council. 
Mr.  Ted  Markow  and  Mr.  William  Crews,  repre- 
senting the  office  of  the  Attorney  General,  also 
discussed  the  Bill  and  commented  on  several  ques- 
tions raised  by  Mr.  Miller. 

The  Bill  seeks  to  define  “death”  in  the  absence 
of  spontaneous  circulatory  and  cardiac  functions 
and  also  in  the  absence  of  spontaneous  brain  func- 
tions. It  also  covers  those  cases  where  hypother- 
mia or  poisoning  by  central  nervous  system 
depressant  drugs  are  concerned. 

The  thought  was  expressed  that  the  Bill  as 
written  would  restrict  the  power  to  determine 
death  in  some  cases  to  a fairly  small  number  of 
physicians.  Consequently,  a motion  was  adopted 
recommending  deletion  of  that  portion  which 
reads  “.  . . a specialist  in  the  field  of  neurology , 
neurosurgery , or  electroencephalography  . . .” 
The  part  in  question  now  reads  “ . . . in  the  opin- 
ion of  a consulting  physician  who  shall  be  duly 
licensed , . .” 

A motion  which  would  have  eliminated  refer- 
ence to  a patient’s  medical  history  was  defeated 
and  the  original  language  permitted  to  remain. 
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It  was  then  moved  by  Dr.  Brown  that  the 
Society  support  the  Bill  with  the  recommended 
amendment.  The  motion  was  seconded  and  car- 
ried. 

Mr.  Miller  reported  that  a bill  based  upon 
the  Maryland  defective  delinquent  law  had  been 
drafted  and  was  ready  for  introduction.  He  in- 
dicated, however,  that  it  was  necessarily  very 
lengthy  and  posed  a number  of  serious  consid- 
erations for  the  General  Assembly.  For  example, 
it  provides  for  a new  institution.  Although  some 
doubt  was  expressed  that  the  General  Assembly 
would  enact  the  legislation  at  this  particular  ses- 
sion, it  was  regarded  as  an  excellent  start. 

Mr.  Osburn  discussed  a number  of  Bills  carried 
over  from  the  1972  Session  of  the  General  As- 
sembly. These  Bills  had  to  do  with  the  Board  of 
Medical  Examiners,  a Statewide  formulary,  work- 
men’s compensation,  certificates  of  need,  physi- 
cians’ assistants,  no-fault  insurance,  etc. 

Mention  was  made  of  the  many  contributions 
by  Dr.  Gene  Weston  in  educating  the  public 
concerning  the  disadvantages  of  a Statewide 
formulary. 

It  was  learned  that  an  amendment  has  been  pro- 
posed to  Senate  Bill  108  (certificate  of  need) 
which  would  deny  a license  to  a hospital  unless 
it  maintains  an  open  staff  and  participates  in  Fed- 
eral and  State  Medicare  and  Medicaid  Programs. 
An  open  staff  was  defined  as  one  composed  of  all 
physicians  in  the  community  who  are  ethical 
and  competent,  following  the  usual  process  of 
application,  credentialization  and  appointment. 

Fear  was  expressed  that  the  proposed  amend- 
ment would  make  every  hospital  in  Virginia  a 
“general  hospital”  and  result  in  insurmountable 
problems.  A motion  by  Dr.  Hotchkiss  reaffirm- 
ing the  Society's  support  of  Senate  Bill  108  and 
expressing  opposition  to  the  proposed  amend- 
ment was  seconded  a?id  adopted. 

A Bill  to  permit  the  administration  of  drugs 
by  pharmacists  or  pharmacy  technicians  was  con- 
sidered in  some  detail.  A motion  by  Dr.  Hagood 
to  oppose  the  Bill  was  amended  in  such  manner 
as  to  withhold  opposition  until  a further  study 
can  be  conducted  by  a joint  committee  represent- 
ing the  Society  and  Virginia  Pharmaceutical  As- 
sociation. The  motion  was  then  adopted  as 
amended. 

Dr.  Hagood  reminded  Council  that  the  House 
of  Delegates  had  adopted  three  resolutions  re- 
quiring follow-through  action.  One  expressed 
opposition  to  the  contingency  fee  system  in  the 
practice  of  law;  the  second  called  for  support  of 
legislation  requiring  the  labeling  of  prescription 
medication  containers  unless  otherwise  directed 
by  the  physician;  and  the  third  endorsed  legisla- 


tion which  would  require  the  posting  of  a 
$2,500.00  bond  by  plaintiffs  instituting  malprac- 
tice suits  against  physicians— if  such  suits  include 
claims  for  punitive  damages. 

Joint  Meeting  with  Nurses 

Dr.  Stark  reported  that  the  President  of  the 
Virginia  Nurses’  Association  had  requested  a 
joint  meeting  of  Council  and  the  governing  board 
of  the  nursing  group.  It  was  Dr.  Stark’s  feeling 
that  matters  of  mutual  interest  and  concern 
should  first  be  discussed  at  the  Committee  level. 
He  was  particularly  anxious  that  the  Society’s 
Committee  in  Nursing  not  be  bypassed. 

Joint  Practice  Council 

Dr.  W.  Nash  Thompson,  Chairman  of  the 
Committee  on  Nursing,  reported  on  a recent  con- 
ference of  the  National  Joint  Practice  Council. 
He  stated  that  joint  practice  councils  are  de- 
signed to  bring  the  two  professions  together. 
Such  joint  committees  already  exist  in  a number 
of  states. 

Dr.  Thompson  then  read  a resolution  which 
had  been  approved  by  all  members  of  the  Com- 
mittee on  Nursing.  The  resolution  called  for  the 
establishment  of  a Virginia  Joint  Practice  Com- 
mission and  an  appropriation  of  $200.00  for  this 
purpose.  It  was  recalled  that  the  House  of  Dele- 
gates had  considered  a similar  resolution  and 
voted  to  postpone  any  action  until  the  release 
of  a report  of  the  Governor’s  Committee  on 
Allied  Professions. 

A motion  by  Dr.  Respess  which  would  amend 
the  resolution  by  providing  for  a feasibility  study 
was  withdrawn.  Dr.  Hagood  then  moved  that 
the  President  request  the  appropriate  Section 
Chairman  to  personally  consult  with  the  Nursing 
Committee  and  Virginia  Nurses’  Association  and 
report  his  findings  and  recommendations  at  the 
next  meeting  of  Council.  The  motion  also  com- 
mended Dr.  Thompson  and  his  Committee  on 
their  excellent  work.  The  motion  was  seconded 
and  adopted. 

MCV  Nurse  Practitioner  Program 

A request  was  made  that  Council  consider  en- 
dorsement of  the  “Nurse  Practitioner  Program” 
currently  in  operation  at  the  Medical  College  of 
Virginia.  A great  amount  of  interest  was  ex- 
pressed in  the  Program  and  Dr.  Bloodworth 
stated  that  he  would  see  that  pertinent  material 
was  made  available  for  distribution. 

New  Hospital  at  MCV 

Council  had  been  requested  to  endorse  a pro- 
posed new  hospital  at  the  Medical  College  of 
Virginia.  The  new  hospital  would  replace  cer- 
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tain  existing  structures  at  a total  estimated  cost 
of  approximately  $90  million.  Dr.  Jones  stated 
that  a great  deal  of  replacement  is  needed  and 
the  new  hospital  represents  the  major  portion  of 
a 10-year  building  program.  He  indicated  that 
approximately  $79  million  will,  hopefully,  be  ob- 
tained through  a revenue  bond  issue  and  that 
these  bonds  should  be  paid  off  within  thirty 
years.  The  General  Assembly  is  being  asked  to 
appropriate  $526,332.00  for  the  purpose  of  com- 
pleting working  drawings  and  Society  endorse- 
ment is  needed  at  this  time. 

Dr.  Williams  reported  that  Richmond  Acad- 
emy of  Medicine  has  endorsed  the  new  hospital. 

It  was  then  moved  by  Dr.  Brown  that  The 
Medical  Society  of  Virginia  also  endorse  the 
new  hospital  program.  The  motion  was  seconded 
and  carried. 

Congressional  Luncheon 

Council  was  reminded  that  the  time  is  once 
more  at  hand  for  a decision  concerning  an  an- 
nual luncheon  for  Virginia’s  Congressional  dele- 
gation. The  luncheon  is  hosted  by  the  Committee 
on  National  Legislation  and  is  normally  held  in 
the  Speaker’s  Dining  Room  of  the  Capitol— 
usually  on  a Tuesday  in  April  or  early  May. 
Total  cost  is  approximately  $200.00. 

Everyone  agreed  that  the  luncheons  should  be 
continued  and  a motion  by  Dr.  Hotchkiss  to 
proceed  with  the  necessary  arrangements  was 
seconded  and  adopted. 

Dr.  Palmer 

Dr.  Richard  Palmer  will  seek  re-election  to 
the  AMA  Board  of  Trustees  when  the  AMA 
holds  its  Annual  Convention  in  New  York.  The 
Medical  Society  of  Virginia  is  most  anxious  to 
assist  in  the  re-election  effort  and  it  has  been 
suggested  that  a hospitality  suite  be  sponsored 
during  the  meeting  in  New  York.  The  estimated 
cost  falls  between  $1,000-$  1,500. 

It  was  agreed  that  the  Society  should  do  every- 
thing possible  to  obtain  the  re-election  of  Dr. 
Palmer  and  a motion  to  approve  the  proposed 
hospitality  suite  was  seconded  and  carried. 

Hospital  Boards  of  Trustees 

Council  was  advised  that  the  AMA  House  of 
Delegates  has  reaffirmed  its  policy  concerning 
the  advisability  of  having  physicians  serve  on  hos- 
pital governing  boards  and  their  action  commit- 
tees. The  Medical  Society  of  Virginia  is  on  rec- 
ord as  endorsing  this  policy  and  its  views  have 
been  made  known  to  the  Virginia  Hospital 
Association. 


Dr.  Stark  expressed  a great  deal  of  interest  in 
this  particular  policy  and  is  anxious  to  learn  to 
what  extent  it  has  been  implemented  over  the 
State.  Brought  out  was  the  fact  that  the  Joint 
Commission  on  the  Accreditation  of  Hospitals 
also  supports  this  policy. 

It  was  then  moved  by  Dr.  Hotchkiss  that  the 
Society  reaffirm  its  position  and  send  copies  of 
the  policy  statement  to  the  Chairman  of  all  hos- 
pital boards  of  trustees— along  with  a request  for 
information  on  affirmative  action.  The  motion 
was  seconded  and  carried. 

Vice-Councilors 

The  role  of  Vice-Councilors  was  discussed  at 
some  length  and  it  was  agreed  that  they  should 
be  kept  well  informed  concerning  all  Council 
activities.  It  was  recognized,  however,  that  the 
space  factor  is  such  that  additional  participants 
and  guests  cannot  easily  be  accommodated. 

Joint  Medical-Pharmaceutical- 
Hospital  Committee 

Dr.  Hagood  had  several  thoughts  concerning 
the  resolution  adopted  by  the  House  of  Delegates 
in  November  recommending  that  The  Medical 
Society  of  Virginia,  Virginia  Pharmaceutical  As- 
sociation and  Virginia  Hospital  Association  con- 
join for  the  purpose  of  identifying  mutual  prob- 
lems, discussing  solutions,  etc.  He  believed  that 
those  representing  the  Society  should  be  chosen 
from  both  urban  and  rural  areas.  He  also  sug- 
gested that  at  least  one  representative  be  asso- 
ciated with  a medical  school.  Dr.  Hagood  also 
recommended  that  the  executive  officers  of  the 
three  organizations  be  requested  to  sit  in  on  the 
discussions. 

Dr.  Hagood  went  on  to  say  that  if  this  par- 
ticular undertaking  is  successful,  it  is  certain  to 
result  in  a better  image  for  all  concerned.  The 
thought  was  expressed  that  perhaps  an  ad  hoc 
committee  could  be  appointed  for  the  purpose 
of  implementing  the  House  directive.  A sugges- 
tion was  also  made  that  those  members  represent- 
ing the  Society  be  chosen  from  the  already 
existing  Hospital  Advisory  and  Pharmacy  Com- 
mittees. 

Virginia  Association  of  Counties 

Dr.  Hagood  described  some  of  the  legislative 
activities  of  the  Virginia  Association  of  Counties 
and  suggested  that  this  particular  organization 
could  be  a most  helpful  ally.  The  Association 
has  six  full-time  committees— including  one  hav- 
ing to  do  with  health  care— which  seek  to  keep 
the  Association  advised  on  all  developments.  The 
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Virginia  Association  of  Counties  is  apparently 
well  thought  of  and  wields  a considerable  amount 
of  influence.  It  was  Dr.  Hagood’s  feeling  that 
The  Medical  Society  of  Virginia  would  do  well 
to  keep  members  of  the  Association  advised  of 
its  legislative  objectives. 

Annual  Meeting  Review 

Council  was  advised  that  dates  and  locations 
for  the  Annual  Meeting  have  been  confirmed 
through  1978.  Dr.  McCausland  reported  that 
physicians  in  the  Roanoke  area  are  most  anxious 
for  the  Society  to  meet  there  more  often  and 
assured  everyone  that  the  Hotel  Roanoke  has 
improved  its  facilities  and  services  tremendously. 

Dr.  Lucas  then  reported  that  the  Marriott- 
Twin  Bridges  Motor  Hotel,  Arlington,  was  also 
anxious  to  have  the  Society  back  at  an  early  date. 
The  thought  was  expressed  that  perhaps  the 
1979  meeting  should  properly  be  held  in  North- 
ern Virginia. 

A question  was  then  raised  as  to  why  the  So- 
ciety had  never  used  The  Homestead  for  an 
annual  meeting.  It  was  learned  that  facilities  at 
The  Homestead  had  not  been  adequate  for  a 
meeting  which  featured  a considerable  number 
of  exhibits,  scientific  sessions,  banquets,  etc.,  and 
which  attracted  a total  registration  of  750-1,000. 
It  was  learned  that  a new  conference  facility  had 
just  been  completed  at  The  Homestead  and  the 
Secretary  was  requested  to  look  into  the  possi- 
bility of  having  a future  meeting  held  there. 

In  view  of  the  many  invitations  for  1979,  it 
was  agreed  that  a final  decision  should  be  post- 
poned until  the  Spring  meeting  of  Council. 

Richmond  Academy  of  Medicine 

It  was  recalled  that  Council,  during  its  meeting 
on  November  5,  was  briefed  concerning  the  pos- 
sibility of  having  the  Richmond  Academy  of 
Medicine  join  with  The  Medical  Society  of  Vir- 
ginia in  the  construction  of  an  additional  wing 
to  the  Society’s  present  headquarters.  Such  a 
move  would  hinge  on  the  sale  of  the  present 
Academy  building  as  well  as  the  results  of  a 
feasibility  study. 

Dr.  Williams  reported  that  the  situation  has 
changed  somewhat— principally  because  the  Con- 
federate Museum  is  no  longer  interested  in  ob- 
taining the  Academy  building  for  museum  pur- 
poses. He  indicated,  however,  that  the  Medical 
College  of  Virginia  Alumni  Association  is  inter- 
ested in  making  a move  and  that  the  Academy 
has  been  approached  in  this  regard.  It  had  been 
hoped  that  the  Society  could  give  the  Alumni 
Association  some  indication  of  its  thinking  before 
the  General  Assembly  convened. 


It  was  unanimously  agreed  that  Council  could 
not  possibly  take  any  action  at  this  time  and  that 
the  matter  would  first  have  to  be  referred  to  an 
appropriate  Committee  for  a feasibility  study. 

Genetic  Enzyme  Studies 

The  Medical  Society  of  Virginia  had  been 
requested  by  the  fiscal  intermediary  of  the 
CHAMPUS  Program  in  Virginia  to  render  an 
opinion  as  to  whether  the  genetic  enzyme  studies 
being  performed  by  a particular  metabolic  and 
genetic  institute  in  Richmond  could  be  consid- 
ered good  medical  practice.  It  was  learned  that 
the  institute  in  question  has  been  the  subject  of 
an  extensive  investigation  by  both  the  Richmond 
Academy  of  Medicine  and  State  Board  of  Medi- 
cal Examiners.  As  a result  of  these  investiga- 
tions, legal  action  is  imminent  by  the  Office  of 
the  Attorney  General.  In  view  of  these  develop- 
ments, Council  did  not  believe  that  it  was  in  a 
position  to  take  any  action  at  this  time. 

Safety  Glazing 

The  Virginia  Safety  Glazing  Committee  had 
requested  that  The  Medical  Society  of  Virginia 
sponsor  and  support  legislation  designed  to  elim- 
inate personal  injuries  resulting  from  glass  acci- 
dents. The  proposed  legislation  would  require 
the  use  of  safety  glazing  materials  in  hazardous 
locations  in  residential,  commercial  and  public 
buildings.  It  was  also  learned  that  the  Depart- 
ment of  HEW  is  quite  interested  in  seeing  such 
legislation  enacted  at  the  State  level. 

A motion  to  table  the  matter  until  the  next 
meeting  of  Council  was  seconded  and  adopted. 

It  was  then  moved  by  Dr.  Williams  that  the 
matter  be  removed  from  the  table  in  order  that 
it  could  receive  further  consideration.  The  mo- 
tion was  seconded  and  carried. 

There  followed  considerable  discussion  during 
which  a question  was  raised  concerning  the  cost 
potential  should  such  legislation  be  enacted.  Since 
these  figures  were  not  available,  it  was  moved 
by  Dr.  Weyl  that  the  matter  be  referred  to  an 
appropriate  Committee  for  study  and  recom- 
mendations. The  motion  was  seconded  and  car- 
ried. 

New  Billing  Procedure 

Council  was  advised  that  the  Society’s  new 
computer  billing  procedure  has  received  both 
praise  and  condemnation.  Most  of  the  protests 
stem  from  the  feeling  that  the  statement  is  much 
too  confusing  and  misleading.  A number  of  phy- 
sicians object  to  the  total  being  shown— particu- 
larly since  it  includes  AMA  dues  and  a contri- 
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bution  to  VaMPAC.  They  believe  that  some 
method  should  be  found  to  more  clearly  stress 
the  nonmandatory  aspects  of  the  statement. 

Mr.  Moore  reported  that  the  new  billing  pro- 
cedure was  accomplishing  many  of  its  objectives. 
It  has  already  resulted  in  a considerable  saving 
in  man  hours  and  the  overall  cost  is  expected  to 
be  less.  It  was  also  learned  that  the  return  rate 
is  ahead  of  last  year  and  that  the  majority  of 
members  seem  to  be  having  little,  if  any,  diffi- 
culty with  the  statement. 

It  was  then  moved  by  Dr.  Hotchkiss  that  the 
new  procedure  be  continued.  The  motion  was 
seconded  and  carried. 

Continuing  Education  and  Licensure 

Dr.  Carroll  reminded  Council  that  the  Society’s 
Committee  on  Medical  Education  has,  for  sev- 
eral years,  been  studying  the  relationship  of  con- 
tinuing education  to  licensure.  He  stated  that 
the  State  Board  of  Medical  Examiners  has  been 
very  much  interested  in  this  question  and  that 
there  is  some  feeling  that  the  Society  has  been 
moving  much  too  slowly  in  this  particular  area. 
As  a result,  the  Board  had  prepared  a statement 
for  Council’s  consideration  which  stressed  docu- 
mentation of  continuing  education  as  a high  pri- 
ority item  in  insuring  competent  medical  care 
for  all  Virginians.  It  went  on  to  propose  that 
the  following  be  incorporated  in  the  Virginia 
Code: 

1.  Documentation  of  Continuing  Education 
should  be  a requirement  for  licensed  prac- 
titioners in  the  State  of  Virginia. 

2.  Continuing  Education  requirements  would 
be  similar  to  those  outlined  by  the  AMA 
Physicians  Recognition  Award  Program. 

3.  Physicians  not  adhering  to  these  require- 
ments would  be  reported  by  the  State 
Board  of  Medical  Examiners  to  The  Med- 
ical Society  for  its  investigation  and  rec- 
ommendations as  to  possible  disciplinary 
action. 

There  followed  considerable  discussion  during 
which  disappointment  was  expressed  over  the 
proposal  to  make  continuing  education  require- 
ments mandatory.  Attention  was  called  to  an 
editorial  by  Dr.  William  H.  Kaufman  which  ap- 
peared in  the  September,  1972,  issue  of  the  Vir- 
ginia Medical  Monthly.  The  editorial  sounded  a 
word  of  caution  with  reference  to  compulsory 
continuing  education.  It  was  also  brought  out 
that  the  American  Medical  Association  has  long 
favored  the  voluntary  approach.  A suggestion 
was  made  that  the  Society  contact  the  various 


specialty  groups  and  seek  to  learn  how  it  can 
assist  them  in  their  continuing  education  efforts. 

A motion  by  Dr.  Respess  calling  for  the  ap- 
pointment of  a committee  to  determine  the  So- 
ciety’s role  in  continuing  education,  its  tie  to 
relicensure  and  relationship  to  other  systems  of 
medical  education  was  lost  for  want  of  a second. 

Dr.  Weyl  then  moved  that  the  Board  of  Med- 
ical Examiners  be  advised  that  The  Medical  So- 
ciety of  Virginia  is  actively  studying  the  prob- 
lem and  will  have  a definitive  statement  ready 
for  distribution  in  June  of  this  year.  The  motion 
was  seconded  and  carried. 

Personal  Holding  Company 

It  was  learned  that  at  least  one  Virginia  phy- 
sician, currently  practicing  as  a one-man-cor- 
poration, has  been  ruled  a personal  holding  com- 
pany by  the  Internal  Revenue  Service.  It  was 
feared  that  should  this  ruling  be  permitted  to 
stand,  it  would  set  a very  dangerous  precedent. 
Personal  holding  companies  are  subject  to  a 70% 
Penalty  Tax.  A question  was  raised  as  to  whether 
The  Medical  Society  of  Virginia  should  interest 
itself  in  the  matter  and  perhaps  seek  to  intervene 
as  a “Friend  of  the  Court”. 

Following  considerable  discussion,  it  was 
moved  by  Dr.  Lucas  that  Mr.  Miller  be  requested 
to  investigate  the  circumstances  surrounding  the 
ruling  in  question  and  determine  whether  it 
would  be  in  the  interest  of  the  Society  as  a 
whole  to  intervene  as  a “Friend  of  the  Court”. 
The  motion  further  provided  that  should  such 
action  appear  advisable,  the  Executive  Committee 
would  be  empowered  to  issue  the  necessary  di- 
rective. The  motion  was  seconded  and  carried. 

Blue  Cross-Blue  Shield 

In  keeping  with  a number  of  requests,  particu- 
larly from  members  in  the  Northern  Virginia 
area,  Council  was  requested  to  approve  an  en- 
dorsement to  the  Society’s  Blue  Cross-Blue  Shield 
program  for  certain  outpatient  services.  The 
approximate  monthly  cost  would  be  as  follows: 


Subscriber  Only $ .68 

Subscriber  & 1 Minor 1.02 

Subscriber  & Family 1.40 


A motion  by  Dr.  Weyl  to  approve  the  out- 
patient endorsement  was  seconded  and  carried. 

It  was  then  recalled  that  the  Insurance  Com- 
mittee had  recommended  the  inclusion  of  skilled 
nursing  home  benefits  in  the  Blue  Cross-Blue 
Shield  Program,  if  at  all  possible.  When  an  effort 
was  made  to  obtain  the  necessary  facts  and  fig- 
ures, it  was  learned  that  such  an  inclusion  would 
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create  problems  for  members  in  the  Roanoke 
Plan  area.  That  particular  Plan  does  not  have 
such  an  endorsement  operational  at  this  time. 
Consequently,  it  was  moved  by  Dr.  Weyl  that 
Blue  Cross  of  Virginia  consult  with  the  Roanoke 
Plan  and  take  such  action  as  might  be  required 
to  add  skilled  nursing  home  benefits  to  the  So- 
ciety’s program.  The  motion  was  seconded  and 
adopted. 

F.D.A. 

Dr.  Respess  reported  that  the  Albemarle  Coun- 
ty Medical  Society  had  unanimously  endorsed 
the  following  resolution  on  January  4: 

“Resolved,  that  the  Albemarle  County  Med- 
ical Society  strongly  desires  that  Dolophine 
Syrup  continue  to  be  available  by  prescrip- 
tion in  community  pharmacies  as  an  anti- 
tussive  agent  and  pediatric  analgesic.” 

The  resolution  was  adopted  as  a result  of  an 
action  being  taken  by  FDA  to  remove  Dolophine 
Syrup  from  the  market.  Hope  was  expressed  that 
The  Medical  Society  of  Virginia  would  lend 
its  support  in  the  effort  to  convince  FDA  that  its 
action  should  be  rescinded. 

A motion  to  contact  FDA  and  protest  its  ac- 
tion in  removing  Dolophine  Syrup  from  the  mar- 
ket was  seconded  and  adopted. 

Dr.  Davis  indicated  that  the  Society  should  also 
object  to  the  removal  of  Sulfasuxidine  and  a mo- 
tion to  write  FDA  in  this  regard  was  seconded 
and  carried. 

Dr.  Brown  requested  that  similar  action  be 
taken  with  reference  to  Polymagma.  A motion 
to  this  effect  was  seconded  and  adopted. 


It  was  then  moved  by  Dr.  Weyl  that  the  So- 
ciety strongly  object  to  FDA’s  policy  of  remov- 
ing medications  from  the  market  without  prior 
consultation  with  those  physicians  who  compose 
the  practicing  commumty.  The  motion  would 
urge  that  such  consultations  always  be  held  be- 
fore final  action  leading  to  withdrawal  is  taken. 
The  motion  was  seconded  and  carried. 

Liaison  Committee 

Dr.  Stark  stated  that  a Liaison  Committee  to 
the  Virginia  Optometric  Association  had  not  yet 
been  appointed  and  that  he  was  hoping  to  first 
obtain  an  official  expression  from  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology 
along  with  any  suggestions  and  recommendations 
that  organization  might  care  to  make.  A motion 
supporting  the  President  in  his  handling  of  the 
matter  was  seconded  and  adopted. 

VaMPAC  Board 

Council  wTas  advised  that  a vacancy  exists  on 
the  VaMPAC  Board  of  Directors  and  that  Dr. 
W.  Copley  McLean,  Charlottesville,  had  been 
recommended  as  a nominee.  It  was  agreed  that 
Dr.  McLean  would  make  an  excellent  Board 
member  and  his  election  was  unanimous. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Carl  E.  Stark,  M.D.,  President 
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Editorial 


iuiius  Caesar,  Estes  Kefauver  and  the  FDA. 

“The  evil  that  men  do  lives  after  them, 

The  good  is  often  interred  with  their  bones.” 

Act  III,  Sc.  2,  Line  79. 

JT  STES  KEFAUVER  must  have  accomplished  some  good  along  the  way, 
™ otherwise  the  citizens  of  Tennessee  would  not  have  elected  him  to  the 
United  States  Senate,  but  the  evil  he  did  as  chairman  of  the  committee  deal- 
ing with  drug  matters  continues  to  plague  the  medical  and  pharmaceutical 
world.  The  January  8 issue  of  Nenjusijueek  contains  an  article  by  Milton 
Friedman  that  explains,  in  part,  the  capricious  and  domineering  course  the 
Food  and  Drug  Administration  has  followed  during  the  past  decade. 

The  Kefauver  hearings  and  the  thalidomide  tragedies  (the  latter,  of  course, 
did  not  occur  in  this  country)  prompted  Congress  in  1962  to  require  the 
FDA  to  apply  stiffer  standards  for  the  approval  of  drugs.  Friedman  pointed 
out  that  this  mandate  placed  the  FDA  officials  in  the  unenviable  position  of 
possibly  approving  a drug  that  might  have  unanticipated  side  effects  with 
dangerous  potential,  or  refusing  to  approve  a drug  that  might  be  capable  of 
saving  many  lives.  If  the  first  error  was  made,  the  media  of  the  nation  would 
hasten  to  publicize  the  mistake  and  the  FDA  officials  would  be  held  up  to 
public  censure.  If,  on  the  other  hand,  a life  saving  drug  was  denied,  and 
from  its  lack,  thousands  might  perish  as  a result  of  this  decision,  this  blunder, 
in  all  probability,  would  not  become  general  knowledge,  and  the  FDA  would 
still  be  home  free. 

Which  alternative  would  a politician  take?  Need  we  answer!  In  the  eyes 
of  the  FDA  every  new  drug  is  suspect,  and  there  has  been  a natural  curb 
on  research  by  the  pharmaceutical  industry.  A recent  address  by  Professor 
Sam  Peltzman,  an  economist  at  UCLA,  pinpointed  the  reluctance  of  larger 
drug  houses  to  embark  on  time-consuming  and  costly  research  under  present 
restrictions.  “In  the  twelve  years  prior  to  1962,  41.5  ‘new  chemical  entities’ 
—that  is,  really  new  drugs— were  introduced  on  the  average  each  year;  in  the 
next  eight  years,  16.1.  And  their  introduction  was  delayed  by  two  years 
on  the  average.” 

Peltzman  estimated  that  the  1962  drug  amendments,  as  interpreted  by 
FDA,  “cost  consumers  of  drugs— over  and  above  any  benefits— $250  to  $500 
million  per  year  at  a very  minimum.  This  is  5 to  10  per  cent  of  the  money 
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spent  annually  on  drugs.  It  is  as  if  a 5 to  10  per  cent  tax  were  levied  on 
drug  sales  and  the  money  so  raised  were  spent  on  invisible  monuments  to  the 
late  Senator  Kefauver.”  And  it  might  be  added  that  no  mention  has  been 
made  of  the  cause  of  this  wastage  or  the  extent  of  these  additional  health 
expenditures  by  the  current  Senator  Kennedy,  who  constantly  harps  upon 
medical  costs  and  emphasizes  that  the  government  can  do  it  both  better  and 
cheaper. 

All  that  Friedman  and  Peltzman  have  told  us  is  provocative  and  exasperat- 
ing but  after  all  it  is  understandable,  for  human  nature  is  much  the  same 
everywhere,  and  especially  so  in  Health,  Education  and  Welfare,  and  in  its 
numerous  subsidiary  empires  and  bureaucracies.  But  the  question  that  passes 
all  understanding  is  why  drugs  that  have  stood  the  test  of  time  are  also  arbi- 
trarily banned  and  withdrawn  from  circulation. 

There  is  a ground  swell  of  resentment  on  the  part  of  practicing  physicians 
throughout  this  country  that  bodes  ill  for  the  “arm-chair”  physicians  who  fear 
to  compete  with  their  fellow  men  and  retire  to  the  anonymity  of  a desk  in 
FDA.  On  January  7 Councilors  from  the  First,  Second,  Seventh  and  Tenth 
Districts  spoke  to  a motion  made  by  Dr.  W.  Leonard  Weyl,  and  passed  unan- 
imously by  Council,  that  The  Medical  Society  of  Virginia  “strongly  object 
to  FDA’s  policy  of  removing  medications  from  the  market  without  prior 
consultation  with  those  physicians  who  compose  the  practicing  community.” 
It  was  further  urged  “that  such  consultations  always  be  held  before  final 
action  leading  to  withdrawal  is  taken.” 

Dr.  James  C.  Respess  of  the  University  reported  that  the  Albemarle  County 
Medical  Society  had  expressed  strong  desire  that  Dolophine  Syrup  continue 
to  be  available  by  prescription  as  an  anti-tussive  agent.  Dr.  Raymond  S. 
Brown,  of  Gloucester,  urged  that  Polymagma  be  not  removed  from  the  phar- 
macopeia and  Dr.  Charles  E.  Davis,  Jr.,  of  Norfolk,  spoke  strongly  against 
the  arbitrary  withdrawal  of  both  Sulfathalidine  and  Sulfasuxidine.  The  latter 
two  drugs  have  been  the  chief  mainstay  in  colon  surgery  for  the  past  three 
decades  and  have  played  a major  role  in  reducing  the  mortality  following 
bowel  resections  to  a fantastically  low  level. 

The  highhanded  manner  in  which  this  decision  was  handled  is  reflected 
in  a letter  Dr.  Davis  received  from  the  manufacturer  of  these  preparations. 
They  were  “caught  by  surprise,  very  much  as  you  (Dr.  Davis)  have  been, 
due  to  the  fact  that  no  communication  was  delivered  . . . prior  to  the  publi- 
cation of  the  intention  of  the  Food  and  Drug  Administration  to  order  the 
discontinuance  of  these  products  because  the  NAS-NRC  Committee  classi- 
fied them  as  7 ess  than  effective ’.  The  classification  was  handed  down  in 
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spite  of  the  great  amount  of  use  of  these  products  by  physicians  and  surgeons 
for  many,  many  years.” 

Reverting  to  Shakespeare  “Upon  what  meat  doth  this  our  Caesar  feed,  that 
he  is  grown  so  great?” 

The  leading  guest  editorial  in  this  issue,  prepared  by  Dr.  William  J.  Hagood, 
Jr.,  of  Clover,  and  Speaker  of  the  House,  epitomizes  the  feeling  of  practi- 
tioners throughout  the  State.  Numerous  letters  are  being  forwarded  to  our 
senators  and  congressmen  and  the  more  they  receive  the  more  sensitive  FDA 
will  become.  Nothing  makes  an  administrator  squirm  like  a letter  from  the 
“Hill”.  This  editorial  can  best  be  concluded  by  quoting  the  final  paragraph 
in  Milton  Friedman’s  article  captioned: 

“Should  FDA  Be  Abolished? 

“The  1962  amendments  to  the  Food,  Drug,  and  Cosmetic  Act  should  be 
repealed.  To  comply  with  them,  FDA  officials  must  condemn  innocent 
people  to  death.  In  the  present  climate  of  opinion,  this  conclusion  will 
seem  shocking  to  most  of  you— better  attack  motherhood  or  even  apple 
pie.  Shocking  it  is— but  that  does  not  keep  it  from  also  being  correct. 
Indeed,  further  studies  may  well  justify  the  even  more  shocking  con- 
clusion that  the  FDA  itself  should  be  abolished.” 


H.  J.  W. 
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News 


• • • 


Calendar  of  Events 

National  Medico-Legal  Symposium— Sponsored  by  American  Medical  Associa- 
tion and  American  Bar  Association— International  Hotel— Las  Vegas,  Nevada 
-March  22-25,  1973. 

National  Conference  on  Rural  Health— Statler  Hilton  Hotel— Dallas,  Texas— 
March  29-30,  1973. 

Tri-State  Medical  Association— Annual  Convention— Charleston,  South  Caro- 
lina—March  2 9- April  1,  1973. 

Annual  Clinical  Conference— Sponsored  by  Louise  Obici  Memorial  Hospital— 
“The  practical  Application  of  Radioactive  Isotopes”— National  Guard  Armory 
—Suffolk— April  4,  1973. 

Pediatrics  Day— Sponsored  by  Department  of  Pediatrics,  Medical  College  of 
Virginia— Richmond— April  6,  1973. 

Child  Abuse— Special  TV  Presentation  Sponsored  by  Stanhope  Junior  Woman’s 
Club— Channel  23—8:00  p.m.— April  10,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye, 
Ear,  Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 

Joint  Commission  on  Accreditation  Workshop— Sponsored  by  Virginia  Hos- 
pital Association  and  The  Medical  Society  of  Virginia— Sheraton  Inn,  Military 
Circle— Norfolk— April  17,  1973. 

Pediatric  Endocrine  Postgraduate  Conference— Sponsored  by  Department  of 
Pediatrics,  University  of  Virginia  School  of  Medicine— Charlottesville— April 
20-21,  1973. 

Medical  Ethics— National  Conference— Sponsored  by  Judicial  Council  of  Ameri- 
can Medical  Association— Washington  Hilton  Hotel— Washington,  D.  C.— 
April  26-28,  1973. 

Radiopharmaceuticals— Sponsored  by  Virginia  Chapter,  American  College  of 
Radiology— Boar’s  Head  Inn— Charlottesville— April  28-29,  1973. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Departments  of  Medi- 
cine, Microbiology,  Pathology,  Pediatrics  and  Division  of  Infectious  Diseases 
of  the  Medical  College  of  Virginia— Richmond— May  7-8,  1973. 

Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Motor 
Inn— Fredericksburg— May  22-24,  1973. 

Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia— 
Richmond— May  25,  1973. 

Annual  Orthopedic  Alumni  Seminar— University  of  Virginia  Medical  School 
Auditorium— Charlottesville— May  31,  1973. 

Annual  Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic 
Surgery— Medical  College  of  Virginia— Richmond— June  1,  1973. 

American  Electroencephalographic  Society— Annual  Meeting— Statler  Hilton 
Hotel— Boston,  Massachusetts— June  15-16,  1973. 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  December: 

Mohammad  Hosein  Changizi,  M.D.,  Fairfax 
Alvin  F.  Coburn,  M.D.,  Charlottesville 
Ivan  Keith  Crosby,  M.D.,  Charlottesville 
Jack  William  Hall,  M.D.,  Danville 
Samuel  Hutzon  Hay,  M.D.,  Richmond 
Desiderio  L.  Hebron,  Jr.,  M.D., 
Fredericksburg 

Richard  S.  Himes,  M.D.,  Newport  News 
Harvey  Barry  Jacobs,  M.D.,  Reston 
Erika  Latchis,  M.D.,  Falls  Church 
Joseph  A.  Leistyna,  M.D.,  Culpeper 
Stuart  A.  Levinson,  M.D.,  Richmond 
David  C.  Lowance,  M.D.,  Charlottesville 
Ildefonso  C.  Monteiro,  M.D.,  Richmond 
Patrick  David  Moore,  M.D.,  Newport  News 
Charles  J.  Nowacek,  M.D.,  Remington 
Orlando  Abellana  Pepito,  M.D., 
Fredericksburg 

Magdalena  J.  Pogonowska,  M.D., 
Blacksburg 

Daniel  Comeja  Prieto,  Jr.,  M.D., 

Silver  Spring,  Add. 

Teofilo  Aparis  Puray,  M.D.,  Front  Royal 
Rodolfo  Lumucso  Quion,  M.D., 
Fredericksburg 

Mansur  Rahnema,  AED.,  Virginia  Beach 
Henry  Stewart  Sabatier,  Jr.,  M.D., 
Bethesda,  Add. 

Hubert  Adams  Shaffer,  Jr.,  Ad.D., 
Charlottesville 

Alaidin  Shahabadi,  Ad.D.,  South  Boston 
Curtis  Varnell  Spear,  Jr.,  Ad.D.,  Norfolk 
Herbert  F.  Sudranski,  Ad.D.,  Roanoke 
Alice  J.  Turek,  Ad.D.,  Lynchburg 
James  Aloysius  Walsh,  M.D.,  Roanoke 
Richard  Albert  Wiklund,  M.D., 
Charlottesville 

New  Officers  for  Local  Societies. 

Fairfax  County  Medical  Society.  Dr.  Wil- 
liam Bekenstein,  Fairfax,  has  been  installed  as 
president  of  this  Society.  Dr.  Nelson  Tart, 
Falls  Church,  is  president-elect;  Dr.  Hans  J. 
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Klapproth,  Annandale,  vice-president;  Dr. 
Thomas  Fulcher,  Fairfax,  secretary;  and  Dr. 
A.  S.  Lineberger,  Falls  Church,  treasurer. 

Fredericksburg  Medical  Society.  Dr.  H. 
Lake  Westfall  is  president,  Dr.  Lawrence  E. 
Southworth,  president-elect,  and  Dr.  F.  Bald- 
win Harrington,  secretary-treasurer. 

Newport  News  Medical  Society.  Dr.  Hugh 
Warren  is  president,  Dr.  Thomas  W.  Payne, 
vice-president,  and  Dr.  Thomas  A.  Wash, 
secretary-treasurer. 

Prince  William  County  Medical  Society. 
New  officers  are:  president,  Dr.  John  Green- 
halgh,  Dumfries;  vice-president,  Dr.  Robert 
F.  Lehman,  Manassas;  secretary,  Dr.  A.  T. 
Ventzek,  Woodbridge;  and  treasurer,  Dr.  Karl 
Hellinger,  Fairfax. 

Virginia  Beach  Medical  Society.  Dr.  Rob- 
ert T.  Mosby  has  been  installed  as  president; 
Dr.  R.  L.  Smith  is  the  new  president-elect; 
Dr.  R.  J.  Wyles,  secretary,  and  Dr.  John  M. 
Stehlick,  treasurer. 

Dr.  James  M.  Moss, 

Alexandria,  has  been  reappointed  to  the 
American  Medical  Association  Council  on 
Scientific  Assembly. 

Dr.  William  P.  Wagner, 

Chesterfield,  has  been  elected  president  of 
the  Richmond  Area  Mental  Health  Associa- 
tion. 

Virginia  Council  on  Health  and  Medical 
Care. 

Dr.  M.  Pinson  Neal,  Jr.,  Richmond,  has 
been  re-elected  for  a two-year  term  as  presi- 
dent of  the  Council.  Dr.  Mack  I.  Shanholtz 
has  been  named  a vice  president. 

McGuire  Lecture  Series. 

The  44th  annual  McGuire  Lecture  Series 
will  be  held  at  the  Medical  College  of  Vir- 
ginia, Adarch  22-23.  The  subject  for  this  year 
is  The  Clinical  Laboratory  in  Medical  Prac- 


Virginia  Medical  Monthly 


tice  and  the  McGuire  Lecturer  will  be  Dr. 
George  Z.  Williams,  Director,  Institute  of 
Health  Research  and  Clinical  Professor  of 
Clinical  Pathology  of  the  University  of  Cali- 
fornia, San  Francisco.  The  guest  faculty  will 
be  Dr.  Myrton  F.  Beeler,  Associate  Professor 
of  Pathology,  Louisiana  State  University  Med- 
ical Center,  New  Orleans;  Dr.  George  J.  Car- 
roll,  Louise  Obici  Memorial  Hospital,  Suffolk; 
Dr.  Rex  B.  Conn,  Jr.,  Director,  Department 
of  Laboratory  Medicine,  Johns  Hopkins  Hos- 
pital; Dr.  Robert  D.  Langdell,  Professor  of 
Pathology,  University  of  North  Carolina;  Dr. 
Howard  M.  Rawnsley,  Professor  and  Director 
of  Pepper  Laboratories,  University  of  Penn- 
sylvania; and  Dr.  Benjamin  F.  Trump,  Pro- 
fessor and  chairman,  Department  of  Patholo- 
gy, University  of  Maryland.  The  faculty 
from  the  Medical  College  of  Virginia:  Dr. 
Seymour  Bakerman;  Dr.  Robert  V.  Blanke; 
Dr.  Harry  P.  Dalton;  Dr.  John  G.  dos  Santos; 
Dr.  Mario  R.  Escobar;  Dr.  William  J.  Frable; 
Dr.  Ali  A.  Hossaini;  Dr.  Charles  L.  Johnston, 
Jr.;  Dr.  Peter  Mamunes;  Dr.  Read  F.  Mc- 


Gehee,  Jr.,  and  Dr.  Joseph  H.  Riddick,  Jr. 

Eleven  and  three-fourths  prescribed  hours 
by  the  American  Academy  of  Family  Physi- 
cians have  been  applied  for.  The  continuing 
education  program  of  the  School  of  Medicine 
of  the  Medical  College  of  Virginia  is  fully 
accredited  by  the  American  Medical  Associa- 
tion. 

Newly  Appointed  Board  of  Audiology 
and  Speech  Pathology. 

The  Virginia  Board  of  Examiners  for  Au- 
diology and  Speech  Pathology  provides  for 
the  licensure  of  persons  who  are  practicing 
audiology  and/or  speech  therapy.  Certifica- 
tion became  mandatory  as  of  January  1,  1973. 
Members  of  the  Board  are  Dr.  Ralph  C.  Bral- 
ley,  University  of  Virginia,  Charlottesville; 
Mr.  Reuben  Cooper,  Old  Dominion  Univer- 
sity, Norfolk;  Dr.  Henry  B.  Creech,  VA  Hos- 
pital, Richmond;  Dr.  Henry  C.  Hecker,  Riv- 
erside Hospital,  Newport  News;  and  Dr. 
Peter  A.  Wallenborn,  Roanoke. 
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Dr.  Harry  Hudnall  Ware,  Jr., 

Richmond,  died  February  6,  at  the  age  of 
seventy-four.  He  was  a graduate  of  the  Med- 
ical College  of  Virginia  in  1924.  Dr.  Ware 
began  teaching  obstetrics  and  gynecology  at 
the  Medical  College  of  Virginia  in  1928  and 
taught  there  until  1969.  He  was  chairman  of 
the  Department  from  1942  to  1967  and  profes- 
sor emeritus  since  his  retirement  as  chairman. 
Dr.  Ware  was  the  first  obstetrics-gynecology 
specialist  in  Richmond  and  was  among  the  first 
in  Virginia  to  perform  Caesarean  sections  dur- 
ing the  late  1920s.  In  1969,  part  of  the  labor 
and  delivery  suite  at  MCV  was  named  the 
H.  Hudnall  Ware  Jr.  Caesarean  Section  Room. 
The  H.  Hudnall  Ware  Resident  Society, 
whose  membership  includes  about  100  doctors 
who  studied  under  Dr.  Ware,  was  formed  at 
the  College  several  years  ago. 

Dr.  Ware  was  also  director  of  the  Child 
Development  Study  of  the  National  Institute 
of  Mental  Health  at  the  Medical  College  of 
Virginia  conducting  research  on  cerebral 
palsy. 

Dr.  Ware  was  a member  of  numerous  med- 
ical societies  and  had  served  as  vice-president 
of  the  American  Gynecological  Society  and  as 
president  of  the  South  Atlantic  Association  of 
Obstetricians  and  Gynecologists.  He  had  been 
a member  of  The  Medical  Society  of  Virginia 
since  1929. 

His  wife,  a daughter  and  three  sons  survive 
him.  Two  sons  are  Drs.  Harry  Hudnall  Ware, 
III,  and  James  Latane  Ware,  both  practicing 
in  Richmond. 

Ernest*  Franklin  Flora,  M.D. 

The  death  of  Dr.  Ernest  Franklin  Flora  on 
October  24,  1972,  marked  the  end  of  an  era  in 
medical  practice  for  this  community.  His  train- 
ing and  education  was  the  rule  for  the  practition- 
ers of  medicine  of  his  time. 

Dr.  Flora  was  born  on  June  27,  1883.  Educa- 
tion in  that  era  was  quite  difficult  to  come  by. 
The  public  school  system  was  virtually  non- 


existent. He  secured  his  pre-medical  education 
at  the  old  Daleville  College  in  Daleviile,  Virginia. 
The  buildings  of  that  now  defunct  institution 
may  still  be  seen.  As  often  occurs  both  high 
school  and  college  courses  were  given  at  Daleville 
College.  Dr.  Flora  received  an  equivalent  of  a 
high  school  education  and  then  matriculated  in 
the  Baltimore  College  of  Physicians  and  Surgeons. 
This  medical  school  is  no  longer  in  existence.  He 
received  an  M.D.  degree  from  that  institution  in 
1913  and  then  interned  at  the  Mercy  Hospital 
in  Baltimore.  The  next  eight  years  was  spent 
doing  general  practice  in  Fenwick,  West  Vir- 
ginia. In  1921  he  established  his  practice  in  Roa- 
noke and  also  did  much  work  as  a house  officer 
in  the  Roanoke  Memorial  Hospital.  In  1926  he 
became  the  resident  physician  for  the  Hotel 
Patrick  Henry.  He  maintained  this  association 
until  he  retired  on  June  1,  1953,  at  the  age  of 
seventy.  He  then  made  his  home  with  his  half- 
sister  outside  of  Boones  Mill.  For  approximately 
five  years  he  maintained  a limited  general  prac- 
tice in  that  neighborhood. 

It  is  very  difficult  for  us  today  to  understand 
the  vicissitudes  of  medical  practice  in  the  era 
in  which  Dr.  Flora  practiced.  He  was  in  practice 
throughout  the  great  depression  which  began  in 
this  locality  in  1926  and  became  massive  in  scope 
in  1929.  The  patients  were  unable  to  meet  their 
obligations  and  a goodly  portion  of  the  physi- 
cians who  were  in  the  Medical  Arts  Building  had 
great  difficulty  paying  their  rent.  Furthermore, 
our  limited  drugs  almost  made  the  practice  of 
medicine  a contemplation  of  death.  Fortunately, 
Dr.  Flora  had  a most  delightful  dry  sense  of 
humor  which  enabled  him  to  bear  up  under  his 
burden.  The  classic  story  of  his  experience  in 
the  depression  has  been  retold  many  times.  Dr. 
Flora  had  made  a house  call  in  Southeast  Roanoke 
and  after  prescribing  for  the  patient  he  was  ready 
to  return  to  his  office.  The  head  of  the  house- 
hold then  told  Dr.  Flora  that  he  would  be  up 
Saturday  to  his  office  to  pay  him.  Dr.  Flora  re- 
plied that  if  it  would  be  all  right  with  the  pa- 
tient’s husband  he  would  rather  that  he  would 
not  come  to  his  office  on  Saturday  as  he  expected 
to  have  such  a crowd  of  other  people  who  had 
said  they  would  be  there  to  pay  on  Saturday  that 
he  would  prefer  he  would  come  another  day. 

Dr.  Flora  was  intensely  interested  in  the  Roa- 
noke Memorial  Hospital  and  gave  much  of  his 
time  for  its  advancement.  He  was  active  in  the 
Journal  Club  of  the  Roanoke  Memorial  Hospital 
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“ The  history  of  science , and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  mans  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  differences 
in  bioavailability  and  clinical 
predictability  among  drug  products? 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 

In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


ie 


Clinical  Predictabili 
More  Important  Than 

Although  the  questi 
price  has  been  greatly 
aggerated,  it  is  true 
patients  can  on  occaem 
save  money  on  gem  ic 
drugs.  But  you  are  noth- 
ing to  dare  attempt  to  5 >?e 
money  if  it  jeopardizes  le 
patient’s  health.  Let’s  e- 
turn  to  the  example  at 
has  become  very  promir 
in  recent  years,  that  of 
cardiac  glycosides.  T 
are  probably  the  most  t 
drugs  we  use  with  resjjct 
to  the  small  difference 
tween  a maximally  effecjp 
dose  and  a toxic  dose.  W| 
you  are  dealing  with 
of  this  type,  the  first  (II- 
cern  must  be  clinical  e- 
dictability.  At  the  risrof 
variations  in  bioavaiklil- 
ity,  it  would  be  sheer  f ly 
to  try  to  save  the  pat  It 
what  might  amountto 
maybe  $10  or  $20  a yjir. 
The  physician  cannot  n n- 
age  his  patient  unless  1 
sure  that  the  drug  h 
prescribing  has  the  s. 
positive  effect  each  1 
the  prescription  is  rene\ 
This  is  especially  sig 
cant  when  the  patient  t.'les 
the  product,  not  for  mor  is 
but  for  the  rest  of  his  li 
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One  of  a series 


Maker  of  Medicine 


t C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


;[  Although  equivalence  of 
j fferent  preparations  of  a 
[|rug  substance  may  be  de- 
t|ied  by  certain  physical, 
lemical  or  biological  char- 
teristics,  identity  is  not 
B -ways  assured  even  though 
yiese  characteristics  may 
lfp  described  in  compendia 
t;  ich  as  the  USP,  NF  or  de- 
nned by  other  specific 
mpurce  standards.  More- 
er,  even  with  equivalent 
ug  substances,  similar 
armaceutical  products 
if  an  be  produced  by  differ- 
at  manufacturers  such 
lat  these  products  are  bio- 
gically  or  therapeutically 
iequivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
'ith  drug  substances  de- 
ved  from  different  sources 
nd  under  different  condi- 
ons,  it  should  be  possible 
i establish  specifications  in 
ifficient  detail  to  minimize 
ae  potential  for  their  non- 
quivalence.  However, 
aere  is  general  agreement 
hat  product  therapeutic 
quivalence  would  still  not 
e assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product , not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street , N.W..  Washington.  D.C.  20005 


MINOCIN*  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None/ 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  {e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  (“Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  “Warnings”).  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
“Warnings.”)  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


* Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetraeyllnes  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection.  fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


which  met  weekly  for  a resume  of  the  current 
literature.  Dr.  Flora  was  not  long  on  the  formal 
education  for  the  practice  of  medicine.  He  more 
than  compensated  for  this  by  his  energy  and  also 
for  his  great  interest  in  keeping  abreast  of  medical 
literature.  Today  we  have  lost  sight  of  these 
hardy  souls  who  pioneered  the  way  in  medicine. 
It  would  indeed  be  fortunate  if  the  doctors  of 
today  could  command  even  in  a small  measure 
the  respect,  love,  and  confidence  of  the  patients 
which  the  doctors  of  Dr.  Flora’s  generation 
enjoyed. 

Mr.  President,  I move  that  the  Roanoke  Acad- 
emy of  Medicine  express  their  condolences  to 
his  sister  and  that  a copy  be  placed  upon  the 
minutes  of  the  Academy  and  also  that  a copy  be 
forwarded  to  the  Virginia  Medical  Monthly. 

Henry  Lee,  M.D. 

Dr.  James  Erwin  Diehl, 

Formerly  of  Norfolk,  died  December  27. 
He  was  eighty-seven  years  of  age  and  received 
his  medical  degree  from  the  University  of 
Maryland  in  1911.  Dr.  Diehl  had  been  a mem- 
ber of  The  Medical  Society  of  Virginia  for 
fifty-two  years. 

Dr.  Thomas  Blackburn  Payne, 

Fredericksburg,  died  January  31.  He  was 
killed  in  a car-truck  accident.  Dr.  Payne  was 
sixty-four  years  of  age  and  received  his  medi- 
cal degree  from  the  Medical  College  of  Vir- 
ginia in  193 1.  He  was  associated  with  the  Pratt 
Clinic  in  Fredericksburg.  During  World  War 
II,  Dr.  Payne  served  with  the  University  of 
Virginia  Hospital  unit  in  North  Africa,  Italy 
and  Germany.  The  city  of  Augsburg,  Ger- 
many, was  surrendered  to  him  when  he  arrived 
with  the  first  Allied  units.  Dr.  Payne  had  been 
a member  of  The  Medical  Society  of  Virginia 
since  1934. 

His  wife  and  two  daughters  survive  him. 

Dr.  Frederick  Matthews  Jacobs 

Died  October  6,  1971,  after  a lingering  and 
painful  illness  which  he  bore  with  great  dignity, 
patience,  and  good  humor.  He  was  a native  of 
Roanoke,  where  he  attended  public  schools,  Roa- 
noke College  and,  in  1933,  got  his  M.D.  Degree 
from  the  University  of  Virginia.  He  was  a mem- 


ber of  Alpha  Omega  Alpha  and  Alpha  Kappa 
Kappa.  He  served  his  internship  in  surgery,  as- 
sistant residency  and  residency  in  urology,  all  at 
Long  Island  College  Hospital,  and  residency  in 
surgery  at  Coney  Island  Hospital,  after  which 
he  spent  one  year  of  research  in  neurosurgery 
with  Dr.  Jefferson  Browder  at  the  Coney  Island 
Hospital.  Following  this,  he  practiced  urology 
in  Houston,  Texas,  and  Roanoke.  He  entered 
the  United  States  Army  in  1940. 

During  World  War  II  he  commanded  station 
hospitals  in  the  Netherlands,  East  Indies  and  the 
131st  General  Hospital  in  the  Philippines,  attain- 
ing the  rank  of  Lt.  Colonel  and  receiving  the 
Bronze  Star.  After  World  War  II  he  served  as 
Chief  of  Urology  at  the  Veterans  Administration 
Medical  Teaching  Group,  Memphis,  Tennessee. 

He  returned  to  active  duty  during  the  Korean 
War.  From  1953  to  1955  he  practiced  in  Mem- 
phis. In  1955  he  returned  to  Roanoke  where  he 
practiced  urology  until  his  illness  incapacitated 
him. 

Dr.  Jacobs  was  a Diplomate  of  the  American 
Board  of  Urology  and  Fellow  of  the  American 
College  of  Surgeons,  the  International  College 
of  Surgeons,  Member  of  the  American  Medical 
Association,  Southern  Medical  Association,  Mid- 
dle Atlantic  Section  American  Urological  Asso- 
ciation, American  Urological  Association,  The 
Medical  Society  of  Virginia,  the  South  West 
Medical  Society  and  the  Roanoke  Academy  of 
Medicine.  He  was  the  author  of  13  papers  on 
various  aspects  of  urologic  surgery. 

He  was  past  Virginia  Commander  and  past 
Roanoke  Commander  of  the  Military  Order  of 
the  World  Wars  and  a member  of  the  Kiwanis 
Club  of  Roanoke  Valley. 

Dr.  Jacobs  had  many  hobbies,  one  of  which 
was  theoretical  math.  He  took  night  classes  in 
this  at  the  Massachusetts  Institute  of  Technology 
while  stationed  at  Murphy  General  Hospital. 

He  was  an  avid  vegetable  gardener;  worked  in 
the  Police  Athletic  League  with  underprivileged 
boys;  and  was  intensely  interested  in  ecology  and 
the  preservation  of  wildlife.  Athletics,  intercol- 
legiate and  professional,  absorbed  his  attention. 
He  was  a lover  of  music:  opera,  symphonic,  clas- 
sical and  modern.  His  knowledge  of  classical 
literature  was  enormous.  He  was  a devoutly  reli- 
gious Roman  Catholic. 

Despite  his  many  and  varied  interests  his  main 
concern  was  always  the  safety  and  welfare  of 
his  patient ...  he  seldom  left  town  for  more  than 
a short  weekend  because  of  this  burning  desire  to 
serve  his  patients. 

Dr.  Jacobs  was  a brilliant  diagnostician  and 
operator.  He  maintained  a tremendous  surgical 
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schedule.  His  kindness,  concern,  dedication,  mod- 
esty, and  cheerful  attitude  were  a constant  in- 
spiration to  his  patients  and  colleagues  who  dearly 
loved  him. 

He  is  survived  by  his  wife,  his  mother,  one  sis- 
ter and  five  brothers. 

Now,  therefore  be  it  resolved  that  this  me- 
morial testimony  of  deep  regret  at  the  loss  of  our 
much-loved  and  highly-esteemed  colleague  be 
written  in  the  minutes  of  the  Roanoke  Academy 
of  Medicine,  The  Medical  Society  of  Virginia 
and  that  a copy  be  sent  to  his  family. 

Charles  A.  Young,  Jr.,  M.D. 

Alexander  McCausland,  M.D. 

Richard  H.  Lowe,  Jr.,  M.D. 

Dr.  Russell  Samuel  Leone, 

Arlington,  died  December  31  of  a heart  at- 
tack. He  was  sixty-seven  years  of  age  and 
graduated  from  the  University  of  Buffalo 
Medical  School  in  1929.  Dr.  Leone  served 
with  the  U.  S.  Army  and  Air  Force  for  thirty- 
one  years,  retiring  in  1960  with  the  rank  of 
Colonel.  Following  his  retirement  he  became 
associated  with  the  Fairfax  Hospital  as  director 
of  its  emergency  service,  retiring  from  that 
position  in  1971.  Dr.  Leone  was  a member 
of  the  Air  Force  Physical  Disability  Appeal 
Board  from  1950  to  1955,  then  served  as  chief 
of  the  physical  standards  division  in  the  office 
of  the  Air  Force  Surgeon  General  until  his  re- 
tirement. He  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1962. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Robert  Long  Gleason, 

Died  in  Roanoke  on  the  eleventh  of  November, 
1972,  as  a result  of  a ruptured  cerebral  aneurysm, 
which  occurred  suddenly  one  week  earlier.  He 
was  just  sixty  years  old. 

Bob  came  to  Roanoke  in  November,  1967,  as 
a specialist  in  the  field  of  anesthesiology  and  he 
served  on  the  Medical  Staffs  of  all  the  local  hos- 
pitals. Dr.  Gleason  was  a member  in  good  stand- 


ing of  the  Roanoke  Academy  of  Medicine,  The 
Medical  Society  of  Virginia,  the  American  Med- 
ical Association,  the  Virginia  Society  of  Anes- 
thesiology and  the  American  Society  of  Anesthe- 
siology. He  had  been  board  certified  in  specialty 
since  1946. 

Dr.  Gleason,  a native  of  Pennsylvania,  was 
born  in  Scranton,  on  July  25,  1912.  His  medical 
caree  of  some  thirty-four  years  saw  him  serve 
in  many  places  distant  from  the  state  of  his  birth. 
He  attended  Louisiana  State  University  and  grad- 
uated from  Tulane  University  School  of  Medi- 
cine in  1938.  He  served  his  internship  at  Toronto 
Western  Hospital,  Toronto,  Canada,  the  follow- 
ing year.  His  residency  in  anesthesiology  was 
undertaken  at  Belleview  Hospital  in  New  York, 
continued  at  Deaconess  Hospital  in  Detroit  and 
was  completed  at  Polyclinic  and  Lincoln  Hos- 
pitals in  New  York  City  in  1941. 

He  served  in  the  LTnited  States  Medical  Corps 
from  1941  to  1946.  Dr.  Gleason  was  the  first 
American  Anesthesiologist  in  the  European  The- 
ater during  World  War  II.  He  served  as  Chief 
of  Service  in  four  different  army  hospitals  while 
overseas. 

Following  the  war,  Dr.  Gleason  took  an  ap- 
pointment with  the  Veterans  Hospital  in  New 
Orleans  and  was  responsible  for  establishing  a 
teaching  program  in  anesthesiology  in  that  hos- 
pital. After  a brief  tour  as  Chief  of  Service  of  the 
Veterans  Hospital  in  Oklahoma  City,  Dr.  Glea- 
son entered  the  private  practice  of  anesthesiol- 
ogy in  Amarillo,  Texas,  and  remained  there  seven 
years.  Then  in  1956,  he  moved  his  practice  to 
Genesee  Hospital  in  Rochester,  New  York,  and 
later  to  Clifton  Springs  Hospital  in  the  same  State. 
Dr.  Gleason  moved  to  Virginia  in  1965  and  after 
two  years  in  Newport  News,  he  came  to  Roa- 
noke. 

Dr.  Margaret  Gleason,  a son,  a daughter,  two 
sisters,  and  a brother  survive  Dr.  Robert  Gleason. 

His  personality  was  unique.  His  humor  dry 
and  candid.  He  did  not  stint  in  giving  of  his 
talents  or  his  time  to  help  his  fellowman.  Bob 
was  a man  of  high  principle.  He  is  sorely  missed 
by  those  among  us  who  shared  life  with  him  day 
by  day. 

Joseph  E.  Anderson,  M.D. 

George  H.  Cudworth,  M.D. 

Richard  H.  Lowe,  Jr.,  M.D. 
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Guest  Editorial 


Priorities,  Past  and  Present 


FOR  A LONG  TIME,  I have  wanted  to  put  my  thoughts  on  paper,  but 
there  always  were  more  pressing  problems  which  played  havoc  with 
such  an  undertaking. 

Formerly,  the  doctor  was  first  and  foremost  a humanist.  Reading  the  med- 
ical work  of  that  time,  we  cannot  fail  to  notice  that,  although  scientific  facts 
may  not  have  been  accurate,  the  image  came  across  that  those  men  were 
well-versed  not  only  in  medicine,  but  in  philosophy,  theology,  art,  literature, 
etc.  Most  of  all,  one  was  aware  of  their  compassion.  Nowadays,  with 
rare  exception— Doctors  Mark  Ibanez,  William  Osier,  Irvine  H.  Page,  G. 
Maranon— the  humanistic  aspect  has  disappeared.  When  you  are  in  a gather- 
ing of  doctors,  you  realize  that  they  are  quite  competent  in  their  profession, 
they  excel  in  scientific  knowledge,  they  are  up-to-date  with  the  most  minimal 
details  of  what  is  happening  in  their  fields  of  endeavor,  but  if  you  try  to 
bring  the  conversation  around  to  some  other  topic,  it  is  immediately  and 
painfully  apparent  that  those  men  lack  the  well-rounded  knowledge  to  keep 
a conversation  interesting. 

Ortega  Y Gasset,  the  Spanish  philosopher,  said  “the  man  is  the  result  of 
himself  and  his  circumstance,”  and  I ask,  what  is  happening  to  our  circum- 
stance? Where  did  we  go  wrong?  Have  we  tried  to  emphasize,  early  in 
our  system  of  education,  the  scientific  part  of  it  to  the  detriment  of  the 
humanities?  Have  we  forgotten  that  you  can  be  an  excellent  technician,  that 
you  can  have  all  the  scientific  knowhow,  and  still  be  a very  poor  doctor?  I, 
personally,  believe  so,  and  perhaps  it  is  past  time  that  we  take  a good  look 
at  ourselves  and  try  to  reassess  our  sense  of  values  and  priorities. 

All  of  us  have  endured  innumerable  informative  talks,  full  of  facts,  but 
with  little  human  flavor.  The  art  of  talking,  and  talking  is  an  art,  is  getting 
lost.  Have  you  noticed  the  so-called  New  Generation  talking  mostly  in 
monosyllables?  We  are  moving  so  fast  that  there  is  not  time  any  more  to  sit 


around  a table  with  friends,  drinking  a cup  of  coffee  and  talking.  Nowadays, 
everything  moves  fast.  You  go  to  cocktails,  where  everybody  stands,  when 
the  noise  is  so  great  that  you  can  barely  hear  your  neighbor,  where  everybody 
moves  in  and  out  of  the  different  groups  without  attempting  to  establish  a 
good  conversation,  just  talking  banalities.  No  more  sitting  around  the  table, 
after  dinner,  to  convene  and  discuss  the  family  events  and  adventures;  every- 
body is  in  a hurry  to  rush  in  front  of  the  television  set  to  watch  the  latest 
programs. 

Do  not  get  me  wrong;  I enjoy  all  the  comforts  that  modern  civilization 
has  given  us,  but  could  we  not  have  also  some  time  to  educate  ourselves  and 
our  children  on  those  things  that  ultimately  make  for  a full  life?  Sometimes 
I wonder  if  the  lack  of  communication— the  generation  gap— is  not  due  to  the 
fact  that  we  have  overemphasized  the  materialistic  approach  toward  life,  dis- 
regarding the  humanitarian  side. 

Anthony  J.  Munoz,  M.D. 


South  Main  Street 
Farmville , Virginia  23901 
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Medicine  Knows  No  Boundaries 


THERE  ARE  TWO  REASONS  why  I am 
especially  happy  to  be  with  you  tonight. 
First,  it  is  always  a pleasure  to  be  with 
colleagues.  And  secondly,  I feel  more  at  home 
in  a Southern  state. 

I can  claim  to  be  a Southerner  you  see.  I 
can  do  this  because  West  Virginia  is  the  most 
eastern  of  the  western  states,  the  most  western 
of  the  eastern  states,  the  most  northern  of  the 
southern  states,  and  last,  but  not  least,  the  most 
southern  of  the  northern  states. 

Virginia,  of  course,  is  just  about  as  Southern 
as  a state  can  get.  And  I am  glad  of  that  be- 
cause before  I finish  my  address,  I may  need 
some  of  your  most  famous  natural  resource, 
Southern  hospitality.  I will  have  to  rely  on 
that  hospitality  because  not  everyone  here  is 
going  to  agree  with  what  I say.  If  I did  please 
everyone  in  this  audience,  it  would  probably 
be  a pretty  poor  talk,  a useless  exercise  in 
Apple  Pie  and  Motherhood.  And  even  if  less 
than  half  of  you  agree  with  me,  I hope  to 
at  least  give  each  of  you  some  new  ideas,  some 
new  perspectives,  to  think  about. 

I would  like  to  discuss  two  major  health  care 
problems,  the  shortage  and  maldistribution  of 
physicians,  and  how  to  provide  minimum  levels 
of  care,  including  protection  against  catas- 
trophic illness,  to  a maximum  number  of  peo- 
ple at  reasonable  cost. 

I am  going  to  try  and  give  you  a different 
look  at  these  problems  by  sharing  with  you 
some  new  concepts  that  I brrought  back  from 
my  recent  trip  to  Europe.  As  many  of  you 
know,  I returned  early  last  month  from  a five- 
week  trip  to  study  health  care  systems  in  Eng- 
land, Sweden,  West  Germany  and  the  Soviet 
Union.  Let  me  hasten  to  add  that  five  weeks 

Hoffman,  Charles  A.,  M.D.,  President , Amer- 
ican Medical  Association. 

Presented  to  the  Richmond  Academy  of  Med- 
icine, September  12,  1972. 


CHARLES  A.  HOFFMAN,  M.D. 
Huntington,  West  Virginia 

is  not  enough  to  make  me  an  expert  on  any 
health  care  system,  much  less  four  of  them. 
Since  I am  not  running  for  any  political  of- 
fice, I will  not  glorify  my  trip  by  calling  it  a 
“fact-finding”  mission. 

And,  unlike  some  prominent  Americans  fre- 
quently in  the  news,  I do  not  believe  it  is  pos- 
sible to  compare  health  care  systems  on  a 
country-to-country  basis. 

In  addition  to  obvious  differences  in  geogra- 
phy and  population  makeup,  there  are  usually 
significant  differences  in  social  and  political 
philosophies  which  make  simple  comparisons 
impossible. 

Still,  by  keeping  an  open  mind  and  not  fall- 
ing into  the  trap  of  looking  only  for  what 
is  wrong  with  another  country’s  system  to 
prove  what  is  right  with  ours,  and  by  talking 
to  people  from  all  walks  of  life,  you  can  gain 
some  extremely  valuable  new  insights. 

Some  of  the  things  I learned  will  surprise 
a lot  of  Americans,  including  physicians.  Con- 
trary to  what  I had  been  led  to  believe,  for 
instance,  most  of  the  people  I talked  to  were 
pretty  well  satisfied  with  the  health  care  they 
received.  And  that  included  people  in  Sweden 
and  England  where  socialization  of  health  care 
is  virtually  total. 

I was  also  struck  by  the  similarity  of  health 
care  problems,  no  matter  what  country  you 
are  in.  For  instance,  what  about  the  problems 
I mentioned  earlier.  The  shortage  and  mal- 
distribution of  physicians  is  a common  prob- 
lem, although  I personally  believe  that  maldis- 
tribution is  the  biggest  part  of  the  problem  by 
far.  Still,  specialization  has  produced  a short- 
age of  family  physicians  in  every  country  I 
visited.  But  the  rural  health  care  problem 
caused  by  maldistribution  is  even  more  strik- 
ing. 

Sweden,  for  instance,  built  a network  of 
modern,  well-equipped,  medical  clinics 
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throughout  the  country.  But  I saw  clinics 
meant  to  house  five  or  more  physicians  staffed 
by  only  one  or  two.  And  Sweden  is  roughly 
the  size  of  California  with  a population  equiva- 
lent to  the  New  York  City  metropolitan  area. 
This  proves  that  solving  rural  health  care 
problems  is  not  easy  no  matter  what  the  sys- 
tem. 

England  too  has  problems  providing  care 
to  outlying  areas.  It  is  interesting  to  note  that 
they  are  experimenting  with  our  group  prac- 
tice models  as  one  possible  method  of  coping 
with  the  problem. 

Even  Russia  has  a problem  trying  to  care 
for  patients  outside  metropolitan  areas.  It  is 
true  that  they  have  a vast  land  area,  much 
larger  than  our  own,  but  then  the  government 
has  unlimited  powers  to  plan  and  implement 
solutions.  And  I do  mean  unlimited.  One 
Russian  health  official  outlined  the  govern- 
ment’s medical  philosophy.  Asked  what  would 
happen  if  there  were  too  many  obstetricians  in 
Russia,  he  told  me,  “We  would  simply  stop 
producing  obstetricians.” 

To  try  and  ease  the  rural  health  problem, 
the  Soviets  dictate  the  area  where  each  new 
physician  will  practice  for  the  first  three  years. 
But  very  few  of  these  physicians  stay  put  after 
the  three  years  are  over. 

So  the  Russians  are  attempting  to  solve  the 
problem  with  suspiciously  capitalistic  tempta- 
tions such  as  higher  salaries,  new  medical  fa- 
cilities and  equipment,  finding  jobs  for  spouses, 
and  offering  post-graduate  medical  education 
opportunities. 

As  for  making  minimum  levels  of  care  avail- 
able to  more  citizens  and  providing  protection 
against  the  high  cost  of  catastrophic  illness, 
the  nationalized  systems  in  Europe  generally 
do  a better  job  than  we  do. 

Ease  of  access  to  the  health  care  system, 
complete  coverage  for  both  out-patient  and 
in-patient  care,  freedom  from  worry  over  the 
costs  of  catastrophic  illness,  all  of  these  are 
characteristic  of  the  European  systems.  For 
these  reasons,  most  people  in  the  countries  I 
visited  are  not  about  to  seek  wholesale  changes 
in  their  systems.  And  conversely,  the  chief 


European  criticism  of  our  own  system  is  that 
it  lacks  these  qualities. 

The  question  is  how  do  the  Europeans  do 
it?  There  is  one  way,  and  only  one  way, 
to  provide  everyone  with  a minimum  level  of 
complete  health  care  coverage. 

This  broad  financial  support  is  needed  be- 
cause modern  health  care,  as  you  people  well 
know,  is  expensive.  But  the  politician’s  glib 
promise  that  government  control  of  both  fi- 
nancing and  administration  of  health  care  will 
provide  more  and  better  quality  care  at  less 
cost  is  a fairy  tale. 

Present  government  appropriations  have  a 
nasty  habit  of  failing  to  live  up  to  past  prom- 
ises. To  prove  it,  I will  draw  some  parallels 
between  the  British  and  West  German  health 
care  systems. 

In  England  the  government  exercises  com- 
plete control  over  financing  and  administra- 
tion of  the  health  care  system.  Patients  have 
no  choice  of  physicians  in  hospitals  and  phy- 
sicians are  employed  by  the  government. 

Private  control  of  the  English  health  care 
program  is  small  and  costs  are  paid  mainly 
through  taxes  levied  by  the  government. 

In  West  Germany,  patients  and  physicians, 
acting  through  their  own  legally  established 
organizations,  mutually  detemine  levels  of  care 
and  fees  to  pay  for  that  care.  Both  patient  and 
physician  also  retain  traditional  freedoms. 

The  government  acts  largely  as  a referee 
helping  to  set  minimum  levels  of  care  and  max- 
imum cost  levels.  But  considerable  room  is 
left  for  negotiations  at  the  private  level. 

Funding  for  the  West  German  system 
comes  from  mandatory  deductions  from  the 
paychecks  of  most  workers.  This  deduction 
is  currently  about  5.5  percent  and  is  matched 
by  employers.  It  follows  that  those  earning 
lower  salaries  pay  correspondingly  less. 

Now  what  about  the  respective  perform- 
ances of  these  two  systems?  Which  works 
best,  a system  with  minimum  or  maximum 
government  control? 

A statement  on  the  English  system  made 
last  month  in  U.S.  News  and  World  Report 
supports  misgivings  that  we  ourselves  have 
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often  expressed.  “Think  twice  before  adopt- 
ing a medical  system  that  is  operated  almost 
exclusively  by  the  central  government  and  is 
financed  almost  entirely  out  of  general  tax 
revenues.” 

While  patients  and  physicians  are  satisfied 
with  the  major  advantages  of  the  system, 
guaranteed  care  for  every  citizen  in  the  event 
of  serious  illness  and  protection  against  cat- 
astrophic costs,  the  system  does  have  major 
drawbacks. 

Since  health  care  has  to  compete  for  fi- 
nancing with  other  government  programs, 
the  health  care  system  is  plagued  by  a chronic 
shortage  of  funds  due  to  inadequate  appropria- 
tions. This,  of  course,  directly  affects  quality 
of  care  provided. 

Poor  opportunities  for  professional  career 
advancement  and  substandard  pay  scales  have 
caused  a a substantial  number  of  physicians  to 
leave  England  for  other  countries.  Foreign 
physicians  account  for  50  percent  of  the  med- 
ical staffs  in  British  hospitals,  for  instance. 

Family  physicians,  who  receive  only  a small 
annual  capitation  fee  for  each  patient  in  their 
practice,  say  the  system  tends  to  encourage 
referral  of  any  serious  cases  to  the  hospital  and 
erodes  the  incentive  to  provide  the  best  pos- 
sible care  to  each  patient. 

Patients  requiring  elective  care  face  months 
—and  sometimes  years— of  waiting  in  England. 
The  delay  for  a tonsillectomy  may  be  up  to 
four  months  and  the  wait  for  treatment  of 
hernia  or  varicose  veins  may  be  two  years. 

Those  are  some  of  the  drawbacks  of  the 
English  system.  Now  what  about  West  Ger- 
many? As  you  might  expect,  both  patients 
and  physicians  are  generally  satisfied  with  the 
complete  coverage  provided.  But  as  a rule 
West  German  patients  and  physicians  are 
even  more  satisfied  with  the  system  as  a whole 
since  they  maintain  much  of  their  freedom 
of  choice. 

More  funds  are  available  to  maintain  the 
quality  of  care  provided  in  the  system  since 
this  is  determined  by  actual  need  rather  than 
government  fiscal  priorities.  And  most  pa- 
tients do  not  have  to  wait  as  long  for  elective 


care  in  West  Germany  as  they  would  have 
to  in  England. 

But  the  West  German  system  too  has  its 
problems. 

The  office-based  or  private,  physician  can- 
not treat  a patient  in  the  hospital.  This  inter- 
rupts the  continuum  of  care,  tends  to  encour- 
age needless  duplication  of  tests,  and  deprives 
office-based  physicians  of  learning  new  med- 
ical techniques  practiced  in  teaching  hospitals. 
And  hospital-based  physicians,  with  the  ex- 
ception of  heads  of  departments,  are  more  lim- 
ited than  office-based  physicians  in  terms  of 
financial  opportunities.  Since  they  might  wait 
years  for  a departmental  appointment,  there  is 
a constant  turnover  in  hospital  staffing. 

The  system  also  does  not  provide  adequate 
financing  for  hospitals,  mainly  because  of  a 
hangover  from  a post  World  War  Two  price 
freeze.  To  recover  costs,  hospitals  keep  pa- 
tients well  into  the  recuperative  period,  after 
expensive  tests  and  procedures  have  been 
completed.  The  average  length  of  stay  for  a 
West  German  patient  is  19  days,  more  than 
twice  as  much  as  the  nine-day  average  in  the 
United  States. 

But  in  spite  of  its  flaws,  the  West  Germans 
believe  they  have  one  of  the  most  effective 
systems  anywhere.  Founded  in  the  1880’s,  it 
has  survived  the  two  great  world  wars  and 
four  complete  changes  of  government,  includ- 
ing a monarchy  and  a dictatorship,  as  well. 

But  what  can  we  learn  from  the  European 
systems?  What  general  conclusions  can  we 
draw  that  can  help  us  solve  our  own  problems? 

I would  like  to  briefly  re-examine  our  rural 
health  care  problems.  We  are  all  familiar  with 
various  efforts  which  have  been  made  to  try 
and  solve  this  problem. 

Your  own  efforts  in  this  regard  reflect  the 
situation  elsewhere.  I note  that  Dr.  Warren 
Pearse,  dean  at  the  Medical  College  of  Vir- 
ginia, in  a recent  Times-Dispatch  interview, 
summed  up  what  is  being  done  in  Virginia. 

You  can  look  forward  to  more  family  prac- 
titioners, the  number  of  specialists  settling  in 
your  outlying  medical  centers  is  increasing, 
and  you  have  a positive  balance  of  house  of- 
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ficers  with  more  interns  and  residents  coming 
into  your  State  than  graduate  here. 

Some  of  our  other  proposals  to  ease  the 
rural  health  care  problems  have  not  been  suc- 
cessful, however.  Most  of  you  will  agree  that 
the  system  of  making  loans  to  medical  students 
who  agree  to  serve  in  deprived  areas  after 
training  has  been  a comparative  flop. 

But  what  if  we  adopted  a slight  variation 
of  the  Russian  system?  What  if  we  took  a 
number  of  less  affluent  but  fully  qualified  stu- 
dents and  had  the  government  finance  their 
medical  educations  from  start  to  finish? 

In  return  they  would  sign  an  ironclad  con- 
tract to  practice  their  first  two  or  three  years 
in  specified  areas  of  priority  need  with  penal- 
ties for  breach  of  contract  clearly  spelled  out. 

I believe  that  such  a contract  would  stand 
a good  chance  of  being  honored.  I also  believe 
that  two  years  of  community  medicine  prior 
to  residency  would  teach  some  invaluable  les- 
sons to  the  new  physician,  including  the  fact 
that  non-urban  practice  also  offers  rewards  to 
the  physician. 

And  if  a government  loan  program  would 
not  work,  perhaps  we  should  consider  the 
establishment  of  a selective  public  service  sys- 
tem, a sort  of  “domestic  draft”. 

What  would  be  wrong  with  asking  every 
young  American,  including  physicians,  to  de- 
vote two  years  of  public  service  to  his  coun- 
try? The  period  could  be  served  after  high 
school,  after  college,  or  in  the  case  of  physi- 
cians, after  internship. 

Our  young  people  say  they  want  some- 
thing much  more  intangible  than  material  re- 
wards or  social  status.  They  want  to  benefit 
society  in  meaningful  ways,  to  improve  the 
quality  of  life.  These  are  admirable  goals. 
Why  not  give  the  younger  generation  a chance 
to  fulfill  them? 

But  meanwhile,  what  about  our  responsibil- 
ities, what  about  our  goals?  How  are  we  going 
to  help  resolve  the  two  biggest  problems  facing 
our  health  care  system?  First,  the  need  to 
provide  a minimum  level  of  quality  care  for 
every  American  and  secondly  a solid  floor  of 
financial  support  through  which  costs  can  be 
effectively  amortized. 


Both  of  these  problems  are  going  to  be 
solved  and  within  a very  few  years.  The  only 
question  which  remains  is  whether  it  will  be 
through  complete  government  control  and  fi- 
nancing, or  whether  these  responsibilities  will 
rest  largely  with  the  private  sector. 

As  you  well  know  the  answer  to  that  ques- 
tion will  determine  the  future  of  our  profes- 
sion. 

That  future  now  lies  in  Congress,  where 
various  proposals  to  solve  our  health  care 
problems,  proposals  such  as  our  own  Medi- 
credit,  are  currently  being  considered. 

Whether  those  scales  are  tipped  toward 
Medicredit  or  toward  wholesale  government 
control  of  health  care  such  as  that  found  in 
England  will  depend  mainly  on  our  own  in- 
fluence. And  that  influence  can  be  effectively 
asserted  only  by  a united  profession.  Our  fate 
lies  in  how  much  strength  and  support  each 
of  us  lends  to  our  federation  of  county  and 
state  medical  societies  and  the  AMA. 

I could  go  into  a long  list  of  benefits  to  our 
profession  made  possible  by  this  federation, 
professional  standards  of  education  and  train- 
ing that  are  envied  worldwide,  and  many  other 
benefits  as  well. 

I could  also  tell  you  about  some  direct  bene- 
fits that  each  of  you  enjoy  through  federation 
membership,  benefits  such  as  free  access  to 
scientific  materials  and  group  rates  for  life 
and  health  insurance. 

But  the  truth  is  that  your  dues  will  not  buy 
an  equal  return  in  goods  and  services.  Your 
money  and  your  time  bring  you  much  more 
than  that.  They  provide  you  with  the  op- 
portunity to  participate  at  the  local,  state  and 
national  levels  in  the  never-ending  crusade  to 
maintain  and  improve  the  standards  of  our 
profession,  so  that  in  the  end  the  patient 
benefits. 

There  is  no  room  in  this  crusade  for  the 
physician  who  buries  himself  in  his  practice 
and  says:  “ This  is  medicine.” 

In  more  ways  than  one— good  medicine 
knows  no  boundaries. 


Box  2501 

Huntington , West  Virginia  25125 


326 


Virginia  Medical  Monthly 


Accelerated  Medical  Education 

Some  Popular  Attitudes 


For  most  of  the  general  public, 
the  practicing  doctor  ranks  high- 
est in  any  professional  hierarchy. 
Much  of  this  status  comes  from 
his  extensive  education.  Any  re- 
vision of  that  educational  system 
should  therefore  be  understood 
by  the  public  so  as  to  ensure  its 
continued  support.  Any  educa- 
tional revisions  should  strive  to 
bring  more  new  physicians  into 
primary  care,  since  it  is  here  that 
the  current  shortage  of  doctors  is 
most  noticeable. 

THROUGH  THE  PAGES  of  Time,  News- 
week, and  similar  magazines,  in  newspaper 
articles,  and  from  television  documentaries,  the 
American  public  has  been  made  vaguely  aware 
of  some  of  the  nationwide  health-care  prob- 
lems facing  America.  The  Senate  talks  on 
national  health  insurance,  the  rhetoric  of  the 
current  Presidential  contenders,  or  maybe  just 
receiving  a hospital  bill— at  least  on  a very  pop- 
ular and  surface  level— things  begin  to  take  on 
a form:  everything  is  not  well  with  American 
medicine. 

One  hears  that  the  United  States  is  facing 
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a severe  shortage  of  doctors.  Among  indus- 
trialized Western  nations,  America  is  not  edu- 
cating its  share  of  new  doctors  to  handle  its 
rising  population.  Further,  one  hears  that,  if 
anything,  the  doctor  shortage  will  get  progres- 
sively greater.  A specific  example  will  il- 
lustrate this  fact:  in  several  American  cities 
the  need  for  doctors  is  so  great  that  when 
newcomers  move  to  these  cities  they  cannot 
get  a family  physician.  Instead  they  take  their 
chances  from  a pool  of  doctors.  For  a con- 
tinuing illness,  one  might  well  see  two  or  three 
doctors  during  its  course.  Fortunately,  that 
problem  tends  to  get  alleviated  as  quickly  as 
possible,  but  many  smaller  towns  still  face  it, 
and  certainly  the  memory  of  a doctor  short- 
age rankles  for  many. 

Another  common  complaint  involves  how 
impersonal  the  medical  “system”  has  become. 
One  can  no  longer  talk,  no  longer  be  reas- 
sured, with  his  doctor.  Instead,  it  is  all  rush, 
rush,  rush.  The  physician  sees  the  patient 
for  a few  brief  moments  (after  that  patient 
has  idled  away  hours  in  a waiting  room)  and 
then  refers  him  to  someone  on  the  other  side 
of  town.  Thus  people  complain  that  they 
have  become  mere  numbers,  shuffled  from  of- 
fice to  office.  True  or  untrue,  that  is  the 
feeling. 

Finally,  the  skyrocketing  costs  of  first-rate 
(and  even  second-rate)  medical  care  usually 
get  focused  on  the  doctor,  at  least  in  the  pub- 
lic’s eye.  Few  persons  stop  to  think  that  nurses, 
medicines,  the  new  mechanical  devices  used 
in  medicine,  the  entire  hospital  or  clinical 
staff,  even  receptionists,  cost  more  today.  In- 
stead, the  public  sees  the  doctor  getting  rich, 
cruising  about  in  his  Cadillac— and  at  the  help- 
less sick  person’s  expense.  This  may  be  a case 
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of  mass  tunnel  vision,  but  that  is  how  much 
of  the  lay  public  sees  it. 

And  so,  at  cocktail  parties,  coffeebreaks, 
over  lunch,  people  begin  to  talk  of  expanding 
medical  schools,  training  paramedics,  import- 
ing doctors,  and  such.  Very  few  non-medical 
people  talk,  as  yet,  of  accelerated  curriculum 
programs,  but  that  is  coming  too.  But,  be  it 
in  Time , the  New  York  Times , T.V.,  or  on 
the  campaign  trail,  what  is  being  talked  about 
is  expanded  health  care.  And,  ultimately,  health 
care  means  physicians. 

There  seem  to  exist  several  basic  ideas  about 
ways  to  enlarge  health  care  and  to  employ 
the  individual  physician  more  effectively.  First, 
increase  the  doctor’s  own  efficiency  by  any 
means  possible:  more  patients  per  hour,  long- 
er office  hours,  increased  use  of  medical  aides 
of  one  type  or  another,  and  so  on.  Second, 
increase  the  number  of  doctors,  either  by 
graduating  more,  or  by  retaining  more  in  ac- 
tive practice.  Third,  and  this  last,  it  would 
appear,  deals  most  directly  with  the  subject 
of  the  accelerated  curriculum— although  some- 
what inaccurately— increase  the  number  of 
years  of  productive  service  from  each  doctor. 
This  last  is  accomplished  by  graduating  him 
earlier  and  then  keeping  him  active  longer. 

The  first  two— working  the  doctor  harder, 
or  simply  multiplying  him  in  some  way— 
would  seem  to  have  all  kinds  of  drawbacks. 
But  the  third— bringing  the  doctor  into  active 
practice  sooner— would  seem  to  hold  a great 
deal  of  promise.  However,  since  it  now  costs 
somewhere  between  $18,000  to  $25,000  per 
year  to  educate  a physician,  the  medical  school 
and  its  supporting  public  want  and  deserve 
their  money’s  worth.  So  any  changes  in  the 
actual  curriculum  need  justification.  To  say, 
simply,  for  “economy”  or  even  for  “educa- 
tional experimentation”  obviously  is  not 
enough.  The  public  demands  more  specifics. 

Therefore,  the  most  obvious  question  that 
comes  to  mind  when  discussing  any  acceler- 
ated program  is:  What  is  the  program  trying 
to  do?  Is  it,  first,  trying  to  turn  out  more 
doctors  and  at  a faster  rate  and  is  it  necessarily 
turning  out  a better  doctor  if  he  moves  along 


faster?  Is  the  program  attracting  better  stu- 
dents (and  therefore  better  future  doctors) 
through  its  accelerated  features?  And,  spe- 
cifically, what  kind  of  doctors  will  accelerated 
programs  encourage?  What  kinds  of  medi- 
cine, what  specialties,  will  they  enter? 

With  the  exception  of  this  last  question— 
what  kind  of  doctor?— these  questions  of 
course  come  ready-equipped  with  glib  “yes” 
answers  to  each.  Yes,  the  program  will  turn 
out  more  doctors;  yes,  the  program  will  turn 
out  better  doctors;  yes,  the  program  will  at- 
tract better  students.  But  most  persons  realize 
that  neither  “yes”  nor  an  equally  glib  “no” 
will  suffice  as  answers. 

Another  factor  that  needs  consideration 
when  discussing  medical  education  is  the  total 
medical  school  itself.  How  much  are  its  pol- 
icies dictated  from  within  and  how  much  from 
without?  Perhaps  that  stands  as  an  unanswer- 
able question.  But  medical  educators  should 
think  about  what  the  American  public  wants 
—or  think  it  wants— the  profession  to  produce. 
And  should  the  public  necessarily  have  a voice 
in  medical  education?  Such  questions  must 
ultimately  be  considered  by  physicians,  edu- 
cators, administrators,  and  students.  How  does 
each  group  see  its  role  in  an  era  of  changing 
curricula?  Is  each  an  agent  of  some  of  this 
change,  or  does  each  simply  move  with  these 
changes  as  they  come  along?  Since  no  one 
has  attempted  any  truly  systematic  analysis 
of  medical  education  in  the  United  States, 
these  questions  continue  to  go  begging.  Per- 
haps a clear  definition  of  roles  would  allow 
medical  education  to  be  more  receptive  to 
change. 

Because  of  this  lack  of  any  clear  definition 
of  roles,  the  American  public  persists  in  view- 
ing American  medicine  through  somewhat 
distorted  lenses.  For  the  average  American, 
the  doctor— be  he  general  practitioner,  sur- 
geon, gynecologist,  cardiologist,  or  whatever 
—occupies  the  most  prestigious  of  all  profes- 
sions. For  example,  the  doctor’s  nurse,  no  mat- 
ter how  highly  trained  or  qualified,  occupies 
a much  lower  rung  on  the  social  hierarchy. 
When  one  goes  into  his  doctor’s  office,  that 
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is  who  he  wants  to  see:  the  doctor.  Not  his 
receptionist,  not  his  nurse,  not  even,  perhaps, 
his  associates  if  he  works  with  other  doctors. 
Americans  are  rather  single-minded  about  this: 
no  one  else  will  do.  All  things  considered,  it  is 
rather  amazing  what  patients  will  do  to  make 
sure  that  the  doctor  is  in.  They  will  pretend 
to  be  lost,  to  be  sicker  than  they  are,  to  be 
looking  for  a friend,  etc.  And  yet  these  same 
persons  tend  to  go  to  the  physician  with  a 
sense  of  awe— this  learned  person  with  all  those 
diplomas  displayed  on  the  office  walls.  For 
many  Americans,  a doctor  could  probably 
still  wear  a long  robe  decorated  with  astro- 
logical symbols,  and  maybe  even  wear  a tall, 
pointed  hat.  Even  today,  for  the  lay  person, 
much  of  what  doctors  say  in  their  diagnoses 
sounds  like  mumbo-jumbo,  but  they  still  come 
to  them  humbly.  And  the  medical  profession, 
from  medical  school  to  hospitals,  from  the 
AMA  to  the  individual  doctor,  tends  to  en- 
courage this  idea  of  the  doctor  as  a man  apart, 
the  superior  man. 

And  yet,  with  all  the  earned  prestige  (and 
certainly  it  is  earned),  medical  educators  are 
encouraging  cutting  down  on  the  time  spent 
on  medical  training.  What  will  be  the  public’s 
reaction  to  such  a move?  Much  of  the  pro- 
fession’s prestige  comes  from  the  long  school- 
ing. True,  the  doctor’s  a healer,  but  his  skills 
are  learned,  not  God-given.  And  the  public 
does  know  this.  Although  the  public  would 
surely  welcome  additional  physicians,  it  does 
not  want  seemingly  mass-produced  ones. 

In  fact,  the  time  spent  in  geeting  the  M.D. 
justifies  to  the  public  the  great  amount  of 
money  needed  to  produce  this  doctor.  If  the 
medical  student  could  go  through  in  a year  or 
so  less,  would  the  public  still  be  so  willing  to 
spend  so  much  on  medical  education?  In 
America,  particularly  as  it  comes  into  the  age 
of  the  consumer,  people  are  being  reminded 
constantly  that  they  should  strive  to  get  their 
money’s  worth.  If  the  package  is  not  full, 
complain.  And  if  the  curriculum  gets  stream- 
lined—is  the  country  getting  its  full  doctor’s 
worth? 

So  it  seems  that  one  problem  that  accelerated 
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curriculum  programs— or  any  curricular  inno- 
vation for  that  matter— will  face  is  public  dis- 
approval. This  disapproval  might  take  the 
form  of  recalcitrant  legislatures  and  the  like. 
But  whatever  its  form,  the  profession  will  have 
to  make  very  clear  what  it  is  proposing  doing. 

In  fact,  perhaps  a semantic  problem  exists 
in  the  term,  “accelerated  curriculum”.  Ac- 
celerate means  “go  faster”— therefore,  that 
means  the  medical  student  will  simply  push 
through  his  work  faster,  correct?  But  if  he 
goes  through  faster,  he  must  be  cutting  a lot 
of  corners.  A “faster  curriculum”  just  has  to 
be  a diluted  curriculum.  In  education,  when- 
ever any  group  attempts  to  alter  a curriculum 
the  problem  of  how  to  articulate  the  changes 
always  arises.  As  an  example,  when  an  attempt 
was  made  to  initiate  American  Studies  at 
Lynchburg  College,  the  first  proposal  called 
for  an  “American  Studies  Department”.  Im- 
mediately, many  people  felt  threatened.  A 
department  would  have  to  draw  its  majors 
from  somewhere;  presumably  it  would  drain 
the  other  departments.  And  so  the  proposal 
was  defeated.  Round  Two:  why  not  an 
American  Studies  Program?  With  hardly  a 
word  of  dissent,  the  proposal  breezed  through. 
A program  could  not  possibly  threaten  a de- 
partment. Academically  speaking,  the  same 
courses  and  requirements  were  proposed,  just 
as  before— with  the  change  of  only  one  word. 
And  so  it  is  with  the  “accelerated  curriculum”. 
Medical  educators  should  make  it  crystal  clear 
that  they  are  not  watering  down  the  curricu- 
lum. As  most  persons  who  have  experienced  it 
know,  all  forms  of  innovation  in  higher  edu- 
cation meet  initial  opposition.  The  old  saying, 
“but  it’s  always  been  done  this  way”,  is  a 
tough  nut  to  crack. 

But  what  if  the  accelerated  curriculum  idea 
became  widespread  and  publicly  acceptable? 
That  would  mean,  then— would  it  not?— that 
the  doctor  shortage  and  related  health-care 
problems  would  slowly  come  to  an  end.  A 
look  at  some  figures,  however,  disputes  this 
conclusion.  Roughly  speaking,  graduating 
medical  students  go  in  one  of  three  directions: 
about  50  percent  go  into  active  practice;  about 
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25  percent  go  into  research,  be  it  university, 
governmental,  pharmaceutical,  or  whatever; 
and  about  25  percent  go  into  administration, 
usually  hospital,  university,  or  government. 

So  another  problem  that  goes  beyond  merely 
accelerating  the  curriculum  is  getting  the 
newly-graduated  doctor  to  practice  what  he 
has  learned.  For  instance,  if  the  bulk  of  an 
accelerated  graduating  medical  class  goes  into 
research,  teaching,  administration,  or  govern- 
ment, has  this  class  justified  its  acceleration? 
Now  granted,  this  kind  of  class  has  a certain 
prestige— they  are  specialists,  they  have  by- 
passed the  “more  common”  area  of  general 
practice— but  the  public,  faced  with  a shortage 
of  adequate  health  care,  might  well  disagree. 

And  it  is  here  that  one  gets  into  the  area 
of  American  popular  culture,  specifically  pop- 
ular images  of  the  doctor.  These  images  may 
not  jibe  with  reality— they  seldom  do— but  for 
many,  an  image  is  more  real  than  the  facts. 
An  idea  of  that  image  might  be  the  classic 
Saturday  Evening  Post  covers  by  Norman 
Rockwell  (and  not  just  Rockwell;  literally 
hundreds  of  illustrators  have  worked  the  same 
ground).  Everyone  knows  the  picture  well: 
the  kindly  old  G.P.  sitting  at  the  child’s  bed- 
side; worried  parents  in  the  background.  He 
is  kindly  giving  out  sage  advice,  laying  on  of 
hands,  and,  miraculously,  curing.  And  this 
image,  unreal  the  first  time  it  appeared,  lives 
on.  One  need  only  watch  “Marcus  Welby” 
some  night  on  television. 

Despite  the  unreality  of  it  all,  the  public 
asks— perhaps  in  its  own  way  rightfully  so— 
what  ever  became  of  that  kindly  old  G.P.  who 
used  to  sit  at  my  bedside  whenever  I was  ill? 
And  it  is  here,  in  this  mixed  world  of  remem- 
bered fantasy  (he  was  not  there  every  time  a 
person  got  sick)  and  nostalgia,  that  the  various 
new  curriculum  programs  run  a risk.  If  a 
student  goes  through  too  quickly,  does  he 
have  time  (at  least  most  students)  to  reflect? 
Can  he  put  together  all  the  bits  and  pieces— 
can  he  attain  any  wisdom  about  the  nature 
of  his  profession? 

On  the  other  hand,  the  alternate  choices 
these  programs  present  have  certain  advan- 


tages. General  Practice,  or  perhaps  one  should 
say  primary  care,  should  hold  great  appeal 
to  the  graduating  medical  student,  especially 
with  the  business-oriented  background  and 
culture  of  the  United  States.  Yet,  apparently, 
it  does  not.  In  effect,  the  new  doctor  becomes 
his  own  boss,  running,  as  it  were,  his  own 
shop.  Yet  the  traditional  curriculum,  with  its 
great  stress  on  specialization,  deters  the  stu- 
dent. The  more  specialized  he  becomes,  the 
less  attractive  becomes  primary  care.  He  has 
become  a technician  with  skills  that  limit  Ins 
potential  clientele.  He  has  become  a carpenter 
who  can  build  only  a certain  style  of  house. 
And  just  as  a specialist  carpenter  will  go  with 
a large  contractor,  the  medical  specialist  may 
well  disappear  behind  the  walls  of  a large 
university  or  laboratory. 

That  need  not  be  the  case,  however.  Al- 
most every  program  of  acceleration  or  other 
curriculum  innovation  stresses  early  student 
involvement  with  real,  everyday  patients.  Not 
just  the  rarer  cases  that  the  big  medical-school- 
related  hospitals  see,  but  patients  suffering 
from  common  ailments.  This  has  been  accom- 
plished by  taking— in  most  cases— first  and 
second-year  students  into  the  smaller  hospitals 
and  clinics  that  usually  are  reasonably  close 
to  the  medical  school.  And  the  exposure  is 
invaluable.  If  nothing  else,  this  first-hand  ex- 
posure (so  different  from  academic  “demon- 
strations” by  the  faculty)  will  quickly  show 
the  newer  student  if  medicine  involves  what 
he  thought  it  involved.  And,  more  impor- 
tantly, if  it  is  the  field  for  him.  True,  there  is 
frequently  some  patient  resistance— who  wants 
a student  (of  all  things)  peering  down  his 
throat,  taking  his  temperature  or  pulse,  asking 
personal  questions?  But,  since  much  of  pri- 
mary-care medicine  involves  a fair  amount  of 
psychology  and  counseling,  the  sooner  the 
doctor-to-be  gets  started,  the  better.  Besides, 
once  he  gets  that  white  coat  on,  he  has  taken 
on  a certain  mantle  and  will  probably  encoun- 
ter few  real  problems. 

So  increased  patient  exposure  is  a curriculum 
change  that  may  lead  more  graduates  into 
primary  care.  True,  the  kindly  old  G.P.  is 
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gone— if  he  ever  existed.  But  the  primary-care 
physician,  he  is  the  man  of  the  future.  Hope- 
fully, greater  student  exposure  to  and  involve- 
ment with  patients  will  lead  an  increasing 
number  of  graduates  into  primary  care.  Like 
the  advertisement  says,  “Try  it,  you’ll  like 
it.” 

This  point  needs  a brief  expansion.  Medical 
students  and  medical  students  to-be  have  all 
expressed  certain  dissatisfactions  with  current 
medical-school  thinking.  All  want  increased 
patient  exposure,  and  all  want  increased  prac- 
tical (as  opposed  to  theoretical,  or  abstract) 
training.  They  apparently  see  their  schools  as 
too  much  devoted  to  training  technicians,  not 
doctors.  So  the  various  new  programs  being 
suggested  around  the  country  could  go  far 
in  meeting  student  goals,  as  well  as  producing 
a qualified  physician.  In  short,  primary  care, 
often  a goal  of  the  incoming  student,  is  made 
out  to  be  less  appealing  in  the  older  curricu- 
lum. And  so  the  new  students’  goals  go 
through  a gradual  shift,  usually  leading  toward 
specialization,  research,  and  such. 

And  that  opens  up  another  point:  who  will 
these  new  programs  appeal  to?  Hopefully,  the 
flexibility  that  most  newer  programs  emphasize 
will  attract  more  students  who  do  not  have 
precisely  a pre-med  academic  background  (the 
non-science  student,  for  instance).  These  new 
programs  should  allow  this  kind  of  student  to 
make  up  many  of  his  so-called  deficiencies— 
and  still  allow  him  to  graduate  in  a reasonable 
amount  of  time. 

For  example,  the  increased  time  allowed  for 
individualized  instruction  (as  opposed  to  lec- 
tures and  such)  can  be  utilized  for  remedial 
instruction,  not  just  for  those  lacking  cer- 
tain biology  or  chemistry  courses,  but  for  those 
who  came  from  disadvantaged  backgrounds. 
In  other  words,  allowing  a greater  number  of 
poor  and/or  deprived  students  to  enter  the 
once-closed  citadel  of  medicine.  Further,  cur- 
riculum acceleration  should  have  the  obvious 
effect  of  encouraging  more  efficient  learning. 
The  individual  can  learn  at  his  own  rate.  It 
is  the  donkey  and  the  carrot:  learn  quickly, 

finish  quickly.  The  decrease  in  formal  class 


hours  would  suggest  that  ultimately  the  med- 
ical schools  could  enroll  more  students— with 
no  increase  in  faculty  via  good  scheduling. 
And  more  students  means  more  doctors.  If 
a school  does  have  a faculty  shortage— or 
wants  to  increase  its  enrollment  along  with 
accelerating  its  curriculum— independent  study 
(perhaps  coupled  with  more  and  more  com- 
puter-assisted instruction  along  with  other 
technological  devices)  would  certainly  alle- 
viate most  faculty  shortages  as  well  as  taking 
up  any  seemingly  surplus  students. 

And  there  is  yet  another  advantage  to  this 
kind  of  innovation;  traditionally,  or  in  the 
past,  at  any  rate,  medical  schools  have  been 
guilty  of  what  could  be  called  “selective  re- 
cruitment”. They  admit  mainly  those  who 
share  a similar  outlook  on  the  profession,  with 
the  result  being  that  the  bulk  of  doctors  in 
this  country  have  shared  economic,  sociologi- 
cal, and  professional  points  of  view.  How 
much  criticism  has  been  leveled  at  the  AMA, 
characterizing  it  as  an  organization  of  such 
like-minded  people  that  it  could  never  change 
its  position  on  anything?  The  AMA’s  critics 
may  themselves  be  guilty  of  stereotyping,  but 
they  have  sensed  the  closed-corporation  aspect 
that  medicine  gives  to  people  outside  it.  As 
a profession,  most  doctors  have  gone  along 
with  the  status  quo:  opposition  to  national 
health  plans,  the  idea  that  medical  care  must 
be  sought,  that  it  is  a privilege,  not  an  abso- 
lute right.  But  many  of  these  ideas  are  being 
questioned  today.  And,  as  most  people  know, 
American  college  students  have  been  in  the 
vanguard  calling  for  social  change.  These  same 
students  go  on  to  medical  schools.  Should  they 
be  rejected  if  they  question  some  of  the  long- 
established  traditions  of  the  profession?  Again, 
students  and  students  to-be  have  noted  how 
structured  their  limited  medical-school  experi- 
ences were.  From  the  initial  interviews  on- 
ward, they  felt  they  were  expected  to  fit 
a certain  mold,  that  they  were  to  follow  the 
direction  the  school  mapped  out  for  them 
rather  than  following  what  they  wanted  to 
do.  Thus,  such  areas  as  public  health  and 
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primary  care  have  been  slighted  in  favor  of 
more  glamorous  specialties. 

And  now  that  the  public— including  govern- 
ment—is  becoming  aware  of  the  need  for  a 
broader-based  health-care  program,  it  would 
seem  that  certain  positions  must  change.  As 
an  aside,  one  thing  the  public  is  becoming 
increasingly  aware  of  is  the  so-called  para- 
medic. Usually,  one  cannot  get  two  people 
to  agree  on  just  what  a paramedic  is— or  is 
not.  But  one  is  dealing  with  images  again. 
Talk  goes  around  about  the  300,000  or  so 
military  medics  returning  to  civilian  life.  What 
a waste  of  talent!  Why,  they  can  do  just 
about  anything  a doctor  can.  Right?  And 
even  under  battlefield  conditions!  Once  again, 
TV,  one  of  the  public’s  main  sources  of  med- 
ical knowledge,  rushes  in  to  provide  the  defin- 
itive answers.  A new  show,  “The  Healers”, 
will  premiere  next  fall.  Concerned  with  a 
roving  group  of  veterans,  all  paramedics,  the 
pilot  show  chronicled  how  these  fellows  over- 
came a town’s  resistance  to  them.  “We  want 
real  doctors”,  the  townspeople  said.  And  so 
these  paramedics  had  to  prove  they  were  vir- 
tually the  equal  of  Marcus  Welby— which  of 
course  they  did.  The  image-makers  are  at 
work  again. 


In  fact,  Duke  University,  among  others* 
actually  has  a full-fledged  paramedic  program. 
It  has  so  far  graduated  twelve  persons  from 
it.  But,  despite  popular  culture,  the  paramedic 
remains  at  best  an  adjunct  to  the  physician— 
he  is  not  a replacement. 

It  seems,  however,  that  the  new  curriculum 
programs  may  seem  to  answer  the  need  for  a 
broader-based  health-care  system.  By  allow- 
ing the  new  medical  student  greater  freedom 
of  choice,  both  in  study  procedures  and  in 
career  goals,  perhaps  he  will  not  be  so  rigidly 
directed  into  the  old  patterns.  And  perhaps 
a more  diverse  group  of  students  will  be  at- 
tracted to  medicine.  Although  the  medical- 
school  environment  has  a profound  social- 
izing function  (as  does  any  kind  of  campus), 
at  least  the  accelerated  patterns  break  some 
of  the  old  lock-step. 

It  now  becomes  the  job  of  the  medical 
schools  to  sell  their  innovations,  to  attract  a 
diverse  student  body,  and  to  continue— in  the 
midst  of  their  own  innovations— to  turn  out 
top-flight  physicians. 


Lynchburg  College 
Lynchburg , Virginia  24504 


An  Appeal  for  Help 


Anyone  knowing  a physician,  a hospital, 
a medical  clinic,  or  other  institution  that  has 
successfully  treated  a patient  with  progres- 
sive bulbar  palsy,  please  write  essential  details 
to  Edward  J.  Stevens,  editor  of  the  HEW 
Newsletter,  Room  4233,  DHEW  North, 
Washington,  D.  C.  20201. 

Progressive  bulbar  palsy  is  a motor  neuron 
disease  of  unknown  etiology,  a form  of  amy- 


otrophic lateral  sclerosis.  The  biomedical 
scientists  at  NIH  diagnosed  Mr.  Stevens  con- 
dition in  September,  1970,  but  the  neurosur- 
geon in  charge  of  his  case  lost  interest  once 
the  diagnosis  was  made  and  he  has  no  guidance 
from  NIH. 

Time  is  running  out  since  death  usually 
occurs  within  three  or  four  years  after  the 
onset  of  symptoms. 
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Ketamine  Anesthesia  for  Pediatric  Neurosurgical 
Procedures 


WILLIAM  M.  CHADDUCK,  M.D. 
Morgantown,  West  Virginia 

ARNOLD  MANHEIM,  M.D. 
Danville,  Virginia 


Ketamine  has  been  found  to  be 
a satisfactory  anaesthetic  agent 
in  a series  of  neurosurgical  pro- 
cedures in  infants  and  children. 

MUCH  ATTENTION  has  been  directed 
to  the  use  of  ketamine  as  an  anesthetic 
agent  for  minor  surgical  procedures1  and  neu- 
rodiagnostic studies.2,3  Certain  neurosurgical 
conditions  in  infants  and  children  require  rel- 
atively brief  and  frequently  periodic  operative 
procedures.  A series  of  such  operative  cases 
is  presented  in  which  ketamine  served  as  an 
excellent  anesthetic  agent  resulting  in  less  post- 
operative morbidity,  less  costly  post-operative 
care  regimens  and  shorter  operating  room 
times.  The  absence  of  complications  in  this 
series  is  offered  in  support  of  continued  use 
of  ketamine  despite  failures  of  the  agent  occa- 
sionally reported.  Attention  is  directed  to  cer- 
tain precautionary  measures  specifically  re- 
lated to  neurosurgical  procedures. 

Materials  and  Methods 

Eleven  patients  having  nineteen  operative 
procedures  using  ketamine  were  treated  at  The 
Memorial  Hospital,  Danville,  from  January, 
1970,  through  December,  1971.  The  ages  of 
the  patients  ranged  from  one  day  (three  pa- 
tients) to  six  years  (one  patient).  The  new- 
born children  all  had  repair  of  meningomye- 
locele. Twelve  shunting  procedures  or  revi- 

From  the  Divisions  of  Neurosurgery  and  Anes- 
thesiology, The  Memorial  Hospital,  Danville. 


sions  are  included.  One  patient  had  excision 
of  an  occipital  encephalocele,  and  three  had 
sagittal  craniectomies  for  craniostenosis.  Table 
I summarizes  this  data. 


Table  1 

Pediatric  Operative  Procedures  Performed 
Using  Ketamine  Anesthesia 


Patient 

Number 

Age 

Procedure 

40-24-16 

4 months 

Ventriculoperitoneal  Shunt 

40-24-16 

7 months 

Revision  of  Shunt 

40-17-37 

5 weeks 

Excision  of  Encephalocele 

40-17-37 

5 weeks 

Ventriculoperitoneal  Shunt 

39-87-21 

Newborn 

Repair  Meningomyelocele 

37-81-56 

11  months 

Revision  of  Ventriculo- 
jugular  Shunt 

39-83-30 

6 months 

Sagittal  Craniectomy 

38-83-45 

6 years 

Revision  of  Subdural  Jugular 
Shunt 

38-48-45 

6 years 

Subdural  Peritoneal  Shunt 

38-48-45 

6 years 

Revision  Subdural  Peritoneal 
Shunt 

39-02-01 

Newborn 

Repair  Meningomyelocele 

39-02-01 

2 months 

Ventriculoatrial  Shunt  Revision 

40-16-90 

6 weeks 

Sagittal  Craniectomy 

41-05-08 

Newborn 

Repair  Meningomyelocele 

41-05-08 

8 days 

Ventriculoperitoneal  Shunt 

40-27-7 6 

3 months 

Ventriculoperitoneal  Shunt 

40-27-7 6 

6 months 

Revision  of  V entriculo- 

peritoneal  Shunt 


Ketamine  (5  mg. /lb.)  by  the  intramuscular 
route  was  used  in  all  patients.  Pre-medication 
with  atropine  was  routinely  used.  The  new- 
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boras  having  repair  of  meningomyelocele, 
and  the  infants  having  sagittal  craniectomy 
had  intravenous  fluids  started,  some  by  means 
of  saphenous  vein  cut-down,  to  prepare  for 
significant  blood  loss.  Small  amounts  of  1/4% 
xyelocaine  were  used  in  the  areas  of  skin 
incisions  to  aid  with  hemostasis  and  dissection, 
and  to  minimize  painful  input  to  the  central 
nervous  system.  The  operative  areas  were  pre- 
pared when  the  patients  attained  a very  drowsy 
state,  and  drapes  were  applied  using  sterile 
transparent  adhesive  material  rather  than  towel 
clips  or  sutures.  Positioning  was  accomplished 
when  the  patient  was  quite  drowsy;  light  re- 
straints on  the  limbs  and  adhesive  tape  to  posi- 
tion the  head  were  helpful.  Patients  having 
sagittal  craniectomies  were  positioned  in  the 
semi-lateral  position  with  the  head  turned  so 
as  to  place  the  sagittal  plane  horizontal  to  the 
floor.  This  allowed  good  access  to  the  airway 
by  the  anesthesiologist.  In  the  patients  having 
shunting  procedures,  the  cranial  part  of  the 
operative  work  was  done  first,  as  a carry-over 
from  the  previous  use  of  general  anesthesia 
known  to  aggravate  raised  intracranial  pres- 
sure. Operating  times  for  the  procedures 
ranged  from  seventeen  minutes  to  seventy-five 
minutes,  the  longest  cases  being  the  meningo- 
myelocele repairs.  Shunting  procedures  took 
twenty  to  thirty  minutes.  It  was  necessary  to 
administer  additional  ketamine  intravenously 
in  the  longer  cases. 

Results 

Satisfactory  surgical  anesthesia  was  obtained 
in  all  cases.  None  of  the  babies  required 
tracheal  intubation.  The  period  of  post-opera- 
tive depression  of  consciousness  was  minimal; 
we  were  not  aware  of  any  untoward  psychic 
events  in  the  post-anesthetic  period  as  often 
seen  in  adults.  Most  of  the  babies  were  able 
to  begin  alimentation  without  requiring  sup- 
plemental intravenous  fluids.  None  of  the 
children  required  croupettes  previously  rou- 
tinely used  after  general  anesthesia  with 
tracheal  intubation. 

Discussion 

We  have  presented  a series  of  patients  hav- 


ing neurosurgical  operative  procedures  accom- 
plished under  ketamine  anesthesia.  Whereas 
the  total  number  of  cases  is  not  vast,  it  repre- 
sents a total  rather  than  a selected  experience. 
Quite  satisfactory  results  were  obtained,  and 
these  we  attribute  to  certain  considerations 
to  be  emphasized. 

When  selecting  ketamine  as  an  anesthetic 
agent,  the  length  of  the  procedure,  as  deter- 
mined by  the  nature  of  the  procedure,  the 
possible  operative  complications  and  the  speed 
of  the  operator  should  be  considered.  When 
the  pathologic  findings  are  unknown  pre- 
operatively,  another  anesthetic  modality  may 
be  preferred  as  the  procedure  may  be  pro- 
longed because  of  unexpected  findings.  In  all 
of  our  cases  specific  procedures  were  done 
for  specific  pathologic  processes  determined 
pre-operatively. 

Janis  and  Wright4  have  reported  failure  of 
ketamine  to  produce  anesthesia  in  two  patients 
with  disease  of  the  cerebral  cortex.  In  such 
cases  general  anesthesia  may  be  preferred  on 
the  basis  of  cortical  disease  as  well  as  prolonga- 
tion of  the  operative  time  when  such  disease 
is  unexpectedly  found  or  more  extensive  than 
anticipated. 

List  and  associates5  described  the  augmen- 
tation of  increased  intracranial  pressure  with 
ketamine  anesthesia.  However,  the  increase  in 
intra-cranial  pressure  associated  with  general 
anesthesia  has  long  been  known,  and  the  find- 
ings of  List  et  al.  do  not  contra-indicate  the 
use  of  ketamine.  Indeed,  the  rapidity  with 
which  the  operative  work  can  be  done  makes 
it  preferable  by  decreasing  the  time  during 
which  intra-cranial  pressure  is  elevated.  This 
was  the  rationale  for  performing  the  cranial 
part  of  shunting  operations  in  hydrocephalic 
patients  (with  the  attendant  ventricular  de- 
compression) at  the  beginning  of  the  pro- 
cedure. The  work  of  List  et  al.  would  also 
dictate  this  sequence  and  make  it  difficult  to 
justify  prolongation  of  the  period  of  anesthesia 
in  such  patients  for  purposes  of  patient-study 
protocols. 

During  the  periods  of  induction  and  recov- 
ery from  ketamine  anesthesia,  a certain  degree 


334 


Virginia  Medical  Monthly 


of  irritability  seems  to  occur.  By  decreasing 
the  painful  sensory  input  as  much  as  possible, 
more  satisfactory  results  are  obtained.  For  this 
reason  we  used  adhesive  drapes  to  hold  towels 
in  place,  rather  than  suturing  them  or  using 
towel  clips.  Small  amounts  of  local  anesthetic 
and  small  incisions  were  used  so  that  the  input 
from  suturing  the  skin  at  the  end  of  the  pro- 
cedures would  be  minimized.  A generally  quiet 
atmosphere  in  the  operating  theatre  is  also 
recommended. 

Conclusion 

Good  results  using  ketamine  anesthesia  for 
certain  pediatric  neurosurgical  procedures  are 
reported  to  emphasize  the  advantages  of  this 
agent.  Certain  considerations  by  the  surgeon 
may  make  its  use  more  acceptable. 
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Useless  Injections  for  Nervous  Women 


Three  national  societies  of  physicians  and 
scientists  have  taken  aim  at  a small  fringe  ele- 
ment of  practitioners  who  are  reportedly  giv- 
ing useless  injections  to  nervous  women  pa- 
tients on  the  often  incorrect  diagnosis  of  low 
blood  sugar  level.  Organizations  issuing  the 
statement  are  the  American  Diabetes  Asso- 
ciation, the  Endocrine  Society,  and  the  Amer- 
ican Medical  Association. 

A physical  ailment  known  as  hypoglycemia 
(low  level  of  blood  sugar)  is  quite  rare  and 
does  not  constitute  an  important  health  prob- 
lem, says  a statement  published  on  the  editorial 
page  of  the  February  5th  issue  of  the  Journal 
of  the  American  Medical  Association. 

When  hypoglycemia  occurs,  it  can  cause 
sweating,  shakiness,  trembling,  anxiety,  fast 
heart  action,  headache,  hunger  sensations,  brief 


feelings  of  weakness,  and  occasionally,  seizures 
and  coma.  “However,  the  majority  of  people 
with  these  symptoms  do  not  have  hypogly- 
cemia; a great  many  patients  with  anxiety 
reactions  have  similar  symptoms.  Furthermore, 
there  is  no  good  evidence  that  hypoglycemia 
causes  depression,  chronic  fatigue,  allergies, 
nervous  breakdowns,  alcoholism,  juvenile  de- 
linquency, childhood  behavior  problems,  drug 
addiction  or  inadequate  sexual  performance.” 
Symptoms  of  hypoglycemia,  sometimes  oc- 
cur in  patients  who  have  had  an  operation  on 
the  stomach,  in  some  people  with  mild  dia- 
betes, and  in  a rather  large  group  of  indi- 
viduals who  are  often  nervous,  thin  women. 
“There  is  no  good  evidence  that  the  chronic 
nervousness  of  these  women  is  caused  by  low 
blood  sugar  level.” 


Volume  100,  April,  1973 


335 


In  Defense  of  the  Faculty 


There  is  no  substitute  for  the 
master-student  relationship.  If 
the  present  generation  of  stu- 
dents is  to  produce  any  masters 
of  stature,  they  must  find  their 
inspiration  among  the  teachers  of 
today. 

THE  EARTH  ORBITS  to  that  happy  con- 
junction of  Aquarius  and  the  Lion,  when 
the  medical  faculty  defends  itself  yet  once 
again  from  slings  and  arrows  of  outrageous 
fortune.  This  is  the  New  Year,  January,  the 
month  named  for  the  Roman  God  Janus,  the 
two-faced  God:  one  face  forever  turned  to 
the  disappearing  past,  the  other  to  the  un- 
known future. 

There  was  a time,  and  not  too  long  ago 
either,  when  medical  faculties  everywhere 
were  regarded  with  wondering  awe  by  the 
laymen,  green-eyed  envy  by  non-academic 
colleagues,  and  something  akin  to  adulation 
by  students.  Of  late  we  have  become  whip- 
ping boys  for  laymen  and  politicians,  objects 
of  whimsical  tolerance  by  our  Cadillac  col- 
leagues in  private  practice,  and  subjects  for 
thinly  veiled  disdain  by  students. 

In  a recent  issue  of  “Pharos”,  erudite  quar- 
terly of  our  honor  medical  society,  A.O.A. 
the  question  was  raised:  “To  what  extent  does 
the  medical  faculty  really  know  better  than 
the  student,  in  what  good  medical  education 
consists?”  It  suggests  further  that  the  middle 
aged  faculty  member  is  essentially  useless  in 
advising  or  understanding  today’s  student. 
This  comes  as  something  of  a surprise.  At 
A.U.B.  we  mingle  with  the  students,  or  did  in 

Annual  Medical  Student  Society  Lecture  Janu- 
ary 19,  1973,  American  University  of  Beirut,  Leb- 
anon. 
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the  happy  days  of  the  old  compound,  eat  with 
them,  operate  upon  their  wives,  occasionally 
upon  their  girl-friends.  But  graduates  return- 
ing from  the  ivory  towers  beyond  the  seas 
do  tell  us  it  is  now  quite  possible  to  graduate, 
having  caught  only  a fleeting  glimpse  of  the 
professor  enroute  to  the  airport. 

Mutual  respect  and  esteem  between  student 
and  teacher  has  been  the  hall-mark  of  Ameri- 
can education.  It  is  distinctively  American, 
quite  unknown  elsewhere.  This  learning  con- 
geniality evolved  a system  of  medical  educa- 
tion which  became  the  envy  of  the  academic 
world.  Now  the  students  will  tell  us  it  is 
archaic,  outdated,  irrelevant.  Yes,  students 
revolt  against  tradition  is  a happily  recurring 
refrain. 

The  first  such  medical  student  vocalizing 
that  history  records  was  led  by  William  Har- 
vey, later  to  attain  immortality  as  discoverer 
of  circulation  of  the  blood.  While  a student 
at  Padua,  Harvey  and  his  classmates  protested 
the  incompetence  of  the  faculty.  Whereupon 
the  University  instituted  the  first  annual  writ- 
ten examination  with  which  students  have 
been  saddled  ever  since.  But  the  irony  of  it 
is  that  the  first  examination  was  given  not  to 
test  the  student’s  fund  of  knowledge  but  to 
assay  the  faculties’  ability  to  teach. 

However,  the  real  revolutionaries  over  the 
years  have  been  not  the  students  but  the  facul- 
ties. John  Collins  Warren,  professor  of  sur- 
gery at  Harvard,  led  the  charge  up  Bunker 
Hill.  Lavoisier,  discoverer  of  oxygen,  went  to 
the  guillotine  in  the  French  Revolution.  “We 
have  no  need  for  savants,”  cried  the  rabble. 
Benjamin  Rush,  founder  of  America’s  first 
medical  school,  was  imprisoned  for  enforcing 
the  quarantine.  Yes,  the  shouting  and  the 
tumult  comes  from  the  students,  but  the  dying 
for  the  cause  comes  from  the  faculties. 
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There  is  no  doubt  that  barriers  have  arisen 
in  the  paot  two  decades  between  students  and 
teacher.  One  thing  that  has  led  it  is  that 
mighty  destroyer  of  all  human  relationship: 
lust  for  the  almighty  dollar,  perhaps  we  should 
say  the  once  almighty  dollar.  In  the  1950’s 
the  American  government  reached  into  its 
citizens  pockets  to  finance  N.I.H.  and  a dozen 
other  health  phantasmagoria.  The  paramedics 
and  basic  scientists  rode  the  crest  of  this  lavish 
funding  for  what  was  euphemistically  called 
in  some  places  “research”.  The  administrators 
jumped  on  the  dollar  wagon  to  cultivate  a 
megalomania  for  buildings,  which  they  could 
neither  staff  nor  finance.  Nurses  and  adminis- 
trators assumed  prerogatives  of  the  doctors 
without  benefit  of  M.D.  Computerized  ef- 
ficiency in  hospital  administration  reduced 
operating  costs  almost  to  the  point  of  bank- 
ruptcy. Scientist  and  administrator  alike 
proudly  announced  their  emancipation  from 
the  long  shadows  of  their  clinical  colleagues. 
Ph.D.’s  who  had  never  seen  a baby  born  be- 
came professors  of  obstetrics  and  the  F.D.A. 
which  regulates  physician  prescribing  fell  to 
the  biochemist. 

All  this  has  led,  the  students  assert,  to  over- 
emphasis on  administration  and  research.  It 
impedes  the  pursuit  of  our  vocation,  they  say. 
We  want  to  be  doctors,  to  see  and  treat  our 
patients  as  human  beings,  they  tell  us— or  I 
should  say  they  shout  at  us.  They  crash  the 
A.M.A.  meeting  to  bodily  remove  the  chair- 
man of  the  house  of  delegates  from  the  ros- 
trum. They  announce  with  four-letter  exple- 
tives the  inhumanity  of  our  profession.  They 
proclaim  that  we  care  little  for  the  patient, 
we  are  all  head  and  no  heart,  all  prose  and  no 
poetry.  Science  is  robbing  the  doctor  of  his 
humanity,  they  exclaim. 

“Science,  true  daughter  of  old  time,  thou  art 

Who  alterest  all  things  with  thy  peering  eyes 

Why  preyest  thou  thus,  upon  the  poet’s 
heart 

Vulture!  whose  wings  are  dull  reality— 

Hast  thou  not  torn  the  sea  nymph  from  her 
flood 

The  elfin  from  the  green  grass 


And  from  me,  the  summer  dream  beneath 
the  Tammarin  tree.” 

Hopefully,  the  faculty  is  not  totally  imper- 
vious to  compassion.  Much  has  been  done  to 
bring  ever  increasing  sophisticated  health  serv- 
ice to  the  people.  Emergency  rooms  have 
become  consulting  centers  day  and  night.  In 
Lebanon,  two  university  hospitals  open  their 
doors  to  all.  Our  faculty  extends  itself  to 
Sidon  and  the  Makkassed  to  broaden  its  scope 
of  community  service.  The  School  of  Public 
Health,  with  the  clinical  departments,  initiates 
a system  of  total  family  health  care.  Yes,  this 
faculty  is  quite  aware  of  its  community  re- 
sponsibilities! 

Yet  another  vociferous  outcry  from  students 
is  for  curriculum  change.  This  vocalism  is  20 
years  belated.  Every  medical  faculty  that  I 
have  known  in  the  past  two  decades  has  been 
tinkering  with  the  curriculum.  Our  university 
is  no  exception.  This  curriculum  maneuvering 
is  a pleasant  intellectual  exercise,  best  prac- 
ticed I have  observed  on  the  balconies  of  Leb- 
anese resort  hotels.  Devotees  of  the  sport  are 
chiefly  deans  and  researchers.  Curriculum 
committees  are  very  popular  with  non-clinical 
people.  They  labor  under  the  erstwhile  hope 
that  altering  this  and  changing  that  will  im- 
prove the  finished  product. 

At  the  September  meeting  of  University 
professors  of  Gynecology  at  Hot  Springs,  a 
full  day  was  devoted  to  this  not  entirely  fas- 
cinating, not  thoroughly  captivating  subject. 
After  some  hours  of  verbal  volleying,  it  was 
at  long  last  concluded:  “There  are  many  fa- 
vorable descriptions  of  curricular  changes, 
usually  published  shortly  after  a change  is 
made.  Although  some  of  us  have  shared  en- 
thusiastically in  the  design  of  new  curricula, 
we  have  become  concerned  lately  by  lack  of 
critical  data  to  support  our  early  enthusiasm.” 

Yes,  tricks  of  curriculum  sorcery  have  been 
tried  and  found  wanting!  The  traditional  cur- 
riculum structure,  fabricated  after  the  Flexner 
report,  erected  a Minerva  temple  to  medical 
education,  unrivaled,  unequaled  in  all  the 
world.  Let  us  not  completely  forsake  it. 
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The  most  glorious  thing  about  youth  is  its 
idealism,  its  confidence  that  they  can  put  the 
world  in  order,  and  do  it  right  now.  They 
think  the  injustices,  the  inequalities,  the  fraiii- 
ties  of  mankind  can  be  cured  by  institutions. 
The  truth  is  that  the  University  is  as  helpless 
to  do  anything  about  it  as  time  will  prove 
the  students  to  be.  Only  the  inviolate  laws  of 
time  and  space,  majestic  forces  of  cause  and 
effect,  Emerson’s  Chancellors  of  God  will  re- 
solve them.  “The  mills  of  the  gods  grind 
slowly,  but  they  grind  exceedingly  fine.” 

Is  there  one  among  this  faculty,  who,  in 
the  days  of  his  youth,  foresaw  entry  into  the 
cloisters  of  academic  medicine?  Is  there  one 
among  us  who  anticipated  the  long  wearisome 
hours  in  tissue  committees,  clinical  commit- 
tees and  God  only  knows  how  much  other 
tedious  futility.  Had  we  foreseen  the  reams 
of  mimeographed  nonsense  which  must  daily 
be  filed  in  the  sanctuary  of  the  nearest  waste- 
basket, would  we  have  entered  the  holy  asy- 
lum of  academic  medicine?  In  the  long,  long 
dreams  of  our  youth,  did  we  not  look  forward 
only  to  becoming  a doctor  to  attend  the  ills 
of  suffering  mankind.  This  was  our  hope,  our 
vision,  our  dream,  this  was  our  consuming 
passion.  What  brought  us  then  to  this  ice- 
capped  Mount  Sannin  of  academic  endeavor? 

Surely,  each  came  by  a different  route  but 
a Janus  look  will  reveal  that  somewhere  along 
the  way,  there  was  a teacher  who  unknow- 
ingly moved  us,  inspired  us,  created  the  image 
which  to  this  very  day  we  seek  to  emulate. 
These  teacher-progenitors  were  most  often 
clinicians,  occasionally  scientists,  rarely  the 
administrator.  But  one  thing  that  they  all  had 
in  common,  invariably  they  were  humanists. 
They  were  the  Osiers,  the  Cushings  and  the 
Halsteds;  relentless  pursuers  of  truth  but  also 
lovers  of  life  and  people,  concerned  for  things 
beyond  the  realm  of  laboratory  or  clinic. 
Youth  does  not  vibrate  in  harmony  to  pure 
reason  unadorned. 

As  for  me,  there  were  two  or  three,  but 
more  than  the  others  I think  it  was  Robert 
Green  who  breathed  the  holy  fire  upon  me. 
Scientist  and  scholar,  artist  and  poet  he  was. 


He  translated  the  aphorisms  of  Hippocrates 
from  Greek  to  English.  My  first  glimpse  of 
the  rosy-cheeked,  gray-haired,  immaculately 
groomed  Bobby  Green  was  as  a junior  resi- 
dent. Custom  had  it  in  those  days  of  the 
Boston  Brahmans  that  the  resident  staff  greeted 
the  Chief  at  the  hospital  entrance  on  the  first 
day  of  the  academic  year.  On  this  day  he 
emerged  from  an  ancient  Franklin  automobile, 
nimbly  took  the  hospital  steps  two  at  a time 
into  the  labyrinthian  corridors  of  the  sprawl- 
ing City  Hospital,  with  the  residents  pacing 
close  behind.  In  the  operating  room  he  was 
the  master  technician,  illuminated  by  a run- 
ning description  of  every  minutea  of  the  fe- 
male pelvis.  But  to  his  juniors,  the  most 
remarkable  attribute  of  this  remarkable  man 
was  his  prodigious  memory,  his  infinite  ca- 
pacity for  recall.  The  score  of  any  football 
game  he  could  recite  off-hand;  quotations 
from  Homer  fell  like  summer  rain  from  his 
facile  tongue.  So  fantastic  was  his  memory 
that  on  a resident  night  such  as  this,  the  mim- 
icking students  have  Dr.  Bobby  recalling  his 
own  passage  through  his  mother’s  birth  canal. 
His  head  buffets  against  the  unyielding  cervix. 
There  is  near  drowning  under  the  cascading 
waters  of  the  ruptured  amnion.  The  vertex 
appears  under  this  pubic  arch,  and  infant 
Bobby  looks  out  upon  the  wonders  of  the  de- 
livery room  and  the  beauty  of  Helen,  the  scrub 
nurse: 

“Oh  Helen;  thy  beauty  is  to  me 
Like  those  Nicean  barks  of  yore 
That  gently  over  a perfumed  sea 
The  weary  wayworn  wandered  bore,  home 
To  his  own  native  shore 
On  desperate  seas  long  want  to  roam 
Thy  hyacinth  hair,  thy  classic  face,  thy  naid 
airs 

Have  brought  me  home, 

To  the  glory  that  was  Greece 
And  the  grandeur  that  was  Rome.” 

Thus  did  the  residents  parody  Dr.  Bobby’s 
entrance  into  this  vale  of  tears. 

I remember  on  one  occasion  in  the  delivery 
room  as  the  baby’s  head  crowned  the  peri- 
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neum,  the  Chief  wondered  how  a God  who 
created  all  mankind  to  his  own  image  and 
likeness,  endowed  him  with  the  potentials  of 
an  Einstein  or  a Shakespeare,  could  reduce 
him  to  the  indignity  of  entering  this  world 
between  the  two  excretory  ducts  of  the  female. 

Again  in  the  nursery  one  day  he  pondered 
upon  the  laws  of  nature  which  denied  the 
newborn  control  of  its  most  elemental  bio- 
logical functions,  making  it  necessary,  as  he 
quipped,  to  have  a corps  of  nurse-aides  on  hand 
whose  sole  function  it  is  to  compensate  for 
the  defective  plumbing  installed  by  the  Cre- 
ator. 

Yes,  it  is  unforgettable  characters  like  these 
who  leave  their  mark  upon  us!  Their  technical 
excellence,  their  love  of  truth  and  above  all 
their  humanism  weaves  itself  like  a golden 
thread  through  our  lives. 

And  so,  to  each  of  you,  my  colleagues  of 
the  faculty,  there  was  a master  who  breathed 
into  your  receptive  being  the  spirit  of  scientific 
inquiry.  Invariably,  the  master  does  not  in- 
struct, he  does  not  teach,  so  much  as  he  exudes 
his  love  of  learning.  In  the  pursuit  of  knowl- 
edge, there  is  no  substitute  for  the  master- 
student  relation.  Knowledge  acquired  from 


books  alone  takes  little  hold  upon  the  mind. 

There  must  be  a vital  spirit.  To  produce  a 
Sahyoun,  there  had  to  be  a Cruickshank,  Jide- 
jian  had  his  Sami  Haddad,  Mustafa  Khalidy 
and  Philip  Ashkar,  their  Dorman.  It  took  a 
Leonard  Moore  to  strike  the  spark  of  a Nach- 
man and  an  Idriss,  and  a Kenneth  Oliver  to 
kindle  the  fire  of  an  Alfred  Diab.  Fuad  Sabra 
followed  George  Miller’s  star.  Shahid  and 
Tabbara  found  theirs  in  Edward  Turner.  In 
our  own  day,  there  was  Kerr  who  could  pass 
the  torch  to  a Usamah  Khalidy.  The  quiet, 
retiring  genius  of  a Joe  MacDonald  could 
breathe  life  into  the  surgical  department  and 
establish,  for  the  first  time  in  the  Arab  world, 
a resident  training  program.  What  is  such 
a program,  save  a refinement  of  the  appren- 
ticeship, the  ancient  master-student  relation. 
Grant  that  in  our  own  day,  and  in  our  own 
faculty,  the  student  may  not  seek  in  vain  for 
his  mentor,  his  ideal  incarnate,  the  star  to 
which  he  too  may  tie  his  destiny. 

American  University  Hospital 
Beirut , Lebanon 
After  Julv  1,  1973 
Medical  Arts  Building 
Richmond , Virginia  23219 


Eat  Less  and  Still  Stay  Fat 


It  is  not  necessary  to  overeat  to  become 
overweight,  says  a report  published  in  the 
February  5th  issue  of  the  Journal  of  the 
American  Medical  Association.  In  fact,  “There 
may  be  some  truth  to  the  often  heard  state- 
ment, ‘Doctor,  I don’t  eat  as  much  as  I used 
to,  but  I have  gained  weight.’  ” 

The  research  study  is  by  a group  from  the 
Mayo  Clinic  and  Mayo  Foundation,  Roches- 
ter, Minn. 

The  study  found  that  obese  persons  use  up 
carbohydrate,  fat  and  protein  normally  dur- 
ing rest  and  exercise.  The  problem  is  the 
steady  decrease  of  calorie  requirements  with 


age.  This  decrease  is  such  that  obesity  can 
develop  with  advancing  age  while  exercise 
remains  constant,  even  if  food  intake  is 
reduced. 

The  report  reaffirmed  once  again  the  con- 
cept of  most  physicians  and  nutritionists  that 
calories  do  count,  and  that  exercise  is  an  im- 
portant part  of  a program  aimed  at  maintain- 
ing proper  weight. 

The  study  is  by  Ralph  A.  Nelson,  M.D., 
Ph.D.;  Lorranye  F.  Anderson,  M.S.;  Clifford 
F.  Gastineau,  M.D.;  Alvin  B.  Hayles,  M.D., 
and  Connie  L.  Stamnes. 
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Rectus  Abdominis  Muscle  Hematoma  in  Pregnancy 


A case  of  a spontaneous  rectus 
abdominis  muscle  hematoma  in 
pregnancy  is  presented.  The  liter- 
ature is  reviewed  emphasizing 
the  potential  seriousness  of  this 
condition  and  the  perplexity  of 
its  diagnosis. 

HE  RECTUS  ABDOMINIS  MUSCLE 
HEMATOMA  is  a definite  clinical  entity 
with  characteristic  clinical  findings.  It  is  a 
relatively  rare  condition  in  which  pregnancy 
seems  to  play  a major  predisposing  role.  Its 
importance  and  clinical  interest  lie  in  the  fact 
that  it  can  simulate  acute  intra-abdominal  con- 
ditions and  it  is  frequently  misdiagnosed. 

The  first  reported  case  in  the  literature  is 
attributed  to  Samuel  B.  Richardson  in  1857.1 
In  1937,  Max  Brodel  and  Thomas  Cullen2  dis- 
cussed in  detail  both  the  anatomical  and  clini- 
cal aspects  related  to  lesions  of  the  rectus 
abdominis  muscle.  The  relationship  of  this 
condition  to  pregnancy  dates  back  to  Stoeckel3 
in  1901.  Since  then,  a few  articles  have  de- 
scribed these  hematomas  occurring  during 
pregnancy,4'8  including  a review  of  53  cases 
reported  by  Richard  Torpin,  et  al.  in  1969.9 

The  rectus  muscle  hematoma  usually  follows 
a benign  course.  However,  1 3 % maternal  and 
50%  fetal  mortality  rates  have  been  previously 
reported.8,10,11  A case  report  occurring  in  our 
service  is  presented,  and  certain  aspects  related 
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to  this  syndrome  are  reviewed  to  alert  the  cli- 
nician to  a prompt  and  accurate  diagnosis. 

Case  Report 

C.  E.,  a 24  year  old,  gravida  2,  para  1, 
white  female,  EDC:  5/22/71,  was  admitted 
on  3/30/71  at  6:00  A.M.  with  severe  steady 
abdominal  pain.  She  had  a long  history  of 
asthma  with  a recent  upper  respiratory  infec- 
tion and  persistent  coughing.  Following  a 
coughing  spell  six  days  prior  to  admission  she 
noted  a sharp  lower  abdominal  pain  which 
persisted  and  was  aggravated  by  coughing. 
On  the  night  of  admission  she  awoke  with 
severe  steady  abdominal  pain  following  a 
coughing  spell  and  was  brought  to  the  emer- 
gency room.  Fetal  movements  were  present 
on  admission.  She  denied  vaginal  bleeding, 
syncope,  nausea,  vomiting,  chills  or  fever. 

The  physical  examination  revealed  a well 
developed  pregnant  woman,  crying,  restless 
and  complaining  of  severe  abdominal  pain. 
The  vital  signs  were:  Blood  pressure:  104/60; 
pulse:  100;  temperature:  98.6;  the  skin  was 
mildly  diaphoretic.  Scattered  wheezes  were 
noted  throughout  the  chest.  The  heart  rhythm 
was  regular  with  no  murmurs  or  gallops.  There 
was  generalized  abdominal  guarding  and  ten- 
derness, most  marked  in  the  left  lower  quad- 
rant. The  uterus  was  estimated  to  be  term  size 
with  tenderness  and  rigidity  along  its  left 
border.  Fetal  heart  tones  and  movements  were 
present  in  the  right  lower  quadrant.  Perium- 
bilical discoloration  and  ecchymosis  was  no- 
ticed. On  pelvic  examination  no  vaginal  bleed- 
ing was  seen.  The  cervix  was  soft,  cyanotic, 
long  and  2 cm.  dilated.  The  fetus  was  found 
to  be  in  breech  presentation  with  intact  mem- 
branes. The  extremities  had  no  edema  and 
the  deep  tendon  reflexes  were  normal. 
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The  laboratory  data  on  admission:  hema- 
tocrit: 36%,  hemoglobin:  12.4  mgm  %,  W. 
B.  C.:  15,300  with  a normal  differential,  plate- 
lets: 305,470.  A Lee- White  clotting  time  was 
10  minutes,  the  prothrombin  time:  13.3  (con- 
trol: 12.8),  and  the  plasma  fibrinogen  level 

was:  250  mgm  %.  The  blood  sugar  was:  120 
mgm  % and  the  serum  electrolytes  were: 
Sodium  139  meq  %,  potassium  3.7  meq  %, 
chloride  107  meq  % and  carbon  dioxide  19 
meq  %.  The  urinalysis  was  found  to  be  nor- 
mal—no  albuminuria.  A flat  plate  of  the  ab- 
domen showed  a single  fetus  in  breach  presen- 
tation. The  impression  on  admission  was 
abruptio  placenta  and  the  patient  was  prepared 
for  immediate  cesarean  section.  Prior  to  sur- 
gery regular  uterine  contractions  were  noticed 
with  a marked  increase  of  the  abdominal  pain. 
A right  para  median  incision  was  made.  All 
tissues  were  noted  to  be  quite  edematous.  The 
uterus  appeared  normal  and  a lower  segment 
vertical  cesarean  section  was  performed  with 
delivery  of  a living  four  pound,  eight  ounce 
male  infant.  Further  inspection  of  the  abdom- 
inal cavity  revealed  a large  mass  within  the  left 
side  of  the  abdominal  wall.  The  left  rectus 
sheath  was  opened  and  a hematoma  was  found 
extending  from  the  left  costal  margin  to  the 
symphysis  pubis.  The  hematoma  was  evacu- 
ated, the  epigastric  vessel  was  exposed  and 
ligated  at  its  bleeding  point.  A drain  was  left 
in  place  before  closing  the  incision. 

Post-operatively  the  patient  did  well  and 
was  discharged  in  good  condition.  The  child 
expired  17  hours  after  birth  from  hyaline 
membrane  disease. 

Anatomical  Considerations 

The  rectus  abdominis  muscle  and  its  ana- 
tomic relations  were  extensively  described  by 
Cullen  and  Brodel.2  It  is  one  of  the  muscles 
regulating  intra-abdominal  pressure.  It  is  able 
to  contract  down  to  one-half  its  length.  Dur- 
ing pregnancy  it  can  double  its  normal  length 
and  width.  It  extends  from  the  costal  margins 
to  the  symphysis  pubis  and  is  divided  into  four 
sections  by  three  transverse  tendons.  The 
longest  and  most  powerful  section  extends 
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from  the  level  of  the  umbilicus  to  the  symphy- 
sis pubis.  Each  section  has  its  own  motor 
nerve  supply.  The  blood  supply  is  derived 
from  the  inferior  epigastric  and  the  superior 
epigastric  arteries,  which  anastomose  in  the 
midepigastrium  and  run  along  the  dorsal  sur- 
face of  the  muscle.  A complete  double  system 
of  veins  parallel  the  arteries. 

The  rectus  muscle  is  enveloped  by  a strong 
sheath  formed  by  the  fusion  of  the  tendons  of 
the  internal  oblique,  external  oblique  and 
transversus  abdominis  muscles.  Of  special  sig- 
nificance is  the  fact  that  the  posterior  leaf  of 
the  rectus  sheath  ends  at  the  linea  semicircu- 
laris,  and  below  this  point  only  peritoneum 
and  transversalis  facia  are  present.  Since  rectus 
muscle  rupture  and  epigastric  artery  tears  are 
most  frequent  below  the  umbilicus,  then  the 
hematomas  formed  here  have  greater  freedom 
for  expansion. 

Etiology 

A rectus  muscle  hematoma  can  result  either 
from  muscle  rupture  or  epigastric  artery  tear. 
Ruptures  may  occur  in  the  normal  muscle 
either  by  direct  or  indirect  trauma.  Direct 
trauma  includes  any  type  of  external  physical 
force  applied  against  the  abdominal  wall.  In- 
direct trauma  is  that  which  results  from  un- 
usual strain  or  a sudden  muscle  exertion 
(coughing,  vomiting,  convulsions,  sexual  in- 
tercourse, exercise,  etc.) 

The  hematoma  may  also  occur  as  a result 
of  muscle  changes  secondary  to  an  associated 
condition.  Over  stretching  of  muscle  fibers 
and  venous  engorgement  of  the  rectus  muscle 
found  in  pregnancy  seem  to  predispose  to 
hematoma  formation.  Other  influential  factors 
found  in  pregnancy  are:  multiparity,  over 
thirty  years  of  age  and  upper  respiratory  in- 
fections. The  strain  of  labor  surprisingly  does 
not  seem  to  affect  the  incidence  of  this  syn- 
drome. Influenza,  typhoid  fever  and  other  in- 
fectious diseases  may  predispose  to  muscle 
rupture  because  of  a hyaline  type  of  degenera- 
tion as  described  by  Zenker.2  Acute  cholecys- 
titis  and  tetanus  may  also  produce  alterations 
in  the  rectus  muscle  leading  to  hematoma  for- 
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mation.  V ascular  degenerative  diseases,  blood 
dyscrasias,  hemorrhagic  diathesis,  and  antico- 
agulant therapy  may  also  be  underlying  factors 
in  the  development  of  rectus  muscle  hematoma. 

An  injury  from  retracting  muscles  or  un- 
recognized bleeding  in  the  immediate  post- 
operative period  may  also  lead  to  this  syn- 
drome. A surgical  scar  or  old  age  may  weaken 
the  abdominal  wall  and  thus  predispose  to 
hematoma  formation.  Never  the  less  predis- 
posing causes  cannot  usually  be  determined 
in  up  to  50%  of  cases  reported.  These  he- 
matomas are  listed  as  ideopathic. 

Clinical  Findings  and  Diagnosis 

Pain  is  the  most  common  symptom,  usually 
acute  in  onset,  described  as  a tearing  sensation, 
and  associated  with  a sudden  strain.  The  pain 
may  be  gradual  in  onset  if  the  bleeding  is  slow 
or  of  a small  quantity.  A painful  swelling  or 
mass  at  the  site  of  hemorrhage  is  usually  seen. 
It  varies  in  size  and  most  commonly  is  below 
the  umbilicus  where  the  blood  is  able  to  dis- 
sect more  readily.  The  mass  may  be  confused 
with  an  intra-abdominal  mass,  however,  it  does 
not  move  with  respiration  and  will  remain 
palpable  with  contraction  of  the  rectus  muscle 
as  when  the  patient  sits  up  (Fothergill’s  sign).12 

Localized  muscle  rigidity  is  present  in  over 
fifty  percent  of  the  cases,  making  detection 
of  the  mass  sometimes  difficult.  Discoloration 
or  ecchymosis  in  the  skin  area  above  the  hem- 
orrhage or  periumbilically  a late  sign,2  but 
very  suggestive.  In  some  instances  a space 
may  be  palpated  in  the  muscle  at  the  site  of 
rupture. 

Peritoneal  signs  simulating  an  acute  intra- 
abdominal condition  result  from  the  irritation 
from  the  preperitoneal  hematoma  in  the  lower 
quadrants.  Mild  leukocytosis  and  a low  grade 
fever  may  be  noted  as  a result  of  blood  absorp- 
tion. A soft  tissue  density  may  sometimes 
show  in  x-rays.  Needle  aspiration  of  the  mass 
may  be  helpful  in  diagnosis,  but  hazardous  if 
an  incarcerated  hernia  is  the  cause. 

Differential  Diagnosis 

The  majority  of  cases  of  rectus  abdominis 


hematoma  are  diagnosed  at  surgery.13  In  a small 
percentage,  17-25%,  the  diagnosis  is  made  pre- 
operatively.  Peritoneal  irritation  resulting  from 
the  pre-peritoneal  hematoma  is  the  leading 
confusing  factor.  The  differential  diagnosis 
includes  conditions  such  as  a twisted  ovarian 
cyst,  ectopic  pregnancy,  abruptio  placenta, 
degenerating  myoma,  ruptured  uterus  and 
pelvic  abscess.  Surgical  conditions  which  have 
been  confused  are  appendicitis,  irreducible 
hernias  and  cholecystitis.  Unless  this  clinical 
entity  is  kept  in  mind  in  the  evaluation  of  the 
acute  abdomen  its  diagnosis  is  very  difficult 
to  reach. 

Management 

Conservative  management  is  possible  if  the 
diagnosis  is  confirmed  and  the  hematoma  small. 
This  includes  bedrest,  sedation,  antitussives 
and  icepacks.  The  hematoma  will  be  absorbed 
spontaneously  and  occasionally  will  undergo 
calcification. 

When  surgery  is  undertaken  either  to  make 
the  diagnosis  or  because  of  an  enlarging  hema- 
toma, the  clot  should  be  evaluated,  the  bleeders 
ligated,  and  the  muscle  repaired  if  ruptured. 
The  peritoneum  may  have  to  be  opened  if 
there  is  still  some  doubt  about  the  diagnosis. 
In  term  pregnancy  cesarean  section  may  be 
contemplated  to  avoid  the  muscle  strain  of 
labor. 
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BOOK  ANNOUNCEMENT 


Handbook  of  Medical  Treatment,  edited 
by  Milton  J.  Chatton,  M.D.,  with  eighteen 
associate  authors,  and  Dr.  Chatton.  648 
pages,  13th  edition,  $6.50,  Los  Altos,  Cali- 
fornia: Lange  Medical  Publications,  1972. 

This  4i  by  7 inch  compact  handbook  ap- 
pears for  the  thirteenth  time  since  its  original 
publication  in  1949.  It  is  pocket-sized  for  the 
busy  resident,  student,  or  medical  practitioner 
—regardless  of  his  training.  Here  in  compact 
form,  but  encompassing  the  most  recent  inno- 
vations in  medical  therapy,  is  the  latest  infor- 
mation in  medical  therapeutics.  The  editor  and 
his  eighteen  associate  authors  have  taken  care 
that  the  twenty-three  chapters  focus  down  on 
the  recommended  dosages  of  drugs  and  other 
advice  of  responsible  medical  literature. 

Of  the  twenty-three  chapters,  five  are  de- 
voted to  infectious  diseases  of  varying  etiol- 
ogy, and  specific  therapeutic  approaches  avail- 
able. The  last  chapter  on  cancer  chemother- 
apy is  briefly  outlined  with  advised  dosages 
and  other  information.  However,  caution  for 
those  who  have  not  familiarized  themselves 


with  cancer  chemotherapeutic  agents  is  im- 
portant, due  to  drug-specific  toxicides  which 
are  briefly  outlined— and  which  deserve  more 
study. 

Chapter  5 on  heart  diseases  is  fifty-seven 
pages  in  length  and  Dr.  Sokowlow,  well 
known  in  this  field,  and  as  Professor  of  Medi- 
cine at  University  of  California  School  of 
Medicine,  with  Dr.  Jawetz,  Chairman  of  the 
Department  of  Microbiology  and  Professor  of 
Medicine  at  the  University  of  California 
School  of  Medicine,  have  prepared  an  excellent 
current  therapeutic  review. 

To  summarize  the  high  points  of  this  Hand- 
book of  Medical  Treatment:  It  is  concise, 
informative,  and  has  an  excellent  index,  tables 
of  normal  values,  and  numerous  charts  and 
tables  to  summarize  and  identify  the  answer 
to  the  problem  you  as  a practitioner  or  resi- 
dent, or  student,  are  seeking  novo! 

To  further  emphasize  its  popularity— it  has 
three  foreign  editions  published  in  Italian, 
Turkish  and  Spanish! 

John  E.  Stevens,  M.D. 
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Disc  "Simulators" 


Back  pain  or  neck  pain,  especially 
when  followed  by  radicular  pain 
and  neurologic  abnormalities  re- 
quires a full  work-up  including 
myelography.  Many  cases  which 
at  first  seem  to  be  classic  exam- 
ples of  the  herniated  disk  syn- 
drome are  later  found  to  be  quite 
otherwise. 

HE  CHARACTERISTIC  DISC  SYN- 
DROME consisting  of  back  or  neck  pain, 
followed  by  radicular  pain  in  the  extremity, 
and  with  reflex,  sensory,  and/or  motor  findings 
is  well  recognized  by  most  physicians.  Not 
quite  so  evident,  however,  are  numerous  situ- 
ations occurring  in  patients  which  seem  to 
conform  quite  as  readily  to  diagnosis  of  her- 
niated disc  only  to  lead  the  unwary  into  diag- 
nostic errors  which  could  lead  to  surgical 
catastrophe  for  the  involved  patient.  The  pain 
may  be  localized  to  the  back,  vary  in  fre- 
quency, intensity  or  duration  and  may  have 
been  present  for  months  or  years  before  a 
correct  diagnosis  is  made.  Diabetic  neuropathy, 
osteoarthritic  nerve  root  compression,  mul- 
tiple myeloma,  the  lymphomas.1,2  liposar- 
coma, 3,4,5  metastatic  disease  involving  a disc, 
tuberculosis  without  obvious  pulmonary  or 
bone  changes,  neurofibroma,6  meningioma,7 
may  be  among  the  offending  disorders.  In 
addition  to  the  general  physical  and  neurologic 
examination,  it  is  recommended  that  laboratory 
studies  with  roentgenologic  examination  of 
chest  and  spine  are  imperative.  The  author  is 
firmly  convinced  that  myelography  is  advis- 
able when  a suspect  neurologic  lesion  is  enter- 
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tained  involving  spinal  canal  or  nerve  roots. 
The  following  cases  serve  to  demonstrate  the 
vagaries  of  this  syndrome. 

Case  1 

A 50  year  old  printer  had  enjoyed  excellent 
health  except  for  a bout  of  renal  colic  years 
before.  One  month  prior  to  admission  to  the 
hospital  he  believed  he  “strained”  his  back 
lifting  a small  outboard  boat.  Back  pain  local- 
ized to  the  low  lumbar  area  and  vague  left 
leg  discomfort  had  been  intermittent  until 
three  days  prior  to  admission  when  both  back 
and  left  leg  pain  required  the  use  of  narcotics 
for  relief  of  pain.  Hospitalization  revealed  a 
minimally  positive  straight  leg  raising  test  on 
the  left  and  diminution  of  the  left  Achilles 
reflex.  X-rays  of  chest  and  lumbar  spine  were 
normal.  Myelography  revealed  a root  lesion  at 
L5-S1,  level,  minimal,  on  the  left.  Total  serum 
protein  was  greatly  elevated,  and  electropho- 
retic pattern  and  bone  marrow  studies  estab- 
lished the  diagnosis  of  multiple  myeloma.  He 
was  treated  with  cobalt  therapy  to  the  lower 
lumbar  area  with  gradual  relief  of  his  back 
pain,  and  drug  therapy  for  multiple  myeloma 
was  instituted.  He  had  been  followed  for  three 
years  following  discovery  of  his  disease.  Oc- 
casional left  leg  discomfort  recurs  at  times  with 
laboring  activities  but  has  never  been  severe. 
The  left  Achilles  reflex  continued  to  be  de- 
pressed on  all  follow-up  examinations. 

Comment:  This  patient  demonstrates  the 
importance  of  laboratory  studies  in  detecting 
early  multiple  myeloma.  It  is  assumed  that 
both  back  and  leg  pain  and  myelographic  de- 
fect are  due  to  this  same  condition  and  he 
has  been  treated  with  this  thought  in  mind. 
However,  he  could  have  a small  disc  protrusion 
but  his  continued  asymptomatic  course  cer- 
tainly does  not  justify  surgical  exploration. 
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Case  2 

A 45  year  old  male  was  seen  in  consultation 
because  of  severe,  persistent,  radiating  left  leg 
pain  of  several  months  duration.  Laboratory 
and  roentgenologic  studies  were  normal.  Neu- 
rologic findings  demonstrated  a positive 
straight  leg  test  and  absence  of  the  left  Achilles 
reflex.  A diagnosis  of  herniated  lumbar  disc 
was  made  and  myelography  was  performed. 
Lumbar  myelography  revealed  a surprise  in 
that  there  was  a characteristic  disc  defect  at 
the  L5-S1  level  on  the  left  but,  in  addition, 
a tumor  defect  (neurofibroma  or  meningioma) 
at  L3-L4  on  the  right.  At  operation  a ruptured 
disc  was  found  and  removed  and  a “neuro- 
logically  silent”  neurilemmoma  was  success- 
fully removed  as  well.  There  was  complete 
recovery,  no  neurologic  deficit,  and  the  pa- 
tient is  working  at  his  previous  occupation. 

Comment : Without  myelography  the 
asymptomatic  intraspinal  tumor  would  have 
been  overlooked.  Removal  of  this  patient’s 
ruptured  disc  without  benefit  of  myelography 
would  probably  have  necessitated  a second 
operation  months  or  years  later  with  greater 
difficulty  in  removing  a larger  tumor  and  with 
probable  neurologic  deficit.  The  importance 
of  myelography  is  emphasized. 

Case  3 

A 43  year  old  housewife  was  admitted  to 
the  hospital  after  refusal  of  an  anesthesiologist 
to  perform  “nerve  block”  for  relief  of  back, 
hip  and  perineal  pain  as  well  as  leg  pain.  She 
had  had  three  previous  lumbar  laminectomies, 
each  in  a different  hospital  and  by  three  sep- 
arate neurosurgeons,  for  “herniated  disc”.  At 
the  last  operation  she  had  been  told  that 
“arachnoiditis”  was  found  and  that  this  was 
the  source  of  her  pain.  In  desperation  she  con- 
sulted a distinguished  neurosurgeon  at  a large 
University  Hospital  who  advised  cordotomy 
for  relief  of  her  postoperative,  persistent,  un- 
relieved pain.  The  patient  and  her  husband 
refused  his  suggestion  after  much  deliberation. 
During  the  course  of  reviewing  her  previous 
operative  records  and  the  taking  of  the  history, 


this  examiner  observed  with  interest  that  the 
patient  would  excuse  herself  approximately 
every  thirty  minutes  to  go  sit  in  a hot  tub  of 
water.  “This  is  the  only  thing  I have  found 
that  gives  me  some  relief”.  Past  history  revealed 
that  the  patient  had  undergone  extirpation  of 
a large  liposarcoma  of  her  right  lower  extrem- 
ity years  before.  The  surgeon  was  certain  that 
all  of  the  tumor  had  been  removed  and  had 
never  found  any  evidence  of  recurrence  of 
tumor  at  check-up  examinations  over  the  in- 
tervening years.  On  examination  the  patient 
was  found  to  be  bordering  on  hysteria,  com- 
plaining bitterly  of  persistent,  chronic,  severe 
pain  and  she  would  frequently  burst  into  tears. 
She  had  decided  that  if  the  problem  were  on 
an  emotional  basis  she  would  willingly  under- 
go psychiatric  treatment.  She  was  found  on 
examination  to  have  “saddle”  hypoalgesia  to 
pin-prick  and  minimal  weakness  of  rectal 
sphincter  tone.  Laboratory  and  roentgenologic 
studies  were  normal.  Myelography  was  not 
performed.  Pelvic  examination  and  pre-sacral 
air  studies  confirmed  a large  retroperitoneal 
mass.  Laparotomy  revealed  an  extensive  re- 
troperitoneal mass  surrounding  the  aorta,  vena 
cava,  and  involving  the  lumbosacral  plexus. 
Incomplete  removal  of  the  liposarcoma  was 
followed  by  cobalt  therapy  which  gave  the 
patient  some  relief  of  her  pain  until  her  death 
18  months  later. 

Comment:  Three  unnecessary  laminectomies 
in  quest  of  resolving  this  patient's  disease  with 
reduction  of  the  patient  to  an  almost  psychotic 
state  should  be  cogent  enough  evidence  for 
greater  care  in  diagnosis.  One  must  state  in 
addition  that  little  thought  was  given  to  the 
pre-existent  surgery  for  liposarcoma  in  the 
amanuensis.  Conceivably,  earlier  accurate  di- 
agnosis could  have  altered  the  prognosis  and 
longevity  in  this  patient. 

Case  4 

A 43  year  old  employee  in  a traffic  tunnel 
stated  that  he  had  jumped  from  a small  ledge, 
approximately  three  feet  in  height,  to  the  road- 
way when  he  experienced  sudden  pain  in  his 
low  back.  This  had  occurred  six  weeks  prior 
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to  his  hospital  admission.  This  was  followed 
by  unilateral  radiating  leg  pain,  relieved  by 
rest  but  aggravated  by  sitting,  coughing,  and 
sneezing.  A trial  of  bed  rest  and  traction  had 
not  significantly  altered  his  symptoms,  except 
that  his  pain  had  increased  in  severity.  Neu- 
rologic examination  revealed  a positive  straight 
leg  raising  test,  a depressed  patellar  reflex,  and 
hypoalgesia  to  pin-scratch  over  the  L5  derma- 
tome. X-rays  of  the  chest  and  lumbar  spine 
revealed  no  abnormality  (these  were  later 
reviewed  in  retrospect  in  view  of  the  operative 
findings  and  were  considered  to  show  no  ab- 
normality) . Myelography  revealed  a defect  at 
the  L4-L5  level  consistent  with  diagnosis  of 
disc  herniation.  At  operation  dura  and  nerve 
root  appeared  quite  normal  but  the  disc  her- 
niation was  found  to  consist  of  soft,  gelatinous, 
greyish  tissue  and  quite  atypical  in  appearance 
in  the  opinion  of  the  surgeon.  Frozen  section 
and  permanent  sections  revealed  “metastatic 
carcinoma,  site  undetermined”.  The  imme- 
diate postoperative  course  was  uneventful  and 
the  patient  succumbed  to  his  disease  six  months 
later.  (Carcinoma  of  lung,  metastatic  to  disc.) 

Comment:  This  patient  presented  a rather 
classic  case  of  disc  herniation  and  preoperative 
studies  gave  no  indication  of  the  true  patho- 
logic lesion.  This  is  the  author’s  only  case 
over  many  years’  experience  of  a metastatic 
lesion  to  a disc  without  evidence  of  bony 
pathology.  Emphasis  should  be  placed  on  rou- 
tine examination  of  disc  material  although  it 
must  be  admitted  that  rarely  will  pathology  be 
demonstrated  as  in  this  particular  instance. 

Case  5 

A 19  year  old  boy  injured  his  back  in  the 
thoracic  area  when  a scaffold  broke  while 
he  was  at  work  painting  two  months  prior  to 
admission.  He  had  immediate  pain  in  the  mid- 
thoracic  area  posteriorly  but  this  improved 
over  the  next  few  days  only  to  recur  with 
increasing  severity  and  with  only  minimal 
improvement  at  rest.  He  noted  slight  difficulty 
in  walking  and  this  gradually  became  more 
marked.  Neurologic  examination  revealed  pain 
to  percussion  in  the  lower  dorsal  area  (D10- 


D12),  hyperactive  patellar  and  Achilles  re- 
flexes, unsustained  bilateral  ankle  clonus  and 
slight  spasticity  of  both  lower  extremities  on 
stretch  testing.  Straight  leg  raising  test  was 
negative  bilaterally.  There  was  no  disturbance 
of  bladder  or  bowel  function  and  rectal  sphinc- 
ter tone  was  unimpaired.  No  sensory  disturb- 
ances could  be  elicited.  X-rays  of  the  chest, 
thoracic  spine,  and  laboratory  studies  were  all 
normal.  Myelography  with  pantopaque  dem- 
onstrated a complete  block  at  the  DlO  level. 
No  attempt  was  made  to  remove  the  contrast 
medium.  A diagnosis  of  herniated  thoracic 
disc  was  made  and  surgery  performed.  La- 
minectomy D9-D11  revealed  a large  pos- 
teriorly placed  epidural  hematoma  with  com- 
pression of  the  cord.  Removal  of  the  hema- 
toma was  readily  accomplished.  The  postop- 
erative course  of  the  patient  was  uneventful 
and  he  made  a complete  recovery  over  the  next 
several  months. 

Comment:  The  diagnosis  suspected  in  view 
of  the  neurologic  finding  and  history  was  that 
of  a central  herniated  thoracic  disc.  At  oper- 
ation an  epidural  hematoma,  secondary  to 
trauma,  was  found  and  effectively  treated.  It 
is  important  that  the  contrast  medium  not  be 
removed  at  the  time  of  myelography  if  a block 
is  found.  Although  epidural  hematomas  may 
not  uncommonly  occur  in  the  spinal  canal 
after  anticoagulant  therapy,  this  is  one  of  the 
few  cases  in  the  author’s  experience  of  such 
a lesion  following  trauma.8 

Cases  6 and  7 

The  following  two  cases  are  presented  to 
illustrate  their  comparative  clinical  picture 
but  quite  diverse  pathologic  etiology. 

A 50  year  old  man  gave  a history  of  recur- 
rent mild  back  pain  attacks  years  previously. 
Over  the  past  few  years  he  had  noted  gradual, 
progressive  difficulty  in  walking  and  for  this 
reason  he  was  hospitalized  on  the  medical 
service.  Neurological  examination  revealed 
marked  weakness  of  both  lower  extremities, 
inability  to  walk  without  support,  a tendency 
to  bilateral  foot  drop,  and  a sensory  level  to 
L3  bilaterally.  Although  there  had  been  no 
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previous  noteworthy  bladder  or  bowel  dis- 
turbance, it  was  necessary  to  place  an  indwell- 
ing catheter  several  days  after  admission  to 
the  hospital  because  of  the  patient’s  inability 
to  void  spontaneously.  Neurosurgical  consul- 
tation was  obtained  at  this  point.  Laboratory 
and  roentgenologic  studies  were  normal  except 
for  minimal  degenerative  arthritic  changes. 
Myelography  was  performed  and  revealed  a 
complete  block  at  the  L3-L4  level.  No  attempt 
was  made  to  remove  the  pantopaque.  A diag- 
nosis of  tumor  or  central  disc  herniation  was 
made  and  laminectomy  performed.  A massive 
central  disc  herniation  was  found  at  the  L3- 
L4  level  and  removed  successfully.  The  post- 
operative recovery  of  this  patient  was  slow, 
but  there  resulted  good  neurologic  improve- 
ment after  two  years. 

A 22  year  old  Negress  was  seen  because  of 
a history  of  progressive  weakness  of  both  low- 
er extremities  and  difficulty  in  walking  fol- 
lowing delivery  several  months  previously.  She 
stated  that  prior  to  leaving  the  hospital  she 
had  told  her  obstetrician  (in  another  city)  that 
she  was  having  difficulty  but  he  had  apparently 
ignored  her  complaints.  It  should  be  men- 
tioned that  she  had  not  had  spinal  anesthesia. 
When  examined  at  the  office  the  patient  ex- 
hibited marked  weakness  of  both  lower  ex- 
tremities, hyperactivity  of  patellar  and  Achilles 
reflexes,  no  spine  tenderness,  rectal  sphincter 
tone  was  absent  (the  patient  had  an  incon- 
tinent stool  on  the  examining  table)  and  a 
bilateral  sensory  level  to  D9.  A diagnosis  of 
intraspinal  neoplasm  or  disc  was  made.  The 
patient  was  admitted  immediately  to  the  hos- 
pital where  x-rays  of  chest  and  dorsal  spine 
revealed  no  abnormality.  Myelography  re- 
vealed a complete  block  at  D9;  no  attempt  was 
made  to  remove  the  pantopaque.  Laminectomy 
revealed  an  extensive  intramedullary  lipoma 
that  was  inoperable.  Biopsy  of  the  tumor  with 
incomplete  removal  was  accomplished.  Post- 
operative course  was  one  of  no  improvement. 

Comment:  These  two  cases  are  presented  to 
illustrate  some  of  the  difficulty  encountered  in 
distinguishing  a central  massive  disc  protrusion 
from  an  intraspinal  neoplasm,  either  of  which 


may  cause  compression  of  the  spinal  cord  or 
cauda  equina.  Central  disc  herniations  may 
frequently  present  with  severe  back  pain  and 
few  neurologic  findings;  on  the  other  hand 
such  a lesion  may  present  with  predominant 
neurologic  disability  and  little  or  no  pain.  The 
second  of  these  two  patients  presented  with  a 
most  unusual  lesion,  an  intramedullary  lipoma, 
and  here  the  presenting  disability  was  that  of 
neurologic  deficit  without  pain.  The  true  na- 
ture of  the  pathologic  lesion  could  be  estab- 
lished only  at  the  time  of  surgery.  Early  and 
prompt  diagnosis  of  either  of  these  lesions, 
i.e.,  central  disc  herniation  or  intraspinal  neo- 
plasm, is  imperative  if  one  hopes  for  neurologic 
recovery.  Intramedullary  lipomas  have  been 
considered  inoperable  in  the  past  but  it  is  con- 
ceivable that  with  the  advent  of  microsurgical 
techniques  these  lesions  may  be  partially  or 
wholly  extirpated  with  the  possibility  of  a 
useful  life  for  the  patient. 

Case  8 

A 22  year  old  Negro  laborer  was  admitted 
to  the  hospital  because  of  severe  back  pain  of 
four  weeks’  duration.  There  was  no  history  of 
trauma  and  past  history  and  family  history 
were  not  contributory.  The  patient  had  con- 
tinued to  work  until  his  hospitalization  by  an 
orthopedic  surgeon.  The  pain  continued  in- 
termittent despite  conservative  management. 
Neurosurgical  consultation  was  requested. 
X-rays  of  spine  and  chest  and  laboratory 
studies  were  all  normal.  His  pain  would  tend 
to  radiate  at  times  into  the  anterior  thigh  and 
occasionally  into  the  groin  and  testicle.  No 
sensory,  motor,  or  reflex  changes  were  noted. 
Myelography  was  entirely  normal.  He  was 
discharged  to  be  followed  on  an  outpatient 
basis.  Approximately  six  weeks  later  he  was 
readmitted  to  the  hospital  and  now  a psoas 
abscess  was  obvious  on  x-ray  examination.  Op- 
eration revealed  a tuberculous  abscess.  No 
source  of  his  tuberculous  abscess  was  ever 
found.  He  was  treated  with  appropriate  med- 
ication and  proceeded  to  complete  recovery. 

Comment:  Intraspinal  pathology  may  occa- 
sionally present  with  a paucity  of  objective 
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neurologic  findings.  Myelography  was  resorted 
to  in  the  above  patient  for  this  reason  but, 
of  course,  contributed  negligibly  to  the  diag- 
nosis until  the  psoas  abscess  of  tuberculous 
origin  made  its  presence  manifest.  The  author 
has  had  experience  with  another  patient  in 
whom  a herniated  disc  was  removed,  cor- 
roborated by  both  the  myelographic  study  and 
pathologic  examination.  Chest  x-ray  revealed 
no  evidence  of  pulmonary  tuberculosis.  Six 
months  later  there  was  evidence  of  pulmonary 
tuberculosis  on  chest  x-ray,  positive  sputum, 
and  tuberculous  involvement  of  the  operated 
interspace  and  vertebral  bodies  by  x-ray  ex- 
amination. She  was  treated  medically  with 
complete  recovery. 

Case  9 

A 58  year  old  white  female  was  found  to 
have  Hodgkin’s  disease  involving  the  medias- 
tinum confirmed  by  cervical  node  biopsy  one 
year  previously.  She  made  marked  improve- 
ment on  x-ray  therapy,  followed  by  main- 
tenance of  drug  therapy.  She  was  seen  in  neu- 
rosurgical consultation  because  of  radiating  leg 
pain  of  sciatic  distribution,  a positive  unilateral 
straight  leg  raising  test,  and  diminished  Achilles 
reflex.  These  findings  were  substantiated  by 
a myelographic  defect  at  the  L5-S1  level  in 
the  presence  of  a normal  spinal  fluid  protein. 
Laminectomy  was  decided  upon  and  at  opera- 
tion a herniated  disc  was  found  and  removed. 
Postoperative  course  was  uneventful  with 
complete  relief  of  her  pre-existent  leg  pain. 

Comment : In  contrast  to  Case  # 1 surgery 
was  decided  upon  to  establish  the  nature  of 
the  lesion.  A correct  diagnosis  of  herniated 
disc  was  confirmed  with  complete  relief  of 
the  pre-operative  pain. 

Case  10 

A 25  year  old  housewife  was  seen  in  consul- 
tation because  of  back,  hip,  and  vague  radiat- 
ing leg  pain  of  two  months  duration  in  the 
distribution  of  the  sciatic  nerve.  Straight  leg 
raising  test  was  bilaterally  positive,  Achilles 
reflex  was  absent  in  the  painful  leg,  and  there 


was  hypoalgesia  to  pin-scratch  over  the  SI 
dermatome.  No  significant  muscle  atrophy 
or  motor  weakness  was  detected  at  this  time. 
Laboratory  studies  and  chest  x-ray  were  nor- 
mal. X-rays  of  the  lumbar  spine  including 
the  sacrum  were  interpreted  as  normal.  Mye- 
lography revealed  a minimal  L5-S1  defect  and 
surgery  was  performed  for  a herniated  lumbar 
disc.  At  operation  a small  posterior  lateral 
herniation  of  the  disc  was  found  at  the  L5-S1 
level  and  this  was  removed.  Her  postoperative 
course,  however,  was  an  unusually  troubled 
one  with  persistence  of  pain,  especially  in  the 
back,  and  this  gradually  became  worse  over 
the  next  six  months.  She  was  having  domestic 
and  marital  problems  at  this  time  and  her 
failure  to  improve  was  ascribed  to  this  cause. 
Readmission  to  the  hospital  six  months  later 
because  of  pain  and  the  development  of  uni- 
lateral foot  and  leg  weakness  now  revealed  an 
extensive  destructive  lesion  of  the  sacrum.  The 
previous  films  were  reviewed  and  prior  to  her 
operation  an  area  of  early,  minimal  destruction 
of  the  sacrum  was  now  seen;  this  had  been 
overlooked  by  all  previous  physicians  and  the 
neuroradiology  department.  Biopsy  of  the 
sacral  tumor  was  done  and  reported  patho- 
logically as  “fibrosarcoma”.  She  was  then 
transferred  to  a university  hospital  where  an 
extensive  fibrosarcoma  involving  the  sacrum 
and  pelvic  bone  was  removed  by  rather  exten- 
sive surgery.  She  had  extensive  weakness  of 
both  lower  extremities  and  disturbance  of 
bladder  and  bowel  function  following  surgery 
but  she  made  a gradual  complete  recovery  and 
is  alive,  well,  and  working  ten  years  later. 

Comment:  More  careful  examination  of  the 
roentgenograms  would  have  revealed  the  le- 
sion, and  earlier  diagnosis  and  surgery  might 
have  been  accomplished. 

Case  1 1 

A 35  year  old  insurance  salesman  was  re- 
ferred for  consultation  because  of  severe 
shoulder,  arm,  and  hand  pain  of  three  weeks’ 
duration.  There  was  no  history  of  trauma, 
recent  weight  loss,  nor  neck  pain.  Neurologic 
examination  revealed  slight  depression  of  bi- 
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ceps  and  triceps  reflexes  on  the  right  and  min- 
imal weakness  of  both  these  muscle  groups. 
There  was  no  sensory  alteration  over  the  ex- 
tremity and  no  atrophy  or  fasciculations.  The 
pain  had  increased  in  intensity  so  that  the 
patient  had  been  unable  to  sleep  and  over  the 
preceding  few  nights  had  slept  upright  in  a 
chair.  The  pain  was  constant  and  unremitting 
over  a period  of  several  days.  He  was  ad- 
mitted to  the  hospital  with  a tentative  diagnosis 
of  herniated  cervical  disc.  On  admission  x-rays 
of  the  cervical  spine  were  completely  normal. 
Chest  x-ray  revealed  a superior  sulcus  tumor. 
Scalene  node  biopsy  revealed  metastatic  adeno- 
carcinoma of  the  lung.  Despite  cobalt  therapy 
the  patient  survived  only  a few  months  and 
died  of  widespread  metastatic  disease. 

Comment:  This  patient  illustrates  rather 
classic  radicular  and  brachial  pain  secondary 
to  brachial  plexus  involvement  by  Pancoast 
tumor.  The  author  has  had  several  similar  cases 
in  his  practice.  In  the  early  stages,  when  no 
obvious  pulmonary  disease  is  evident,  involve- 
ment of  the  brachial  plexus  by  metastatic 
tumor  can  only  be  suspected  if  x-rays  of 
chest,  cervical  spine  and  myelography  fail 
to  reveal  a lesion.  Rather  characteristic  of 
this  pathologic  entity,  however,  is  the  fail- 
ure of  analgesics  and  even  narcotics  to 
relieve  the  excruciating  pain  which  may 
be  present.  Many  such  patients,  especially 
if  they  have  demonstrated  emotional  instabil- 
ity in  the  past,  are  not  infrequently  considered 
hysterics  and  even  presumed  to  be  addicted 
to  narcotics.  In  contrast  to  the  herniated  cer- 
vical disc  syndrome,  the  pain  is  almost  always 
constant , relieved  only  for  brief  periods  of 
time  by  the  administration  of  narcotics,  and 
increases  in  intensity  with  the  passage  of  time. 

Case  12 

A 60  year  old  physician’s  wife  was  admitted 
to  the  hospital  because  of  severe  lower  back, 
hip,  and  calf  pain  of  such  intensity  that  mor- 
phine 16  mgm.  and  subsequently  32  mgm. 
administered  every  three  to  four  hours  failed 
to  give  adequate  relief.  The  pain  had  devel- 
oped in  the  low  back  after  an  evening  of 


dancing  and  had  gradually  become  worse. 
There  was  severe  discomfort  in  the  posterior 
calf  and  anteriorly  over  the  knee.  There  was 
no  history  of  trauma  and  no  weight  loss.  All 
laboratory  studies  and  x-rays  of  the  skeletal 
system  were  non-contributory.  There  was 
absence  of  the  patellar  reflex  on  the  side  of 
her  pain.  There  was  no  evidence  of  vascular 
disturbance.  Complete  myelography  was  nor- 
mal. Several  days  after  myelography  and  after 
a presumptive  diagnosis  of  “femoral  neu- 
ropathy, etiology  unknown”  had  been  made 
the  patient  noted  the  sudden  development  of 
a painful  mass  in  the  anterior  thigh  just  in- 
ferior to  the  inguinal  ligament.  The  mass  was 
firm,  non-pulsatile,  no  bruit  could  be  heard, 
and  preoperatively  the  mass  was  suspected  of 
consisting  of  metastatic  lymp  nodes,  primary 
site  unknown.  At  operation  a large  hemor- 
rhagic thrombosed  tumor  mass  was  found 
overlying  the  femoral  nerve.  The  tumor  mass 
was  removed  as  well  as  some  of  the  muscular 
tissue  into  which  hemorrhage  had  occurred. 
There  was  an  uneventful  postoperative  course 
but  three  years  later  the  patient  still  has  pain 
in  the  distribution  of  the  femoral  nerve  and 
requires  occasional  analgesics.  Pathologically 
this  lesion  was  found  to  be  a cavernous 
hemangioma. 

Comment : There  were  several  bizarre  com- 
ponents in  the  clinical  picture.  The  onset  of 
illness  with  back  and  leg  pain  still  remains 
obscure.  The  neurologic  picture  of  femoral 
neuropathy  was  eventually  clarified  when  a 
mass  developed  in  the  femoral  area.  Femoral 
neuropathy  is  unusual  and  only  a few  cases  are 
present  in  the  literature.  Interestingly  enough, 
the  few  reported  cases  are  secondary  to 
laparotomy  (most  often  appendectomy)  when 
the  nerve  is  injured  or  cut.  No  case  compar- 
able to  the  above  is  reported  in  the  literature 
to  the  best  knowledge  of  the  author. 

Discussion 

A number  of  cases  have  been  presented  to 
illustrate  the  point  that  a “disc  is  not  always 
a disc”.  Back,  hip,  or  sciatic  pain  so  often 
resulting  from  a disc  herniation  with  resultant 
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radicular  irritation  may  be  mimicked  by  many 
other  types  of  lesion.  Multiple  myeloma, 
liposarcoma  (so  often  infiltrating,  rather  than 
metastatic),  the  rare  metastasis  to  a disc  pre- 
senting clinically  as  a herniated  disc  lesion, 
neurofibroma  or  meningioma  involving  one  or 
more  nerve  roots,  concomitant  disc  herniation 
and  tumor,  intraspinal  neoplasms  (primary  or 
metastatic)  can  all  present  in  a rather  be- 
wildering fashion  so  that  the  clinician  must 
keep  these  possibilities  in  mind.  In  addition  to 
the  studies  outlined  earlier  in  this  paper,  the 
author  wishes  to  re-emphasize  with  particular 
vehemence  the  overwhelming  evidence  for 
myelography  in  patients  presenting  with  a 
“disc”  syndrome.  It  should  be  obvious  that 
surgery  without  benefit  of  contrast  study  may 
prove  inadequate,  erroneous,  and  could  even 
be  disastrous  to  the  patient.  The  presence  of 
asymptomatic  early  tumors  can,  not  infre- 
quently, be  discovered  by  myelography  to 
great  benefit  to  the  patient  and  certainly,  with 
greater  technical  success  on  the  part  of  the 
surgeon.  Consideration  must  be  given  also  to 
the  fact  that  the  patient  may  have  more  than 
one  disease.  The  tendency  to  contain  all  the 
complaints  and  findings  in  one  etiologic  entity 
must  be  abandoned  on  occasion.  Diabetes, 
degenerative  arthritis,  atherosclerosis  are  only 
too  frequently  considered  as  contributing  to 
the  patient’s  neurologic  status  when,  in  actu- 
ality, a spinal  space  lesion  is  inadvertently  be- 
ing lost  sight  of.  It  is  the  author’s  opinion  that 
if  there  exists  the  slightest  doubt  relative  to 
a possible  intraspinal  lesion  or  its  nature,  mye- 
lography should  not  be  deferred.  The  risk  of 
the  procedure  is  minimal  and  it  is  not  within 
the  scope  of  this  paper  to  discuss  the  procedure 
in  any  technical  detail.  It  would  seem  advis- 
able to  have  several  criteria  relative  to  which 
patients  should  undergo  myelography.  If  the 
clinical  pattern  is  that  of  recurrence  over 
months  or  years,  if  the  disorder  shows  neuro- 
logic progression , if  there  is  failure  of  improve- 
ment or  retrogression,  if  there  is  any  reason- 
able doubt  of  the  accuracy  of  the  diagnosis 
on  clinical  grounds,  then  the  patient  should 
have  a myelogram  performed.  At  this  point 


one  is  forced  to  discuss  the  so-called  “con- 
servative” treatment  of  these  problems.  A pa- 
tient with  only  back  pain  or  back  disability 
and,  not  infrequently,  without  objective  neu- 
rologic disturbance  should  improve  within  a 
matter  of  a few  weeks:  failure  of  such  im- 
provement, or  development  of  neurologic  dis- 
turbance such  as  bladder  or  bowel  disturbance 
should  render  the  patient  a candidate  for  im- 
mediate myelography.  Failure  to  diagnose  a 
central  disc  herniation  in  either  the  cervical  or 
lumbar  area  (in  the  absence  of  significant  neu- 
rologic findings)  may  often  end  in  serious  and 
irreversible  neurologic  deficit  even  after  the 
performance  of  successful  surgery.  It  is  quite 
likely  that  such  permanent  deficits  are  due,  not 
to  compression  of  the  spinal  cord  or  cauda 
equina  primarily,  but  rather  to  interference  and 
compromise  of  these  structures  by  disturbance 
of  the  vascular  supply.9  It  would  appear  rather 
incongruous  that  a patient  suffering  from  either 
severe  chest  or  abdominal  pain  (persistent 
and/or  intermittent)  would  be  treated  with 
medications  alone  over  a period  of  time  and 
without  benefit  of  the  indicated  electrocardio- 
graphic or  roentgenologic  studies.  Yet  one 
may  not  infrequently  see  patients  followed  for 
months  and  sometimes  for  years  who  have 
been  told  their  neurologic  symptoms  and  back 
disability  is  due  to  “arthritis”,  diabetes,  and 
the  like.  A herniated  central  disc  or  neoplasm 
producing  bladder  or  bowel  paresis  must  be 
regarded  as  a surgical  emergency.  Mention 
should  be  made  of  the  role  of  the  elevated 
spinal  fluid  protein  on  spinal  puncture  as  an 
indication  of  intraspinal  neoplasm  or  disc  her- 
niation (especially  central  and  obstructive).  If 
the  spinal  fluid  protein  is  elevated  this  may 
help  raise  the  index  of  suspicion.  Unfortu- 
nately, on  many  occasions  the  spinal  fluid  pro- 
tein may  be  quite  normal  or  only  insignifi- 
cantly elevated,  and  the  author  would  advise 
against  placing  much  importance  on  this  lab- 
oratory finding.  If  also  at  myelography  a 
complete  block  or  almost  complete  block  is 
found  no  attempt  whatever  should  be  made 
to  remove  the  contrast  medium.  Any  such 
attempt  may  lead  to  rapid  progression  of  neu- 
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rologic  deficit  and  paraplegia  or  quadriplegia 
depending  on  the  location  of  the  surgical 
lesion. 

Summary 

1.  A number  of  clinical  cases  have  been 
presented  to  illustrate  the  point  that  a num- 
ber of  patients  may  present  with  a “disc-like” 
syndrome  but  the  pathologic  lesion  may  be 
far  removed  from  this  rather  common  disa- 
bility. Diagnosis  of  such  patients  may  be 
aided  by  the  use  of  laboratory  and  roentgeno- 
logic studies,  including  myelography. 

2.  Great  stress  and  importance  is  attached 
to  the  use  of  myelographic  studies  in  ascertain- 
ing more  exactly  the  nature,  location,  degree 
of  intraspinal  malformation  and,  also  at  times, 
the  demonstration  of  an  asymptomatic  but 
co-existent  lesion  which  can  be  successfully 
treated  by  surgery. 

3.  Failure  of  patients  to  improve  rapidly  on 
“conservative”  management  should  indicate 
the  additional  importance  of  early  myelog- 
raphy as  an  aid  in  diagnosis. 

4.  Delay  in  determination  of  a large  central 
herniated  disc  or  neoplasm  leading  to  impair- 
ment of  bladder  or  bowel  function  may  result 
in  an  irreversible  neurologic  deficit  even  after 
successful  surgery  is  performed.  At  the  time 
of  myelography  no  attempt  should  be  made 
to  remove  the  contrast  medium  and  emergency 
surgery  is  indicated. 

5.  A patient  with  several  diseases  is  quite 
apt  to  be  diagnosed  erroneously,  since  there 


is  a tendency  to  consider  the  neurologic  symp- 
toms or  findings  as  related  to  the  disease  when, 
in  actuality,  the  neurologic  disturbance  may 
be  totally  unrelated. 
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LET'S  REMINISCE! 

If  You  Leave  Your  Spectacles  at  Home, 

Being  old  and  presbyopic,  make  a hole  with  a pin  in  the  corner  of  your 
visiting  card;  and  you  can  read  your  clinical  thermometer  or  anything  else. 
Railway  Surg.,  May  21. 

(Virginia  Medical  Monthly,  July,  1895) 
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Management  of  the  Psychogeriatric  Patient 

GEORGE  R.  SMITH,  M.D. 
CLARENCE  W.  TAYLOR,  JR.,  M.D. 
Shawsville,  Virginia 


The  agitated  geriatric  patient  is 
a disruptive  problem  in  the  nurs- 
ing home.  After  trying  a number 
of  medications,  haloperidol  was 
found  to  be  the  most  effective 
with  the  fewest  side  effects. 


PSYCHIATRIC  PROBLEMS  in  a nursing 
home  pose  serious  medical  and  manage- 
ment problems  for  the  staff  and  tend  to  disrupt 
the  social  environment  offered  to  the  guests 
of  the  home. 

Psychotropic  medication  has  been  an  in- 
creasingly valuable  clinical  tool  in  relieving 
the  guest-patient  of  moderate  to  severe  psy- 
chiatric symptoms  in  which  agitation  is  a major 
component.  However,  dosage  required  to 
effectivly  control  these  symptoms  in  a geria- 
tric population  often  leads  to  unacceptable  side 
effects  such  as  severe  hypotension,  overseda- 
tion,  and  extrapyramidal  symptoms.  This  side 
effect  potential  may  lead  to  a dosage  titration 
based  on  the  appearance  of  side  effects  rather 
than  the  adequate  control  of  symptoms. 

In  the  medical  management  of  the  residents 
at  our  facility,  Meadowbrook  Extended  Care 
Facility,  we  have  used  most  of  the  tranquilizers 
on  the  market  with  varying  degrees  of  success 
and  it  was  only  recently,  1970,  that  we  started 
the  use  of  haloperidol  (Haldol®)  in  our  pa- 
tients at  the  nursing  home.  In  fact,  we  began 
to  use  haloperidol  as  a last  resort  in  patients 
since  we  understood  it  to  be  a highly  potent 
tranquilizer  and  difficult  to  use.  Initially  we 
used  it  in  patients  who  either  did  not  re- 
spond successfully  or  were  exhibiting  unac- 
ceptable side  effects  while  on  other  medica- 


tion. After  observing  haloperidol’s  rapid  ther- 
apeutic onset  and  effectiveness  in  low  doses 
without  significant  side  effects,  our  medical 
staff  uses  haloperidol  in  treating  patient-guests 
exhibiting  psychiatric  symptoms  in  which  agi- 
tation is  a major  component.  We  have  found 
no  difficulty  in  using  this  drug  in  patients  who 
refuse  medication  since  it  is  also  available  in 
an  odorless,  colorless,  and  tasteless  liquid 
concentrate. 

Below  is  a review  of  clinical  data  observed 
and  recorded  in  twenty  patient-residents  mani- 
festing psychiatric  symptoms  who  were  treated 
with  haloperidol.  These  patients  exhibited  a 
combination  of  the  following  target  symptoms: 


Roaming 
Confusion 
Restless 
Crying  and 
depressed 

Tearing  off  clothes 
Requiring  restraints 
Loud  and  yelling 


Combative 
Agitated 
Thowing  objects 
Getting  out  of 
restraints 
Uncooperative 
Belligerent 


The  mean  daily  dosage  of  haloperidol  used 
to  control  these  symptoms  was  4.0  mg,  given 
in  divided  doses  (range,  2 mg  to  8 mg) . 

The  following  is  a typical  case  history  of 
a patient  placed  on  haloperidol  after  unsatis- 
factory treatment  with  other  antipsychotic 
medications: 


A.  R.  is  a 78-year-old  female,  diagnosed  as 
having  chronic  brain  syndrome.  She  was  ad- 
mitted to  the  nursing  home  on  December  23, 
1969.  At  that  time  she  was  confused  and  rest- 
less, wandering,  getting  out  of  restraints,  and 
loud.  The  patient  was  started  on  thioridazine 
(Mellaril®),  50  mg,  q.i.d.,  and  became  lethar- 
gic and  sleepy  but  remained  restless  and  would 
get  out  of  restraints;  thioridazine  was  reduced 
to  25  mg  a.c.  and  50  mg  h.s.  The  patient  be- 
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came  less  lethargic  and  sleepy;  however,  the 
restlessness  and  wandering  increased.  She  was 
pulling  at  restraints,  very  uncooperative,  and 
unable  to  feed  herself.  On  January  29,  1970, 
after  discontinuing  thioridazine,  the  patient 
was  given  haloperidol,  2 mg,  q.i.d.  By  Febru- 
ary 1,  1970,  she  was  walking  with  help,  quieter 
and  more  cooperative,  and  did  not  require 
restraints.  By  February  8,  1970,  she  was  able 
to  feed  herself,  and  was  easily  managed,  and 
had  less  confusion.  On  February  20,  1970, 
our  supply  of  haloperidol  was  exhausted  and 
the  patient  was  restarted  on  thioridazine,  50 
mg,  q.i.d  By  February  25,  1970,  she  became 
more  restless  and  confused  and  thioridazine 
was  discontinued  and  chlorprothixene  (Tarac- 
tan®)  was  initiated  to  evaluate  its  potential 
to  control  restless  agitation.  By  March  3, 
1970,  the  patient  became  more  restless  and 
confused  and  haloperidol,  4 mg,  q.i.d.,  was 
restarted  and  previous  medication  discon- 
tinued. She  became  less  restless,  more  quiet, 
was  sleeping  and  eating  better,  and  did  not  re- 
quire restraints.  By  May  6,  1970,  haloperidol 
was  decreased  to  2 mg,  q.i.d.,  without  loss  of 
symptom  control.  She  has  remained  on  2 mg 
haloperidol,  q.i.d.,  since,  except  for  two  oc- 
casions: once  for  a period  of  11  days  when 
she  had  an  acute  febrile  illness  in  August,  1970, 
and  haloperidol  was  discontinued;  and  a period 
of  12  days  in  November,  1970,  when  halo- 
peridol had  to  be  increased  to  4 mg,  q.i.d 
because  of  increased  restlessness,  confusion, 
sleeplessness  and  trying  to  get  out  of  bed.  Since 


then  the  patient  has  been  on  2 mg  haloperidol, 
q.i.d.,  although  she  remains  confused.  She  does 
sit  in  a chair  without  restraints,  sleeps  well 
without  restraints,  eats  well,  although  having 
to  be  fed,  and  is  not  restless. 

Discussion 

A geriatric  extended  care  facility  must  pro- 
vide the  best  possible  social  environment  for 
its  guests  and  assure  them  of  optimum  medical 
and  psychiatric  care. 

Our  responsibility  to  treat  the  agitated, 
often  psychotic,  patient-guest  and  insure  that 
he  does  not  disrupt  the  daily  environment  of 
other  residents  requires  a maximum  of  medical 
effort  and  sympathetic  care.  We  feel  that 
over-sedation  has  no  place  in  our  treatment 
approach.  Our  goal  in  these  patient-guests  is 
to  calm  them  while  still  allowing  them  to  be 
alert  and  capable  of  social  interaction  on  a 
daily  basis  with  the  other  guests.  We  believe 
that  haloperidol  helps  us  to  achieve  this  goal. 

Since  the  census  of  any  extended  care  fa- 
cility is  mainly  geriatric  in  nature,  innovative 
and  successful  modalities  of  treatment  should 
be  the  most  important  adjunctive  feature  of 
geriatric  medicine.  Our  initial  and  subsequent 
successful  use  of  haloperidol  in  our  agitated 
patient-guests  represent,  to  us,  an  example  of 
continued  improvement  in  the  care  of  geriatric 
patients. 

Alleghany  Clinic 
Shawsville , Virginia  24162 
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Treatment  of  an  Assassinated  President 

A Case  Report 


Finding  the  realities  of  his  own 
life  intolerable,  this  patient  es- 
capes by  a fantastic,  exaggerated, 
over-identification  with  an  assas- 
sinated U.  S.  President. 

DENTIFICATION  is  a chameleon-like  de- 
fense mechanism  present  in  people  from  the 
cradle  to  the  grave.  An  infant,  for  example, 
regards  the  breast  he  suckles  as  part  of  his  own 
body,  rather  than  an  external  object.  Little 
boys,  in  leaving  a cowboy  movie,  may  swag- 
ger as  they  walk  to  simulate  the  gait  of  their 
rugged,  never-to-be-beaten,  hero.  Little  girls 
and  grown  women  alter  their  dress  style  and 
wardrobe  to  stay  in  keeping  with  their  adored 
television  personality.  It  is  commonly  known 
and  accepted  that  children,  during  maturation, 
identify  with  authority  figures  in  and  out  of 
their  homes,  or  with  “the  older  kid”  on  the 
block.  Adults  identify  with  cathected  ob- 
jects; friends,  work  peers,  bosses,  siblings, 
bridge  partners;  an  endless  list  of  “ordinary 
people”. 

Individuals  of  national  fame  are  stimuli  for 
massive  identifications,  in  terms  of  numbers. 
These  famous  and  charismatic  people,  great 
athletes,  musicians,  millionaries,  stage  perform- 
ers, scientists,  and  so  forth,  gather  a silent  army 
of  admirers  who  vicariously  strengthen  their 
own  self-image  by  a form  of  mental  mimicry. 
From  the  practical  psychiatric  viewpoint, 
identification  with  famous  people,  as  opposed 
to  ordinary  people,  is  not  necessarily  of  any 
particular  therapeutic  significance.  “Who  the 
object  is”  is  less  important  than  “what  the 


BARRY  R.  BERKEY,  M.D. 

Fairfax,  Virginia 

incorporated  figure  means”  in  the  overall  treat- 
ment framework  of  the  specific  patient. 

The  following  report  is  about  a patient  who 
tries  to  reverse  his  inferiority  feelings  by  a 
fantastic,  exaggerated  over-identification  with 
an  assassinated  U.S.  President.  This  patient 
sustains  his  self-esteem,  which  stretches  into 
the  realm  of  superlative  grandiocity  and  is 
nourished  by  the  dream  of  his  inauguration;  a 
pathological  overkill  of  this  defense  mecha- 
nism. 

Case  History 

This  patient  is  a 26  year  old,  single  male 
first  seen  in  March,  1971.  His  chief  complaint, 
at  the  onset  of  therapy,  was  his  lack  of  success 
with  work  and  with  women. 

As  a child,  “I  felt  everybody  was  healthier 
than  I.”  He  was  prone  to  abdominal  pains, 
twitches  in  his  arms,  “a  fear  of  blood  and 
gore”,  and  many  somatic  complaints.  He 
nearly  always  converted  the  ordinary  to  dis- 
aster; a headache  was  a brain  tumor.  He  en- 
gaged in  a few  childhood  and  early  adolescent 
homosexual  acts. 

He  is  an  only  child  and  reports  always  feel- 
ing distant  from  his  father,  whom  he  describes 
as  an  “erudite,  fakey  slob”.  By  comparison, 
he  claims  love  for  his  mother,  whom  he  recog- 
nizes to  be  “overprotective”.  He  had  few 
friends.  He  was  unable  to  seek  comfort  from 
the  church,  “because  I was  afraid  God  would 
ask  me  to  sacrifice  my  dog”. 

After  graduating  from  a major  university, 
with  average  grades,  he  spent  two  years  on 
active  military  duty.  Having  taken  ROTC 
while  in  college,  he  became  an  officer,  but  was 
told  he  did  not  possess  the  leadership  qualities 
necessary  for  an  officer.  Consequently,  he  was 
relegated  to  a spare  tire  role  in  a meaningless 
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job.  Because  he  never  felt  accepted  by  the 
other  men,  he  moved  from  the  B.O.Q.  into 
an  apartment,  where  he  felt  “more  comfort- 
able”. From  the  apartment,  where  he  resided 
for  only  a few  months,  he  moved  in  with  his 
parents,  who  lived  near  the  military  installa- 
tion where  the  patient  was  assigned.  The  col- 
lege, the  military  base  and  his  parent’s  home 
were  all  located  within  a radius  of  less  than 
fifty  miles,  and  during  the  ten  years  from 
graduating  from  high  school  to  the  present,  he 
slept  at  home  for  all  but  six  months. 

The  patient  has  had  limited  heterosexual 
contact.  At  age  19  he  petted  for  the  first  and 
last  time.  He  has  never  had  sexual  intercourse, 
but  he  considers  himself  a “non-virgin”,  since 
“being  a virgin  is  a state  of  mind”.  He  related 
that  he  lost  his  virginity  on  a night  when  he 
asked  a young  lady  with  a “reputation  for 
being  an  easy  lay”  to  his  apartment  “to  iron 
my  khakis”.  While  there,  he  opened  some 
wine  which  they  shared.  He  politely  asked 
his  guest  if  she  would  have  sex  with  him,  “but 
she  refused  because  she  wasn’t  in  the  mood”. 
The  patient  explained  to  her  that  he  was  a 
virgin  and  that  since  she  had  “gone  down” 
for  so  many  other  guys,  “what  difference 
would  one  more  make?  I finally  talked  her 
into  it,  but  when  we  were  both  undressed,  it 
wouldn’t  get  hard.  I’ve  always  been  ashamed 
for  not  being  circumcised.”  Thus  his  virginity 
was  lost. 

Regarding  job  failures,  the  patient  was  re- 
peatedly criticized  for  a lack  of  aggressiveness. 
“Jobs  bore  me.  I took  my  last  one  because 
my  unemployment  compensation  was  running 
out.”  When  at  work,  he  rarely  showed  in- 
genuity or  initiative  and  consequently  he  was 
asked  to  resign  from  several  jobs.  Presently 
he  works  at  the  John  F.  Kennedy  Center  for 
the  Performing  Arts;  a job  he  desperately 
wanted  “because  it  sounded  impressive”. 

In  contradiction  to  earlier  remarks,  the  pa- 
tient said,  “The  reason  I don’t  really  worry 
about  work  or  women  is  because  down  deep, 
my  destiny  is  set.  I know  this  will  sound 
crazy;  people  have  told  me  so  and  I rarely 
mention  it  except  casually  anymore,  but  I’m 


to  become  President  in  1984.”  Asked  how  he 
knows,  he  replied,  “The  Ouija  board  keeps 
coming  up  with  this.” 

Similar  to  his  political  fate,  the  patient’s 
lack  of  pursuit  of  feminine  company,  despite 
his  ever  present  desire,  is  because  “The  Ouija 
board  said  I’ll  marry  Mary  in  1976.”  As  it 
happens,  Mary  is  a married  high  school  ac- 
quaintance with  two  children.  For  years,  he 
fantasized  an  involved,  mutual,  meaningful 
love.  He  was  aware,  for  the  first  time,  of  feel- 
ing depressed,  when  he  learned  of  her  intended 
marriage,  and  while  invited,  he  did  not  attend 
her  wedding.  It  was  at  this  juncture  that  he 
first  sought  psychiatric  help,  but  his  motiva- 
tion diminished  and  he  soon  stopped  therapy. 

Regarding  the  Presidency,  the  patient  ex- 
plained how  he  “used  to  study  and  imitate 
President  Kennedy’s”  speech  pattern,  dress, 
gait,  and  physical  mannerisms.  In  college,  he 
began  to  use  a rocking  chair,  and  memorized 
huge  blocks  of  JFK’s  major  addresses.  He  was 
mocked  for  his  consciously  recognized  emu- 
lation of  Mr.  Kennedy.  Whistling  “Hail  to 
the  Chief”  while  pointing  with  his  thumb 
pressed  against  his  extended  index  finger, 
his  behavior  brought  considerable  harassment 
from  campus  peers. 

Shortly  after  the  assassination,  the  patient 
learned  that  his  destiny  was  to  become  the 
President  of  the  United  States.  This  was  not 
a slowly  growing  awareness,  but  a rapid  Ouija 
decision  thrust  upon  the  patient.  When  con- 
fronted with  the  reality  of  becoming  the  Pres- 
ident, he  admits  to  the  remote  possibility  that 
he  could  be  defeated  at  the  polls.  At  other 
times,  he  recognized  this  as  a “preposterous 
fantasy”.  Yet,  since  that  fateful  day  in  No- 
vember, 1964,  the  patient  has  been  meticu- 
lously, secretly  (“since  I get  tired  of  people 
making  fun  of  me  when  I talk  about  it”)  plan- 
ning his  campaign.  “I’ve  never  thought  much 
in  terms  of  a lower  office;  it’s  always  been 
the  big  one  right  away.  But  there’s  so  much 
I don’t  know— especially  about  domestic  af- 
fairs and  I’ve  never  worked  on  a campaign.” 

He  talks  freely  in  his  individual  therapy 
session.  “I  haven’t  decided  on  my  immediate 
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future.  I want  to  take  a few  more  courses, 
especially  in  economics.  Also,  some  sociology. 
I need  a better  grasp  of  social  issues  like  drugs, 
ghettos,  crime  and  racial  problems.  I antici- 
pate objections.  People  will  say  to  me,  like 
with  Kennedy,  gee  kid , you're  too  young.  But 
I’ll  tell  them  what  Jack  did— if  you  used  age 
as  an  argument,  Jefferson  'would  not  have  been 
allowed  to  write  the  Declaration  of  Inde- 
pendence. Jack  always  had  six  or  seven  rebut- 
tals and  I will  too.  But  my  real  problem  is 
this,  doc.  When  do  I make  the  big  move? 
Must  I run  for  Congress  first?” 

In  group  therapy,  the  patient  is  far,  far 
less  loquacious.  His  brief  mention  of  his 
political  future  to  the  group  members,  includ- 
ing the  role  of  the  Ouija  board,  was  met  with 
skepticism  and  snickers.  In  a private  session, 
he  said  this  about  the  group  members,  “I  can’t 
go  forcing  myself  on  other  people  like  Harold 
Stassen.  He’s  a joke,  a household  word  and 
I don’t  want  to  be  like  that.  I’d  lose  their 
vote.” 

Discussion 

This  case  bears  a strong  resemblance  to  the 
true  social  impostor,1  who  actually  assumes 
the  name,  title,  life  style,  and  profession  of 
his  chosen  object.  While  this  patient  does  not 
go  to  the  extreme  of  the  impostor,  his  exag- 
gerated fantasy  life,  edging  near  a true  delu- 
sion, handles  for  him  the  same  needs  which 
the  impostor  has.2 

The  patient’s  history  reveals  that  he  feels 
weak  and  sickly  physically  and  defective  sex- 
ually. His  masculine  identity  is  poor.  Like  a 
true  impostor,  he  has  a need  to  deny  his  own 
role  because  it  is  unacceptable  to  him.  His  de- 
pendency on  his  parents,  his  passivity,  his  lack 
of  achievements,  and  feelings  of  inferiority 
are  reversed  in  his  fantasy  life.  Like  the  im- 
postor, he  sets  unattainable  goals  and  surrounds 
himself  with  a fairy  tale  acquisition  of  future 
strength,  power,  attention,  admiration;  quali- 
ties not  present  in  his  own  life. 

So  long  as  he  is  to  become  President,  his 
anxiety  is  controlled.  However  the  patient  set 
a time  limit;  1984,  and  as  the  days  tick  by,  he 
comes  nearer  to  facing  his  own  reality.  An 
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effort  to  relieve  the  pain  of  self-confrontation 
brought  the  patient  to  psychotherapy.  Ther- 
apy was  begun  well  in  advance  of  his  presi- 
dential dream.  Thus,  he  has  allowed  himself 
time  to  work  through  his  disappointment  and 
to  slowly  reduce  the  gratification  his  many 
narcissistic  wishes  provided  in  fantasy. 

Another  curious  element  in  this  case  is  the 
indigenous  quality  of  his  fantasy.  The  patient 
is  a resident  of  the  District  of  Columbia,  where 
it  is  nearly  impossible  to  spend  a day  without 
contact  with  some  major  memorial  to  his  as- 
sassinated hero.  Numerous  schools,  libraries, 
cultural  centers,  museum  art  works,  the  flick- 
ering eternal  flame  from  his  grave;  indeed 
stimuli  are  plentiful.  This  latter  question,  that 
of  indigenous  identification,  is  raised  because 
it  seems  possible  that  geographic  location,  in 
this  instance,  may  contribute  to  object  choice 
and  the  force  of  retaining  the  fantasy.  How- 
ever, the  relationship  between  geography  and 
one’s  fantasy  life  remains  problematic. 

Summary 

A case  of  massive  over-identification,  dy- 
namically resembling  the  impostor,  but  stop- 
ping short  of  a psychotic  delusion  is  presented. 
Especially  unusual  was  the  chosen  object  of 
identification;  an  assassinated  United  States 
President.  Gratifying  a desire  for  glory, 
strength,  and  masculine  aggression  were 
achieved  in  fantasy  by  rising  above  a defective 
self-image.  A time  limitation,  set  by  the  pa- 
tient, for  the  slow  starvation  of  his  fantasied 
symptoms  is  another  interesting  mechanism 
presented,  along  with  the  possibility  of  geo- 
graphic influence  in  the  patient’s  choice  of 
an  object. 
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Osteosarcoma 


Primary  malignant  tumors  of  bone  are  quite 
rare  and  represent  less  than  one  percent  of 
neoplasms  recorded  at  the  University  of  Vir- 
ginia Hospital  during  the  years  1961-1972. 1 
Of  primary  malignant  bone  tumors,  osteo- 
sarcoma is  the  most  common  and  it  accounted 
for  twenty-seven  percent  (27%)  of  malignant 
bone  tumors  at  our  institution  during  this 
time.1  Other  larger  series  have  a similar  inci- 
dence.2 

Osteosarcoma,  or,  as  some  would  prefer  to 
call  it,  “osteogenic  sarcoma”,  refers  to  those 
malignant  tumors  of  bone  which  are  charac- 
terized by  the  predominate  production  of  os- 
teoid matrix  by  tumor  cells.  Early  classifica- 
tions3 included  sarcomas  which  formed  or 
arose  from  cartilagenous  or  fibrous  tissue.  Now 
these  tumors  are  classified  respectively  as  chon- 
drosarcoma and  fibrosarcoma.4,5 

The  vast  majority  of  tumors  classified  as 
osteosarcoma  are  primary  bone  in  origin,  al- 
though scattered  extraosseous  osteosarcomas 
(arising  in  soft  tissue  aside  from  periosteum) 
have  been  reported. 
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DONALD  E.  SWEET,  M.D. 

Osteosarcoma  of  bone  should  be  divided 
into  two  main  categories:  Intramedullary 

(those  that  arise  in  bone)  and  Periosteal  (those 
arising  from  the  periosteum),  as  they  are  quite 
different  in  their  general  behavior  and  ultimate 
prognosis. 

While  intramedullary  osteosarcomas  have 
been  further  subdivided  into  many  types  (i.e. 
sclerosing,  osteolytic,  medullary  and  telangi- 
ectatic), based  on  histologic  characteristics, 
these  appear  to  be  of  little  consequence  as  far 
as  the  ultimate  course  or  treatment  of  the 
disease.2,6 

The  object  of  this  paper  is  to  discuss  some 
of  our  observations  and  the  more  current  feel- 
ings with  regard  to  recent  developments  in 
the  understanding  and  treatment  of  these 
tumors. 

Periosteal  Osteosarcoma 

Periosteal  osteosarcoma  (parosteal  or  jux- 
tacortical  osteosarcoma)  is  a slow  growing 
tumor  thought  to  arise  from  the  periosteum 
of  the  diaphyseal  surface  and  often  approxi- 
mates the  lower  metaphyseal  periosteal  sur- 
face. The  posterior  distal  femur  is  the  most 
frequent  site  of  occurrence.6,7,8  Sex  distribu- 
tion appears  equal  with  late  teens  the  predom- 
inate age  of  onset.  A deep  palpable,  non- 
movable mass,  fixed  to  bone  is  frequently  the 
only  presenting  symptom.  The  presence  of 
pain  as  a symptom  is  variable  and  generally 
late  in  the  disease.  Both  the  gross  appearance 
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and  x-ray  reveal  a dense  osseous  mass  resem- 
bling an  irregular  localized  periosteal  reaction 
with  occasional  broad,  shallow,  concave,  scal- 
loping of  the  underlying  outer  cortical  sur- 
face.6 There  is  no  radiographic  or  macroscopic 
evidence  of  intracortical  or  intramedullary 
involvement.7 

Histologically,  the  osteoid  and  bone  formed 
by  this  tumor  is  often  so  well  differentiated 
it  is  difficult  to  distinguish  from  periosteal 
reactive  bone.6,7  The  stroma  between  the  bone 
usually  gives  the  clue  to  its  malignant  nature. 

These  tumors  are  usually  treated  by  ampu- 
tation alone,  although  there  is  evidence  to 
suggest  that  wide  local  block  resection  may 
be  sufficient  in  selected  cases.2 

Since  periosteal  osteosarcomas  are  slow 
growing  and  late  to  metastasize,  their  prog- 
nosis as  a group  is  good,  especially  those  in 
the  extremities  as  compared  to  axial  skeleton. 

Intramedullary  Osteosarcoma 

While  most  osteosarcomas*  arise  during  the 
second  decade  of  life  with  a male  predom- 
inance of  2:1,  cases  under  the  age  of  five  and 
over  thirty  have  been  encountered.2,6,9  Osteo- 
sarcomas occurring  in  “adults”  (following 
closure  of  all  growth  plates)  are  usually  asso- 
ciated with  some  preexisting  bone  disorder, 
most  commonly  Paget’s  disease  of  bone,  oc- 
casionally (up  to  20  years)  following  irradia- 
tion and  rarely  other  bone  lesions  such  as 
fibrous  dysplasia,  infarcts  and  osteochon- 
dromas.6 

The  metaphyseal  area  of  long  bones  is  by 
far  the  most  common  site  of  origin  for  osteo- 
sarcomas. The  bones  about  the  knee  joint  are 
most  frequently  involved  with  the  distal 
femur  predominating  over  the  proximal  tibia 
by  3:1. 

Clinical  and  histologic  observations  of  nor- 
mal growth  patterns  of  bone  has  led  Johnson 
to  suggest  a relationship  between  amount  and 
type  of  normal  cell  activity  in  bone  and  the 

*The  term  osteosarcoma  in  this  section  refers 
to  the  intramedullary  type  unless  otherwise  pre- 
fixed. 


incidence  and  the  location  of  the  various  types 
of  bone  tumors  encountered.10  The  following 
might  explain  much  about  the  incidence,  loca- 
tion and  behavior  of  intramedullary  osteo- 
sarcomas. The  metaphysis  is  the  most  metabol- 
ically  active  area  in  the  growing  bone.  The 
mid-  and  diaphyseal  half  of  the  metaphysis  is 
characterized  by  intense  concentrated  osteo- 
blastic activity  in  normal  growing  bone.  In 
general,  long  bones  grow  through  greater 
lengths,  and  the  distal  femur  and  proximal 
tibia  account  for  the  greatest  span  of  growth, 
both  in  time  and  distance.  Males  tend  to  be 
taller  than  females;  hence,  greater  growth. 
Paget’s  Disease  of  bone  (a  disorder  histologi- 
cally characterized  by  osteoclastic  resorption 
and  intense  osteoblastic  production  of  abnor- 
mal poor  quality  bone)  is  associated  with  the 
vast  majority  of  osteosarcomas  arising  in  the 
middle-aged  and  elderly  and  suggests  further 
support  for  the  concept  of  related  cell  activity 
and  bone  tumors. 

Signs  and  Symptoms 

Pain  appears  to  be  the  most  common  pre- 
senting symptom.6  Although  slight  at  first,  the 
pain  usually  becomes  more  severe  and  per- 
sistent within  a relatively  short  period  of  time. 
The  pain  is  localized  to  the  involved  area  in 
most  cases,  but  may  be  referred  to  other  areas. 
Swelling  is  also  a common  symptom.  The 
duration  of  symptoms  averages  about  four 
months  before  treatment.9  Systemic  symptoms 
such  as  pallor,  anorexia,  weight  loss  or  fever, 
usually  occur  only  late  in  the  course  of  the 
disease.  Pathologic  fracture  is  relatively  rare. 
Swelling  is  the  most  common  finding  on  phys- 
ical examination,  with  occasional  increased 
localized  warmth  or  enlargement  of  superficial 
veins.  The  area  is  frequently  tender  to  touch. 

Antecedent  Trauma 

The  discovery  of  bone  tumors  following 
trauma  has  created  much  discussion  as  to  the 
possible  traumatic  etiology  of  this  tumor.  It 
is  the  opinion  of  most  experts6,9  that  there  is 
no  basis  for  this  assumption.  It  is  probable 
that  the  traumatic  incident  brings  to  light  and 
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focuses  attention  on  symptoms  of  an  already 
existing  tumor. 

Laboratory  Data 

Though  occasionally  normal,  serum  alkaline 
phosphatase  appears  to  be  the  most  consistently 
abnormal  blood  chemistry.  The  elevation  is 
usually  not  high  (average  twice  normal).6  A 
significant  elevation  may  carry  with  it  a poor 
prognosis.11 

X-Ray  Features 

The  radiographic  features  of  osteosarcoma 
are  usually  a combination  of  bone  destruc- 
tion (lysis),  tumor  bone  formation  (increased 
density)  and  periosteal  reaction  (periosteal 
new  bone  formation).  As  previously  noted, 
these  tumors  begin  in  the  metaphysis,  fre- 
quently with  destruction,  and  as  the  cortex 
becomes  involved  the  periosteum  is  stimulated 
to  form  reactive  new  bone.  The  pattern  of 
the  periosteal  reaction,  lamellar  or  osteophytic 
(sunburst)  closely  reflects  the  activity  (ag- 
gressiveness) of  the  tumor.  If  the  tumor  grows 
so  rapidly  as  to  erode  through  and  destroy 
the  overlying  periosteal  reaction,  then  the 
triangle  created  by  the  cortex,  outer  periosteal 
rim  and  area  of  tumor  breakthrough  is  referred 
to  as  “Codman’s  triangle”.  (Fig.  1)  Follow- 
ing this  breakout  a large  soft  tissue  mass  may 
become  evident.  The  epiphyseal  line  (growth 
plate)  is  usually  not  penetrated  early  in  the 
disease.  The  presence  of  either  a Codman’s 
triangle  or  violation  of  the  growth  plate  re- 
flects a highly  aggressive  malignant  tumor  and 
generally  indicates  a poor  prognosis. 

Pathology 

The  gross  characteristics  of  this  tumor  de- 
pend on  both  its  histologic  features  and  dura- 
tion of  time  in  which  the  tumor  has  existed 
prior  to  resection.  By  the  time  it  is  first  seen 
it  has  frequently  penetrated  the  cortex.  Early 
it  is  firm,  white,  sometimes  elastic,  and  where 
undergoing  ossification  it  becomes  gritty  and 
yellow.  Later,  the  tumor  may  be  focally  hem- 
orrhagic with  occasional  areas  of  apparent 


necrosis,  and  often  has  sizeable  concentrations 
of  dense,  white,  sclerotic  tumor  bone.6  (Fig. 
2)  Comparing  figure  2 with  figure  1 it  is  ob- 
vious the  x-ray  not  only  reflects  the  gross 


Fig.  1.  X-ray  of  a typical  aggressive  osteosarcoma.  A) 
Outer  rim  of  periosteal  reaction,  CT)  Codman’s  Tri- 
angle, B)  Area  of  tumor  breakthrough,  C)  Tumor  vi- 
olating epiphyseal  growth  plate,  D)  Areas  of  destruc- 
tion (lysis),  E)  Periosteal  reaction,  F)  Area  of  in- 
creased density  (tumor  bone  formation). 

appearance  (hence  an  essential  part  of  the 
pathological  specimen)  but  presents  a unique 
opportunity  to  select  the  most  likely  diagnostic 
area  for  biopsy. 

Microscopically,  the  frequently  varied  pat- 
terns are  reflected  in  the  numerous  histologic 
subclassifications  of  osteosarcoma  (sclerosing, 
osteolytic,  etc.).  Lichtenstein  has  stated  that 
the  essential  criteria  for  diagnosis  is  the  pres- 
ence of  frankly  sarcomatous  stroma  with  di- 
rect formation  of  tumor  osteoid  by  this 
stroma.12 

It  has  been  our  experience  and  others,10 
that  few  osteosarcomas  show  only  pure  osteoid 
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matrix  formation.  Frequently  other  malignant 
histologic  patterns  are  encountered  (i.e.,  fi- 
brosarcoma pattern  within  the  soft  tissue  ex- 
tension and  chondroid  elements  and  giant  cell 


Fig.  2.  Gross  frontal  plane  section  of  above  specimen 
(slightly  more  posterior)  A)  Outer  rim  of  periosteal 
reaction,  CT)  Codman’s  Triangle,  B)  Area  of  tumor 
breakthrough,  C)  Tumor  violating  epiphyseal  growth 
plate,  D)  Areas  of  destruction  (lysis),  F)  Area  of  in- 
creased density  (tumor  bone  formation). 

tumor  within  the  medullary  portion  of  the 
tumor).  This  is  also  true  with  other  types  of 
primary  malignant  bone  tumors.  These  varia- 
tions in  tumor  pattern  may  result  from  the 
same  mechanism  which  directs  the  fields  of 
various  types  of  cell  activity  in  the  normal 
growing  metaphysis.10  This  suggests  that  the 
criteria  for  diagnosis  include  the  predominant 
differentiated  cell  pattern  of  the  tumor  as  it 
exists  within  the  bone.  Prognosis,  then  is  de- 
determined  by  the  tumor’s  biologic  aggressive- 
ness as  reflected  in  the  clinical  setting,  x-ray 


and  histology  and  not  by  a single  diagnostic 
term. 

It  should  also  be  noted  that  myositis  ossi- 
ficans, a benign  condition  in  which  ossification 
takes  place  in  soft  tissue  (mostly  muscle  and 
usually  following  trauma),  may  have  a very 
similar  microscopic  appearance  to  osteosar- 
coma (especially  in  the  third  and  fourth  week 
of  development).  Radiographically,  the  un- 
derlying bone  is  normal.  At  this  institution 
we  have  had  three  such  cases  referred  for 
treatment  with  a histologic  diagnosis  of  osteo- 
sarcoma. Further  examination  and  observation 
revealed  that  the  patients  did,  in  fact,  have 
myositis  ossificans. 

Because  of  the  wide  variation  in  histologic 
appearance  of  osteosarcoma  and  because  this 
diagnosis  usually  requires  multilating  surgery, 
it  is  felt  that  interpretation  of  frozen  and  per- 
manent sections  should  probably  be  confined 
to  centers  where  pathologists  are  well  experi- 
enced in  this  entity. 

Treatment 

The  treatment  of  osteosarcoma  is  wide  sur- 
gical ablation  (amputation).  Our  experience 
to  date,  and  that  of  others,  would  indicate  that 
the  further  away  from  the  tumor  that  the  limb 
is  ablated,  the  better  will  be  the  prognosis, 
but  this  too  is  controversial.6,12 

“Skip  areas”,  that  is  areas  of  tumor  at  levels 
higher  than  those  demonstrable  roentgeno- 
graphically,  have  been  reported  by  gross  ex- 
amination. The  chance  of  operating  below 
or  through  these  areas  is  of  course  reduced  by 
the  more  radical  surgery.  Varying  methods 
of  surgical  technique,  such  as  operating  below 
one  tourniquet  or  between  two  tourniquets,16 
to  decrease  the  risk  of  propagating  tumor 
emboli  during  surgery  seems  worthwhile.  Re- 
cently Kuehn  and  his  associates  have  reported 
success  in  a small  series  of  patients  by  per- 
forming hip  disarticulation  for  femoral  lesions 
after  abdominal  exploration  and  ligation  of  the 
iliac  vessels.14  This  method  also  affords  the 
chance  to  examine  the  abdomen  for  presence 
of  pathologic  lymph  nodes.  Although  metas- 
tasis of  osteosarcoma  is  generally  considered 
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to  be  by  the  vascular  system,  we  and  others15 
have  encountered  lymphatic  metastasis. 

Radiation  alone  is  of  no  apparent  value  other 
than  palliation.  However,  the  popularity  of 
preoperative  radiation  appears  to  be  enjoying 
a resurgence  in  this  country.  Although  initial 
reports  in  the  1930’s  by  Dr.  Ferguson  were 
favorable,16  other  centers  were  unable  to  re- 
produce these  results.  With  the  introduction 
of  supervoltage  radiation  and  newer  methods 
of  applying  this  radiation,  a number  of  favor- 
able reports  have  appeared,  in  which  the  re- 
sults of  preoperative  radiation  plus  amputation 
appear  better  than  amputation  alone.17,18 

Other  modes  of  therapy  for  this  condition 
are  in  the  investigative  stage.  Immunotherapy 
shows  some  promise.19  Chemotherapy  has 
been  used  only  for  its  palliative  effect  and  for 
metastases.  At  present,  adriamycin  seems  to 
be  the  most  effective  agent  in  this  regard. 

Metastasis 

Death  from  this  condition  is  usually  sec- 
ondary to  pulmonary  metastasis.  The  vast 
majority  of  these  metastases  occur  in  the  first 
two  years  after  surgery.  A second  and  not 
infrequent  site  of  metastic  osteosarcoma  is 
bone.  Obviously,  prior  to  performing  ablative 
surgery  for  this  condition,  chest  x-rays  and 
a bone  series  should  be  performed  to  be  as- 
sured that  the  patient  does  not  have  distant 
metastasis.  Miller  has  shown,  by  using  math- 
ematical measurements,  that  a number  of  pa- 
tients whose  preoperative  chest  x-rays  were 
negative  in  all  likelihood  had  subclinical  pul- 
monary metastasis  at  the  time  of  surgery.20 
Our  experience  using  pulmonary  laminography 
and  magnified  chest  films  in  searching  for 
metastasis  has  not  been  rewarding. 

There  have  been  a number  of  reports  of 
resection  of  isolated  pulmonary  metastasis 
with  presumed  complete  cure.  Careful  con- 
sideration should  be  given  to  this  mode  of 
therapy  in  appropriate  cases.15 

Prognosis 

The  prognosis  of  this  tumor  is  extremely 
poor,  with  an  average  five  year  survival  of 


less  than  20%  in  most  series.  Factors  which 
for  the  most  part  do  not  seem  to  affect  the 
prognosis  are:  age  (except  in  those  osteosar- 
comas arising  from  the  preexisting  conditions), 
sex,  histologic  type,  or  duration  of  preopera- 
tive symptoms.  The  location  of  the  tumor 
does  appear  important.  Generally  the  more 
distal  the  lesion  from  the  axial  skeleton  the 
better  the  prognosis.21  While  the  modes  of 
treatment,  specifically,  level  of  amputation, 
adjunctive  surgical  techniques,  and  preopera- 
tive radiation,  are  the  best  we  have  at  hand 
today,  their  degree  of  success  has  been  less 
than  encouraging,  and  there  is  a definite  need 
for  further  study  and  perhaps  new  approaches. 
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Comment 

Although  a familiar  word  to  all  of  us,  “os- 
teosarcoma” (osteogenic  sarcoma)  is  a rare 
entity  in  most  of  our  institutions.  This  nice 
review  of  the  current  status  of  the  diagnosis 
and  management  of  osteosarcoma  by  Drs.  Mc- 
Laughlin and  Sweet  is  an  up-to-date  summary 
of  the  current  status  of  a difficult  problem. 
Most  of  us  will  never  actually  treat  patients 
with  these  lesions,  but  we  should  all  be  alerted 
to  the  diagnosis  and  appropriate  management, 
nevertheless.  A young  patient  with  an  area 
of  pain  and  swelling,  particularly  in  the  ex- 
tremity, should  prompt  us  to  think  of  osteo- 
sarcoma and  institute  measures  to  achieve  as 
early  a diagnosis  as  possible. 


The  plan  of  management  of  potentially 
malignant  bone  tumors  is  dependent  on  a 
proper  diagnosis  by  a combination  of  radio- 
graphic  and  pathologic  assessment  by  both  an 
experienced  radiologist  and  pathologist.  In 
view  of  this  it  behooves  all  of  us  to  be  certain 
that  these  diagnostic  steps  are  actually  taken 
before  aggressive  surgical  management  is  in- 
stituted. This  may  be  an  instance  where  care- 
ful and  knowledgeable  outside  consultation 
by  those  experienced  in  the  diagnosis  of  this 
uncommon  neoplasm  is  obtained  before  pro- 
ceeding with  what  may  well  be  very  disabling 
surgery. 

One  lesion  that  is  sometimes  confused  with  a 
malignant  bone  tumor  on  physical  examina- 
tion is  the  occasional  soft  part  sarcoma  that 
is  in  close  proximity  to  the  bone.  In  many 
ways  the  concept  of  management  of  these 
lesions  is  similar  to  that  of  malignant  bone 
tumors  although  amputation  may  not  always 
be  required  for  these  lesions  in  the  soft  parts 
if  an  adequate  “envelope”  of  normal  tissue  can 
be  obtained  at  the  time  of  surgical  resection. 
For  many  of  these  patients,  just  as  with  osteo- 
sarcoma, amputation  of  the  extremity  is  the 
only  means  of  management  if  the  patient  does 
have  potential  for  curability  by  virtue  of  the 
absence  of  distant  metastases. 

A major  problem  in  the  clinical  manage- 
ment of  osteosarcoma  is  the  high  incidence  of 
pulmonary  metastases.  Systemic  chemother- 
apy has  not  been  too  helpful  in  the  manage- 
ment of  these  patients.  Although  the  authors 
state  that  careful  consideration  should  be  given 
to  resection  of  isolated  pulmonary  metastases 
in  selected  patients,  most  physicians  have  been 
pessimistic  about  this  approach.  There  are  iso- 
lated patients,  however,  who  are  suitable  for 
this  procedure,  just  as  with  soft  part  sarcoma 
that  has  metastasized  to  the  lung,  and  we  are 
now  following  one  patient  more  than  seven 
years  after  resection  of  an  isolated  metastasis 
from  an  osteosarcoma  previously  treated  by 
lower  extremity  amputation. 

The  prognosis  for  osteosarcoma  is  obviously 
limited  despite  the  use  of  all  the  current  meth- 
ods of  treatment  available  to  us.  These  authors 
may  actually  be  overly  optimistic  by  quoting 
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a figure  near  20%  five  year  survival  for  this 
tumor  for  most  sites  of  origin  (mandible  lesions 
may  be  an  exception,  however).  There  may 
be  an  improvement  in  this  figure  in  the  future, 
hopefully,  and  this  will  probably  be  in  the  field 
of  adjuvant  chemotherapy  or  immunotherapy. 
Work  in  these  areas  has  not  developed  to  the 
point  where  these  methods  have  an  established 


role  in  the  overall  management  of  these  diffi- 
cult lesions,  but  some  of  the  current  experi- 
mental work  is  intriguing.  Until  improved 
techniques  of  management  can  be  developed, 
we  must  continue  to  attempt  to  diagnose  these 
lesions  as  early  as  possible  and  follow  the  treat- 
ment plans  outlined  in  this  review. 

The  Editors 


Health  Maintenance  Requires  a Better  Informed  Public 


The  best  health  maintenance  organization 
for  any  individual  is  the  organization  he  creates 
for  his  own  life,  declares  an  editorial  in  the 
February  12  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

Many  aspects  of  health  care  defy  solution 
through  the  development  of  “systems”  and 
application  of  technology  to  health  care  de- 
livery. But  health  education  is  an  important 
area  that  can  benefit  from  application  of 
technology. 

“Delivery  of  health  care  to  the  U.  S.  popula- 
tion poses  problems  in  organization  or  syste- 
mization  particularly  and  peculiarly  because 
such  delivery  is  nothing  like  delivering  manu- 
factured goods. 

“The  organization,  whatever  its  form  or 
forms,  must  deal  with  people— all  kinds  of 
people,  many  of  whom  cannot  think  clearly 
about  health.  For  that  reason,  among  others, 
technology  has  little  to  contribute  to  the  sys- 


tem. Health  education  is  probably  the  most 
important  area  for  technological  exploitation.” 

One  problem  in  health  education  is  the  va- 
riety of  conflicting  messages  that  reach  the 
public. 

“A  sound  TV  health  message  from  a re- 
spected source  may  run  in  tandem  with  an 
advertisement  for  the  best  drug  to  treat  ten- 
sion headaches.  Respected  sources  sometimes 
make  opposing  announcements  about  a major 
disease  such  as  breast  cancer  or  a minor  af- 
fliction such  as  treatment  or  prevention  of 
the  common  cold. 

“Thus,  while  health  education  of  the  pub- 
lic is  indeed  important  and  the  means  are  at 
hand  for  its  achievement,  the  means  are  not 
being  used  adequately  or  efficiently.  Organized 
medicine  plus  other  capable  and  interested 
factions  have  a prime  mission  to  unscramble 
health  ‘education’  as  it  now  exists  and  widely 
and  wisely  use  the  means  to  achieve  the  end.” 
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Public  Health 


Length  of  Hospital  Stays  Under  Medicaid 


All  physicians  and  hospitals  are  reminded  of 
the  need  to  plan  carefully  for  the  early  (but 
timely)  hospital  discharge  of  Medicaid  recipi- 
ents, and  such  planning  ideally  begins  at  the 
time  of  hospital  admission.  Both  local  welfare 
and  local  health  departments  are  willing^  to 
assist,  but  they  should  be  informed  BEFORE 
the  patient  is  ready  to  go  home  or  to  an  insti- 
tutional setting. 

Outline  of  Current  Utilization 
Review  Efforts 

It  has  been  the  position  of  the  Medical  As- 
sistance Program  to  meet  the  hospital  needs 
of  each  recipient  as  determined  by  his  physi- 
cian. Also,  Hospital  Utilization  Review  plans 
have  been  implemented  for  all  Medicaid  pa- 
tients regardless  of  age.  Utilization  Review 
Committees  are  expected  to  make  certain  that 
the  proper  physician  certifications  of  need  for 
hospital  stay  appear  on  the  chart  before  the 
12th  day  of  stay,  again  by  18  days  of  stay, 
and  at  least  every  30  days  thereafter.  Most 
hospitals  bring  each  case  to  full  committee  re- 
view as  an  ‘‘extended  duration  stay”  by  at 
least  2 1 days.  The  Virginia  Medical  Assistance 
Program  expects  the  committee  to  forward  a 
Long  Stay  Report  for  review  and  appropriate 
assistance  in  discharge  planning  when  a stay 
reaches  21  davs. 

J 

At  this  time  several  factors  relating  to  length 
of  hospital  stay  need  to  be  identified  and  re- 
emphasized. 

1.  The  General  Assembly  has  attached  the 
following  amendment  to  the  1972-74 
budget  bill. 

“In  the  administration  of  the  Medicaid 
program,  the  State  Department  of  Health 
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shall  take  affirmative  action  to  insure 
that  the  length  of  any  one  hospital  con- 
finement for  a patient  whose  hospital  ex- 
penses are  paid  from  the  appropriations 
in  Items  332  and  333  shall  not  exceed  15 
calendar  days  unless  certified  essential 
for  the  proper  treatment  of  the  patient.” 

2.  Many  hospital  Utilization  Review  Com- 
mittees are  not  submitting  Long  Stay 
Reports  as  required.  We  know  that  in 
some  cases  eligibility  determination  is 
prolonged  but  our  studies  show  this  not 
to  be  true  for  most  of  the  cases  not  re- 
ported. Physicians  should  know  that 
once  a Long  Stay  Report  is  forwarded, 
the  Virginia  Medical  Assistance  Program 
medical  and  nursing  staff  have  had  ex- 
cellent results  in  catalyzing  discharge. 

Changes  Effective  December  15,  1972 

The  following  procedures  are  required  by 
general  hospitals  participating  in  the  Medical 
Assistance  Program: 

1.  All  Utilization  Review  plans  require  a 
committee  review  of  all  cases  reaching 
14  days  stay,  as  soon  as  possible;  that  is, 
an  extended  duration  stay  is  defined  as 
one  reaching  14  days.  We  have  every 
reason  to  believe  this  definition  will 
shortly  be  required  by  Medicare. 

2.  Effective  December  15,  1972,  a Long 
Stay  Report  is  required  for  all  patients 
reaching  14  days  of  stay  to  be  received 
by  the  Virginia  Medical  Assistance  Pro- 
gram central  office  no  later  than  21  days 
following  admission. 

For  those  stays  over  14  days  where  the 
appropriate  Long  Stay  Reports  are  not 
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received  by  Virginia  Medical  Assistance 
Program,  the  invoices  will  not  be  paid 
but  will  be  set  aside  for  review  and  de- 
termination of  the  medical  necessity  for 
the  stay  as  a condition  for  payment. 

3.  No  changes  are  being  made  in  the  re- 
quirement for  timely  physician  certifica- 
tions of  need  for  hospitalization. 

4.  Short  term  inpatient  care  for  tubercu- 
losis and  psychiatric  illness  in  the  general 
hospital  is  defined  to  be  60  days  or  less. 
Stays  longer  than  60  days  are  not  cov- 
ered by  Virginia  Medical  Assistance  ex- 
cept on  the  written  approval  of  the 
Medical  Director,  Virginia  Medical  As- 
sistance Program.  Note  is  made  of  the 
fact  that  State  psychiatric  facilities  are 


available  for  inpatient  care  of  psychiatric 
illness. 

It  should  be  underscored  that  the  intent  of 
these  actions  is  not  to  limit  care  where  such 
inpatient  care  is  medically  necessary.  Experi- 
ence indicates,  however,  that  hospital  stays  can 
be  shortened,  and  also  that  discharge  planning 
for  the  indigent  patient  is  complex,  often  de- 
manding the  early  assistance  of  several  agen- 
cies. 

The  staff  of  the  Medical  Assistance  Program 
is  available  to  review  these  changes  with  hos- 
pital administrators  and  Utilization  Review 
Committees.  For  further  information  please 
contact  the  Virginia  State  Department  of 
Health. 


Burn  Victims  Suffer  Loss  of  Zinc  in  Body 


Loss  of  appetite  and  distaste  for  food  often 
are  difficult  problems  in  speeding  recovery  of 
patients  from  severe  burns.  The  burn  patients 
simply  don’t  eat  enough  to  meet  the  body’s 
caloric  needs.  Their  sense  of  taste  is  either 
completely  gone,  or  else  becomes  distorted. 
Foods  they  once  enjoyed  now  taste  bad  and 
they  won’t  eat  them. 

In  the  February  19th  issue  of  the  Journal 
of  the  American  Medical  Association , a group 
of  researchers  from  the  Experimental  Thera- 
peutics Branch  of  the  National  Heart  and 
Lung  Institute,  National  Institutes  of  Health, 
Bethesda,  Md.,  report  that  the  loss  of  appetite 
and  altered  sense  of  taste  is  caused  by  heavy 
loss  of  one  of  the  body’s  trace  metals— zinc- 
in  severe  burn  cases. 

Loss  of  sense  of  taste  is  known  medically 
as  hypogeusia.  Altered  sense  of  taste  in  which 


normal  foods  taste  bad  is  called  dysgeusia.  Loss 
of  appetite  is  known  as  anorexia. 

The  tests  were  conducted  with  19  patients, 
all  suffering  from  second-  and  third-degree 
burns.  The  patients  were  hospitalized  in  five 
different  burn  centers  in  the  eastern  United 
States.  Each  patient  was  tested  for  sense  of 
taste  in  four  qualities— salty,  sweet,  sour  and 
bitter.  Sixteen  of  the  19  suffered  from  hypo- 
geusia. Patients  were  then  tested  for  zinc  con- 
tent, and  all  were  found  to  be  below  normal. 

Next  step  in  the  research  study  will  be  to 
give  extra  zinc  to  burn  patients,  to  determine 
whether  it  will  correct  the  loss  of  appetite 
and  distortion  of  taste  that  often  makes  treat- 
ment of  severe  burns  much  more  difficult. 

In  the  research  group  are  M.D.s  I.  Kelman 
Cohen,  Paul  J.  Schechter  and  Robert  I.  Hen- 
kin.  Dr.  Cohen  is  now  with  the  Medical 
College  of  Virginia,  Richmond. 


Volume  100,  April,  1973 


369 


Medicare— Part  B . . 


Prosthetic  Devices 

Prosthetic  devices  (other  than  dental)  which 
replace  all  or  part  of  an  internal  body  organ 
(including  contiguous  tissue),  or  replace  all 
or  part  of  the  function  of  a permanently  in- 
operative or  malfunctioning  internal  body 
organ,  and  replacements  or  repairs  of  these 
devices,  are  covered  when  furnished  on  a 
physician’s  order.  Supplies  which  are  neces- 
sary for  the  effective  use  of  prosthetic  devices 
and  equipment  are  also  covered. 

The  following  are  some  examples  of  items 
and  equipment  that  are  considered  prosthetic 
devices.  Cardiac  pacemakers  and  maxillo-facial 
devices  are  covered;  also,  dialysis  (hemodialysis 
or  renal  dialysis)  equipment  used  in  the  treat- 
ment of  renal  failure  is  covered  as  a prosthetic 
device  which  replaces  the  function  of  a kidney. 

The  term  “internal  body  organ”  includes  the 
lens  of  an  eye  or  all  or  part  of  an  ear  or  nose. 
Prostheses  replacing  the  lens  of  an  eye  include 
post-surgical  lenses  customarily  used  during 
convalescence  from  eye  surgery  in  which  the 
lens  of  the  eye  was  removed.  In  addition,  per- 
manent lenses  are  also  covered  when  required 
by  an  individual  lacking  the  organic  lens  of 
the  eye  because  of  surgical  removal  or  con- 
genital absence.  Prosthetic  lenses  obtained  on 
or  after  the  date  that  an  individual’s  coverage 
period  under  Part  B begins  are  covered  even 
though  the  surgical  removal  of  the  crystalline 
lens  occurred  before  the  commencement  of 
coverage.  Subsequent  prosthetic  lenses  are 
covered  when  medically  required  because  of  a 
change  in  prescription.  In  addition,  combina- 
tions of  prosthetic  lenses  are  covered  when 
determined  to  be  medically  necessary  by  a 
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physician  to  restore  essentially  the  vision  pro- 
vided by  the  crystalline  lens  of  the  eye.  How- 
ever, coverage  does  not  extend  to  cataract  sun- 
glasses obtained  in  addition  to  the  regular  (un- 
tinted) prosthetic  lenses,  since  the  sunglasses 
duplicate  the  restoration  of  vision  function 
performed  by  the  regular  prosthetic  lenses. 

Prosthetic  lenses  are  not  considered  eye- 
glasses, which  are  specifically  excluded  from 
Medicare  coverage.  However,  the  general  ex- 
clusion from  coverage  of  refractive  services 
regardless  of  the  reason  for  them  means  that 
refractive  services  for  the  purpose  of  prescrib- 
ing or  providing  prosthetic  lenses  are  not 
covered. 

Prosthetic  devices  can  also  be  covered  under 
other  provisions  of  the  Medicare  law.  If  fur- 
nished under  the  appropriate  circumstances,  a 
prosthetic  device  is  covered  under  Part  B as 
a supply  furnished  incident  to  a physician’s 
services.  If  furnished  to  an  outpatient  of  an 
appropriate  hospital,  the  same  device  consti- 
tutes an  outpatient  hospital  service  covered 
under  Part  B.  If  furnished  to  an  inpatient  of 
a participating  provider  of  services,  the  device 
is  covered  as  an  inpatient  service  under  Part  A 
unless  Part  A benefits  are  exhausted  or  other- 
wise unavailable,  in  which  case  it  would  be 
covered  as  an  inpatient  ancillary  service  under 
Part  B. 

Dentures  are  excluded  from  coverage.  How- 
ever, when  a denture  or  a portion  thereof  is 
an  integral  part  (built-in)  of  a covered  pros- 
thesis (e.g.,  an  obturator  to  fill  an  opening  in 
the  palate)  it  is  covered  as  part  of  that 
prosthesis. 
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AMA-ERF— The  Funds  We  Collected 
for  Medical  Education 

We  are  proud  to  announce  that  as  of  Feb- 
ruary the  State  of  Virginia  has  collected  $11,- 
724.36,  which  includes  direct  contributions 
and  collections  from  the  following  counties— 
Alexandria  $50,  Danville  $100,  Fairfax  $1.60, 
Lynchburg  $1,294.54,  Northampton  $11.20, 


Northern  Neck  $135.90,  Richmond  $.60,  Roa- 
noke $405.15,  Rockingham  $50.40,  Southwest- 
ern $115  and  Wise  County  $5.40. 

This  year  it  is  more  important  than  ever  that 
you  work  to  meet  your  per  capita  quota  of 
$10.00  per  member.  The  government  has  de- 
creased the  funds  for  medical  schools  and  it 
is  our  responsibility  to  step  in  and  fill  that  gap. 

Your  county  chairman  will  be  selling  sta- 
tionery and  beautiful  placemats,  and  in  the 
spring  she  will  have  an  original  Frankie  Welsh 
scarf.  Please  think  in  terms  of  buying  and 
urging  all  your  friends  to  purchase  through 
AMA-ERF  for  confirmation,  birthdays  and 
graduation.  All  purchases  are  40%  tax  deduc- 
tible and  going  to  a good  cause— the  further- 
ance of  our  medical  profession. 

Mrs.  William  L.  Bekenstein 
Chairman , AMA-ERF 


A pacemaker,  as  most  people  know,  is  an  electrical  device  implanted  in  a 
heart  patient  to  regulate  his  heart  beat.  Now,  Canadian  physicians  have  de- 
vised a pacemaker  to  straighten  the  spine.  It  is  designed  to,  hopefully,  correct 
the  curved  spine  condition  known  as  scoliosis,  which  affects  mainly  young 
girls.  The  spinal  pacemaker  sends  out  impulses  which  put  the  muscles  con- 
trolling the  vertebrae  into  intermittent  spasms,  forcing  them  into  normal 
alignment,  said  Dr.  Walter  Bobechko  of  the  Hospital  for  Sick  Children  in 
Toronto.  The  device  has  been  tested  successfully  in  animals. 


It  has  long  been  known  that  many  of  those  parents  who  abuse  their  chil- 
dren were  themselves  abused  and  neglected.  Could  the  friendship  of  a moth- 
erly type  help  such  parents  break  the  abuse  syndrome?  St.  Luke’s  Hospital 
in  New  York  City  recently  announced  it  would  try  to  find  out  in  a new 
program.  Elderly  women  who  volunteer  are  to  visit  troubled  mothers  and 
talk  with  them,  acting  as  “friends”  rather  than  official  case  workers.  A sim- 
ilar project  in  Colorado  reportedly  had  some  success. 


Add  one  more  chapter  to  the  story  of  the  complex  human  body:  A team 
of  University  of  Chicago  and  Argonne  National  Laboratory  scientists  has 
discovered  that  the  optic  nerve,  which  transmits  signals  from  the  eye  to  the 
brain,  contains  1.2  million  individual  nerve  fibers. 
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Editorial  . . 


Combing  the  Beaches 

BERTRAND  RUSSELL  recounts  in  one  of  his  essays  how  a traveller  in 
Italy  offered  a lira  to  the  laziest  of  a group  of  twelve  beggars  lying  at  his 
feet.  Eleven  of  them  jumped  up  to  explain  the  depth  of  their  indolence  so 
he  gave  it  to  the  twelfth  who  stayed  where  he  was  and  said  nothing.  Char- 
acteristically, the  essay  is  entitled  “In  Praise  of  Idleness”. 

The  idleness  that  Lord  Russell  praises  is  a productive  idleness,  although 
he  does  not  censure  those  who  sit  and  think.  Psychologists  know  well  the 
urge  “to  get  away  from  it  all”  which  is  often  the  wish  expressed  by  the  busy 
physician.  Recent  articles  in  the  lay  press  have  described  the  increasing 
number  of  middle-aged  men  who  have  given  up  lucrative  employment  and 
returned  to  nature.  The  name  of  Paul  Gauguin,  (1848-1903)  the  tuberculous 
Impressionist  painter,  is  usually  cited  as  the  example  par  excellence  of  this 
phenomenon.  Gauguin,  a stockbroker,  deserted  his  wife  and  five  children 
and  took  off  for  Tahiti,  where  he  produced  his  colorful  native  paintings. 
Unfortunately,  he  also  contracted  syphilis  which,  with  tuberculosis,  was  vir- 
tually an  occupational  disease  of  artists  and  writers  during  the  last  century. 
No  doubt  Gauguin’s  detractors  rejoiced  that  he  had  been  punished  through 
the  pox  for  his  sins. 

Doctors  have,  in  recent  times,  become  the  envy  of  those  who  revere  the 
cult  of  the  “work  ethic”.  Many  of  them  toil  sixty,  even  eighty,  hours  a 
week  and  revel  in  the  martyrdom  which  comes  with  this  burden.  The  con- 
sequent urge  to  get  away  is  no  doubt  present  but  absolute  desertion  of  fam- 
ily and  calling  is,  happily,  uncommon.  There  are,  however,  indications  of  a 
move  back  to  the  more  gracious  days  when  the  squire  and  the  doctor  were 
the  cultural  nucleus  of  the  village.  Doctor  Livesey  must  have  spent  many 
happy  hours  with  Squire  Trelawney,  smoking  a churchwarden  over  a bowl 
of  punch,  before  he  set  off  for  Treasure  Island  with  Long  John  Silver.  Doc- 
tors again  seem  to  be  planning  their  time  to  allow  more  rest  and  relaxation; 
perhaps  this  trend  echoes  the  general  retreat  from  the  Puritan  view  that  the 
devil  finds  work  for  idle  hands  to  do. 

There  is  no  arguing  with  the  effect  of  automation  on  work  hours.  Unions 
and  employers  alike  are  accepting  the  idea  of  a four  day  work-week  and  the 
three  day  week  is  not  far  away.  The  distressing  fact  is  that,  instead  of  using 
the  free  time  to  acquire  or  extend  outside  interests,  many  of  those  released 
from  labor  are  seeking  additional  work.  W.  H.  Davies  (1871-1940),  the 
Welsh  poet,  spent  five  years  in  North  America  as  what  he  called  a “Super- 
Tramp”.  Begging  his  way  back  and  forth  across  the  continent,  he  lost  a leg 
while  riding  the  rods  in  his  final  journey  east.  It  may  have  been  this  en- 
counter with  fate  which  prompted  him  to  ask, 

What  is  this  life  if,  full  of  care, 

We  have  no  time  to  stand  and  stare. 
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No  time  to  stand  beneath  the  boughs 
And  stare  as  long  as  sheep  or  cows. 

No  time  to  see,  when  woods  we  pass, 

Where  squirrels  hide  their  nuts  in  grass. 

No  time  to  see,  in  broad  daylight, 

Streams  full  of  stars  like  skies  at  night. 

No  time  to  turn  at  Beauty’s  glance, 

And  watch  her  feet,  how  they  can  dance. 

No  time  to  wait  till  her  mouth  can 
Enrich  that  smile  her  eyes  began. 

A poor  life  this  if,  full  of  care, 

We  have  no  time  to  stand  and  stare. 

Obviously  today’s  physician  doesn’t  do  much  standing  and  staring.  His 
chief  escape  from  his  practice  is  to  go  to  a medical  convention  which  pro- 
vides relief  from  both  his  patients  and  his  income  taxes. 

When  one  reviews  the  varied  talents  among  medical  students  it  seems  a 
shame  that  many  of  them  put  aside  their  avocation  upon  graduation.  Too 
many  doctors  stagnate  in  what  Hazlitt  refers  to  as  “the  Ignorance  of  the 
Learned”.  Although  no  scientific  study  has  demonstrated  that  a cultured 
physician  has  the  edge  on  his  colleagues,  it  would  seem  reasonable  to  expect 
him  to  be  a better  human  being  for  having  an  interest  beyond  medicine, 
whatever  it  may  be.  It  would  also  soften  the  blow  of  retirement  felt  by 
many  doctors  if  they  had  some  moonlight  to  dispel  the  gloom.  After  all, 
what  could  be  sweeter  than  combing  the  beaches  of  a tropical  isle  under  a 
full  moon?  Certainly  not  the  daily  grind  of  urban  existence  which  ravels 
and  shrivels  men’s  souls— doctors’  among  them. 

Fred  j.  Spencer,  M.D. 


"A  New  Criterion'  — a Postscript 

PROMPTED  by  a guest  editorial  in  the  August  1970  Virginia  Medical 
Monthly,  a note  of  warning  appeared  in  the  same  issue  entitled  A New 
Criterion  for  Possible  Admission  to  UVa.  The  point  in  question  was  an 
“Evaluation  Program”  prepared  by  medical  faculty  members  in  order  that 
a crash  program  be  given  to  a group  of  academically  underprivileged  candi- 
dates for  possible  admission  to  the  medical  school.  The  plan  proposed  to 
give  an  intensive  summer  course  in  some  limited  field  of  medicine  with  the 
hope  that  previously  undiscovered  talent  would  surface  and  prompt  the 
Admissions  Committee  to  bring  this  potential  student  into  the  first  year  class 
despite  his  bleak  academic  background. 

The  evangelistic  zeal  that  permeated  the  guest  editorial  spoke  well  for 
the  essential  goodness  of  the  committeemen  who  proposed  the  plan  but  it 
raised  doubts  in  the  mind  of  the  writer  as  to  what  might  happen  to  the  Uni- 
versity. It  was  pointed  out  that  the  program  with  “the  primary  objective" 


Volume  100,  April,  1973 


373 


to  identify  individuals  who  otherwise  would  have  gone  unrecognized  by  the 
Admissions  Committee  led  inevitably  to  one  of  two  unpleasant  conclusions. 
Either  unqualified  students  would  be  admitted  to  the  medical  school  or  the 
Admissions  Committee  had  not  done  a very  good  job  in  recent  years.  The 
personnel  of  the  committee  made  the  latter  seem  unlikely. 

It  was  pointed  out  that  an  earlier  similar  program  at  the  University  School 
of  Law  was  not  repeated  the  following  year.  In  reviewing  the  original  edi- 
torial the  author  is  now  aware  a certain  note  of  uneasiness  may  be  sensed 
throughout  the  article,  but  the  underlying  sunny  nature  of  the  writer  showed 
through  in  the  final  paragraph  when  he  stated 

“It  is  risky  business  at  best,  but  now  that  this  ‘Evaluation  Program’  has 
been  embarked  upon,  it  is  to  be  hoped  that  it  will  prove  successful.  Pos- 
sibly the  best  ultimate  solution  would  be  to  encourage  the  enrollees  with 
the  greatest  aptitude  to  attend  the  medical  schools  with  the  largest  classes 
and  the  highest  academic  standards.  If  this  suggestion  is  followed,  and  the 
experiment  should  prove  unsuccessful,  relatively  less  harm  would  accrue  to 
the  strongest  institutions  than  to  the  University.  Perhaps  some  might  even 
matriculate  at  Harvard.” 

Hardly  had  the  August  issue  hit  the  street,  as  we  in  the  trade  like  to  call 
it,  before  the  writer  found  he  had  stuck  his  pen  in  a veritable  hornet’s  nest. 
Unfriendly  letters  came  from  members  of  the  student  body  and  faculty. 
The  author  was  led  to  believe  that  he  doubtless  was  also  critical  of  all  that 
was  great  and  good  in  America.  Fortunately  the  clamor  gradually  lessened; 
your  editor  bound  up  his  wounds  and  bided  his  time. 

At  a meeting  of  the  Advisory  Committee  of  the  University  of  Virginia 
Medical  Alumni  Association,  held  in  Williamsburg  last  January,  faculty 
members  invited  questions  from  the  audience.  One  of  the  associate  deans  was 
asked  about  the  salvage  rate  of  the  students  who  attended  the  crash  course 
in  the  summer  of  1970.  The  answer  seemed  rather  vague— he  thought  some 
may  have  been  admitted  to  other  medical  schools,  but  he  did  not  mention 
Harvard.  This  prompted  further  questioning  following  the  meeting  and 
it  was  learned  from  disinterested  persons  the  program  was— to  put  it  boldly— 
a flop. 

The  writer,  though  thoroughly  human,  is  reporting  the  facts  without  any 
degree  of  rancor  or  satisfaction.  Other  noble  experiments  have  come  to  grief 
in  more  rarefied  echelons.  True  it  is  that  a sizeable  amount  of  money  and 
goodness  knows  how  many  manpower  hours  of  effort  were  diverted  from 
more  worthwhile  activities,  but  the  medical  participants  doubtless  obtained 
a certain  degree  of  pleasure,  for  altruism,  like  virtue,  must  bring  its  own 
reward. 

The  writer  was  a little  relieved  to  learn  that  submarginal  students  were 
not  admitted  to  the  medical  school  with  the  attending  temptation  to  give 
them  subpar  degrees  after  four  years  of  residence.  The  University  of  Vir- 
ginia is  one  of  two  institutions  of  higher  learning  in  the  nation  that  has  never 
succumbed  to  bestowing  an  honorary  degree.  As  long  as  this  happy  state 
continues  every  parchment  with  the  seal  of  the  University  upon  it  is  an 
earned  one  and  it  hangs  a little  higher  by  reason  of  it. 

H.J.W. 
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Calendar  of  Events 

Virginia  Society  of  Anesthesiologists— Spring  meeting— Executive  Motor  Hotel 
—Richmond— April  14-15,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye, 
Ear,  Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 
Joint  Commission  on  Accreditation  Workshop— Sponsored  by  Virginia  Hos- 
pital Association  and  The  Medical  Society  of  Virginia— Sheraton  Inn,  Mili- 
tary Circle— Norfolk— April  17,  1973. 

Pediatric  Endocrine  Postgraduate  Conference— Sponsored  by  Department  of 
Pediatrics,  University  of  Virginia  School  of  Medicine— Charlottesville— April 
20-21,  1973. 

Medical  and  Chirurgical  Faculty  of  Maryland— Annual  Meeting— Civic  Center 
— Bal  iror:— April  25-27,  1973. 

Medical  Ethics— National  Conference  sponsored  by  Judicial  Council  of  Ameri- 
can Medical  Association— Washington  Hilton  Hotel— Washington,  D.  C.— 
April  26-28,  1973. 

Radiopharmaceuticals— Sponsored  by  Virginia  Chapter,  American  College  of 
Radiology— Boar’s  Head  Inn— Charlottesville— April  28-29,  1973. 

Virginia  Society  of  Ophthalmology  and  Otolaryngology— Annual  Meeting— 
The  Homestead— Hot  Springs— May  2-5,  1973. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Departments  of  Medi- 
cine, Microbiology,  Pathology,  Pediatrics  and  Division  of  Infectious  Diseases 
of  the  Medical  College  of  Virginia— Richmond— May  7-8,  1973. 

Preceptorship  Teaching  Workshop— University  of  Virginia  Family  Health  Cen- 
ter and  Howard  Johnson’s  Motor  Lodge— Charlottesville— May  18-19,  1973. 
Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Motor 
Inn— Fredericksburg— May  22-24,  1973. 

Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia 
—Richmond— May  25,  1973. 

Annual  Orthopedic  Alumni  Seminar— University  of  Virginia  Medical  School 
Auditorium— Charlottesville— May  31,  1973. 

Annual  Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic 
Surgery— Medical  College  of  Virginia— Richmond— June  1,  1973. 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 
The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

* * * * * 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  new  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  January: 

George  Henry  Agate,  M.D., 

Highland  Springs 

Nilda  Rivera  Ong  Ante,  M.D.,  Richmond 
Randolph  Graham  Bradshaw,  M.D., 
Radford 

Marino  Malgarejo  Cabiling,  M.D., 
Richmond 

Richard  Burton  Cover,  M.D.,  Manassas 
Macimo  Lopez  Cuesta,  M.D.,  Roanoke 
Louis  Stephen  Endsley,  M.D.,  Richmond 
Robert  Marvin  Epstein,  M.D., 
Charlottesville 

John  George  Feminella,  Jr.,  M.D., 
Petersburg 

Ruth  Foelsche,  M.D.,  Yorktown 
Kenneth  Edward  Greer,  M.D., 
Charlottesville 

Victor  Natividad  Guerrero,  M.D., 

Manassas 

Everett  Carter  Lyon,  Jr.,  M.D.,  Gainesville 
Joseph  Mooney,  M.D.,  Charlottesville 
Judy  Alvela  Sandique,  M.D.,  Arlington 
Philip  Siegel,  M.D.,  Norfolk 
Charles  E.  Smith,  M.D.,  Richmond 

County  Society  Officers. 

Patrick  Henry  Medical  Society.  Dr.  W. 
L.  Robbins,  Martinsville,  is  president  for  1973. 
Dr.  R.  E.  Rider,  Martinsville,  vice  president; 
Dr.  E.  M.  McDaniel,  Jr.,  Martinsville,  secre- 
tary-treasurer; and  Dr.  Geoffrey  Curwen 
Fieldale,  is  past  president. 

Officers  for  the  Rockingham  County  Medi- 
cal Society  for  1973  are:  President,  Dr.  J.  R. 
Ramser;  vice-president,  Dr.  Robert  McDon- 
ald; secretary,  Dr.  L.  D.  Burtner;  and  treas- 
urer, Dr.  R.  C.  Kohring.  All  are  from  Har- 
risonburg. 

Wise  County  Medical  Society— Dr.  Fred 
Booth,  Wise,  is  the  new  president;  Dr.  Charles 
Fuller,  Wise,  Dr.  Kurtz  Alderman,  Clintwood, 
and  Dr.  Jane  Toothman,  Coeburn,  are  vice- 
presidents;  Dr.  J.  M.  Straughan,  Wise,  secre- 


tary-treasurer; and  Dr.  Luis  Salcedo,  Norton, 
a new  member  of  the  Board  of  Censors. 

Dr.  Wyndham  B.  Blanton,  Jr., 

Richmond,  has  been  named  vice-president, 
Medical  Relations,  of  Charter  Medical  Cor- 
poration, a hospital  ownership  company  which 
operates  Grace,  Stuart  Circle  and  Westbrook 
Hospitals  in  Richmond.  He  assumed  his  new 
position  on  March  1st. 

Dr.  Blanton  has  been  in  private  practice  for 
some  twenty  years.  He  is  chairman  of  the 
Board  of  Visitors  of  Virginia  Commonwealth 
University  and  its  Medical  College  of  Virginia. 

Medical  Staff. 

The  1973  medical  staff  officers  of  the  Na- 
tional Orthopaedic  and  Rehabilitation  Hos- 
pital, Arlington,  are:  Dr.  Frederick  W.  Rook, 
Falls  Church,  has  been  re-elected  chief  of 
staff;  Dr.  Steven  M.  Levin,  Alexandria,  is 
vice  chief  of  staff;  Dr.  Rolf  Noer,  Arlington, 
re-elected  secretary;  Dr.  Thomas  McP.  Brown, 
Arlington,  re-elected  member  at  large;  and 
Dr.  Forrest  M.  Swisher,  Alexandria,  also  re- 
elected member  at  large. 

New  Departments  at  Medical  College  of 
Virginia. 

The  Board  of  Visitors  of  Virginia  Com- 
monwealth University  has  created  two  new 
departments  at  the  Medical  College  of  Vir- 
ginia. The  Department  of  Dermatology  is 
headed  by  Dr.  Kenneth  Blaylock  and  Dr. 
Cary  G.  Suter  has  been  named  chairman  of 
the  Department  of  Neurology.  Both  of  these 
departments  previously  existed  as  divisions  in 
the  Department  of  Medicine. 

Medical  and  Chirurgical  Faculty  of 
Maryland. 

The  175th  Annual  Meeting  of  the  Faculty 
will  be  held  at  the  Baltimore  Civic  Center 
April  25-27.  An  outstanding  scientific  pro- 
gram has  been  arranged  and  subjects  to  be  dis- 
cussed include  the  following:  Problems  in 

Ischemic  Heart  Disease;  Diseases  of  the  Colon; 
Difficult  and  Current  Problems  in  Treatment 
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TRADEMARK 


(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
courseof  therapy. Then, on  follow-up,  you’ll 
usually  find  that  nonstaining,  easy-to-use 
Sporostacin  Cream  has  finished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tubes...two  weeks 


Indication:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified  the  indication  as  follows: 

“Probably”  effective:  For  the  treatment  of  vulvovaginal  candidiasis. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 


Contraindications:  None  known.  Precautions:  Cases  of  sensitization  and  irritation  have  been  reported.  When 
noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a period  of  14 
days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Corporation*  Raritan,  New  Jersey  08869 
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of  Infectious  Diseases;  The  Family  Practice 
Approach  to  Management  of  Illness  in  the 
Academic  Medical  Setting;  Recognition  and 
Management  of  Common  Ocular  Problems; 
Why  Treat  Diabetes;  Current  Concepts  in  the 
Treatment  of  Cancer;  Modern  Trends  in  Ge- 
riatric Medicine;  Sexuality  and  the  Practice 
of  Medicine;  The  Problems  of  Polyarthritis; 
Lymphomas  of  the  Skin;  Post-Surgical  Res- 
piratory Insufficiency;  Plastic  Surgery;  Prob- 
lems of  Smell  in  Medical  Practice;  Chronic 
Renal  Failure  Patient;  Newborn  Emergencies; 
Therapeutics  of  Congestive  Heart  Failure;  and 
Lumbar  Discogenic  Disease. 

The  program  is  acceptable  for  thirteen 
credit  hours  by  the  American  Academy  of 
Family  Physicians  and  the  AM  A Physician’s 
Recognition  Award. 

A detailed  program  will  be  mailed  upon 
request  to  the  office  at  1211  Cathedral  Street, 
Baltimore,  Maryland  21201. 


Obituary . . . 

Dr.  George  Vranian, 

Richmond,  died  February  22,  having  been 
in  ill  health  for  some  time.  He  was  fifty-four 
years  of  age.  Dr.  Vranian  received  his  medical 
degree  from  the  University  of  Virginia  in 
1943  and  had  practiced  in  Richmond  for  more 
than  twenty  years.  He  was  a past  president 
of  the  parish  council  of  St.  James  Armenian 
Apostolic  Church.  Dr.  Vranian  had  been  a 
member  of  The  Medical  Society  of  Virginia 
since  1964. 

His  wife,  a daughter  and  two  sons  survive. 

Dr.  Martin. 

On  November  9,  1972,  at  the  age  of  39,  Dr. 
Donald  Lee  Martin  died  at  a local  hospital  end- 
ing two  years  of  courageous  battle  with  sarcoma. 

Dr.  Martin  was  born  and  raised  in  Louisville, 
Kentucky,  finishing  the  public  schools  there.  He 


Industrial,  General  and  Family  Practi- 
tioners 

For  family  and  industrial  type  practice  in 
new  Satellite  Clinic  on  the  fringe  of  a large 
metropolitan  area.  Multispecialty  group  ex- 
panding to  new  facility  from  20  to  40  in 
next  two  years.  Plan  at  least  three  satellite 
clinics  with  3 to  6 physicians.  Ample  free 
time.  Excellent  group  benefits  under  corporate 
umbrella.  For  full  information,  write  to 
“Satellite”,  care  Virginia  Medical  Monthly, 
4205  Dover  Road,  Richmond,  Virginia  23221. 
(Adv.) 

Best  Location — 

Best  price.  Excellent  facilities.  Almost  no 
remodeling.  All  in  Manassas,  Virginia.  Excel- 
lent for  orthopedic  surgeons,  neurologists,  and 
radiologists.  We  need  you. 

Call  Ruth  Green,  Marsh  Realty  at  361-6767 
for  an  appointment  or  write  9402  Grant  Ave- 
nue, Manassas,  Virginia  22110.  (Adv.) 


joined  the  Regular  Army  as  an  enlisted  man  and 
was  stationed  at  Fort  Jackson,  South  Carolina, 
where  he  learned  to  love  this  area  through  the 
eyes  of  a Richmond  girl.  When  he  left  for  duty 
in  England,  he  soon  took  her  back  there  with 
him  as  his  bride. 

When  discharged  from  the  Army,  he  settled 
his  growing  family  here  and  entered  the  Univer- 
sity of  Richmond,  transferring  credits  from  Cam- 
bridge University  and  the  University  of  Mary- 
land, earned  while  in  the  Army.  He  entered  the 
Medical  College  of  Virginia’s  School  of  Medicine 
in  1958  and  graduated  in  1962.  He  took  a year’s 
internship  at  Stuart  Circle  Hospital  and  the  resi- 
dency in  OB-GYN  at  the  Medical  College  of 
Virginia,  finishing  in  1966  and  began  private 
practice  in  Richmond  that  year. 

Don  was  appointed  in  1966  and  has  continued 
to  serve  on  the  faculty  at  the  Medical  College 
of  Virginia  in  the  OB-GYN  Department.  He 
was  Chief  of  the  OB-GYN  Division  of  Richmond 
Alemorial  Hospital  at  the  time  of  his  death  and 
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Halotestins  mg  tablets 

rluoxymesterone,  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment of  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism.  4. 
Impotence  due  to  androgen  deficiency.  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  jus!  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 
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who  have  been  proven  to  have  a hormone-de- 
pendent  tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation.  Hyper- 
calcemia. Liver  function  impairment.  Prepubertal 
males.  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued.  Watch  female  patients 
closely  for  signs  of  virilization.  Some  effects  may 
not  be  reversible.  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaculatory 
volume.  Gynecomastia.  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions.  Priapism.  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets 
For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  med  s-6-s  imahi 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


also  on  the  Staff  at  Stuart  Circle  Hospital,  St. 
Mary’s  Hospital,  and  Grace  Hospital.  He  had 
done  voluntary  charitable  service  with  St.  Ge- 
rards Maternity  Hospital,  Sheltering  Arms  Hos- 
pital, and  Evangeline  Booth  Home  and  Hospital 
of  the  Salvation  Army. 

Donald  Martin  was  a diplomate  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetrics 
and  Gynecology,  a member  of  the  Richmond  and 
the  Virginia  OB-GYN  Societies,  Richmond 
Academy  of  Medicine,  and  The  Medical  Society 
of  Virginia  among  other  professional  societies. 
A quiet,  devout  man,  he  attended,  taught,  and 
was  a deacon  in  his  church,  Ginter  Park  Presby- 
terian. He  was  an  ardent  flyer  and  a member 
of  The  Flying  Physicians  Association;  interested 
in  and  a member  of  various  chess,  music,  and 
fencing  organizations  as  well  as  youth  organiza- 
tions such  as  the  YMCA  Supporters.  He  was 
proud  of  his  devotion  to  his  wife  and  together 
they  were  trying  to  raise  their  four  children  with 
love  and  dedication— that  he  was  not  allowed  the 
time  to  see  this  accomplished  was  his  major 
regret. 

Donald  Fee  Martin  spent  most  of  his  adult 
lifetime  in  the  preparation  for  his  profession. 
This  time  had  few  comforts— polio  in  childhood 
made  some  physical  pursuits  untenable;  his  fam- 
ily could  not  support  his  college  plus  professional 
education;  and  his  adoption  of  two  children  soon 
after  marriage  would,  for  most,  have  ended  any 
educational  advancement.  Don  and  his  wife  saw 
this  education  through  for  twelve  years  to  his 
attainment  of  entry  into  practice— and  they  added 
two  children  of  their  own  during  that  time. 
After  entering  practice,  he  continued  to  steadily 
expand  his  knowledge  and  grasp  of  the  profession 
never  feeling  that  he  could  let  down— always  feel- 
ing that  a physician  owed  never  less  than  this  to 
those  who  entrusted  themselves  to  his  care.  He 
was  great  at  names  because  he  worked  at  it.  Pa- 
tients were  amazed  at  how  he  could  recall  their 
children’s  names,  their  husbands’  names,  where 
they  worked,  and  what  they  did.  Those  he 
worked  with,  and  all  his  contacts  will  remember 


always  this  gift  which  made  them  feel  that  he 
cared.  He  was  an  interesting  conversationalist- 
loved  to  talk— the  breadth  of  his  interests  and 
knowledge  amazed  you.  Books  on  myriad  sub- 
jects were  his  constant  joy,  speed  reading  was 
a forte;  he  was  ever  onto  a new  subject,  devour- 
ing whatever  sources  he  could  stir  up.  He  en- 
tered each  new  pursuit— fencing,  flying,  chess, 
tennis— with  terriffic  energy  and  drive.  Don  was 
honest,  straight  forward,  opinionated,  stubborn, 
loved  to  argue— a driver  of  himself,  he  expected 
near  perfection  from  others  and  often  said  so— 
always  to  your  face.  Sham  and  hypocrisy  he 
could  not  countenance;  his  tongue  could  be  very 
cutting.  Those  who  knew  him  well  understood 
these  things;  they  were  not  always  faults.  He 
thought  that  to  practice  medicine  was  the  high- 
est calling  a man  could  have  and  loved  every  min- 
ute that  he  could  work  at  it. 

To  those  of  us  who  worked  closely  with  this 
man,  he  was  about  the  bravest  person  that  we 
ever  met  or  heard  of.  One  doctor  said  that  his 
fight  against  his  final  illness  was  much  more  cour- 
ageous than  Fou  Gehrig’s. 

Don  entered  the  hospital  to  have  a simple  cyst 
removed  from  the  ankle,  but  awoke  to  find  it 
was  synovial  sarcoma,  and  he  would  have  to  have 
the  leg  amputated.  As  soon  as  the  surgery  was 
performed,  he  was  up  learning  how  to  use  the 
artificial  limb  and  went  right  back  to  full-time 
work.  He  studied  his  disease,  learned  from  books 
and  personal  correspondence  with  anyone  any- 
where that  might  know  something  of  the  cause, 
wrote  a journal  of  his  daily  progress,  took  his 
various  treatments,  suffered  the  metastases  and 
other  setbacks  without  complaint,  and  made 
everyone  associated  in  any  way  with  his  illness 
amazed  at  his  incredible  courage.  He  did  not  ever 
bemoan  his  lot  but  made  every  minute  he  had 
left  as  productive  as  he  could.  Don  left  behind 
many  who  feel  better  for  having  known  him— 
this  world  is  richer  for  his  life. 

Allen  J.  Awad,  M.D. 

Maurice  S.  Vitsky,  M.D. 

Philip  F.  Minor,  M.D.,  Chairman 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art ” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 
among  drug  products? 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  difference  ! 
in  bioavailability  and  clinical 
predictability  among  drug  products' 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite.numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability! 
More  Important  Than  Pr  e 

Although  the  questior  f 
price  has  been  greatly  [ 
aggerated,  it  is  true  tyt 
patients  can  on  occas  n 
save  money  on  gene  c 
drugs.  But  you  are  not  * 
ing  to  dare  attempt  to  s;  e 
money  if  it  jeopardizes  e 
patient’s  health.  Let’s  y 
turn  to  the  example  t it 
has  become  very  promin  t 
in  recent  years,  that  of  e 
cardiac  glycosides.  T1  y 
are  probably  the  most  tc  c 
drugs  we  use  with  resp  :t 
to  the  small  difference  y 
tween  a maximally  effed  e 
dose  and  a toxic  dose.  W1  n 
you  are  dealing  with  dr  s 
of  this  type,  the  first  cji- 
cern  must  be  clinical  \ 
dictability.  At  the  risk* 
variations  in  bioavaila  l- 
ity,  it  would  be  sheer  fey 
to  try  to  save  the  pati  it 
what  might  amount  o 
maybe  $10  or  $20  a yi  r. 
The  physician  cannot  m i- 
age  his  patient  unless  h is 
sure  that  the  drug  h<  .s 
prescribing  has  the  s£te 
positive  effect  each  t ie 
the  prescription  is  renevi. 
This  is  especially  sigj  i- 
cant  when  the  patient  ts  js 
the  product,  not  for  mon  s, 
but  for  the  rest  of  his  lif 
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Although  equivalence  of 
different  preparations  of  a 
ftrug  substance  may  be  de- 
fined by  certain  physical, 
chemical  or  biological  char- 
acteristics, identity  is  not 
always  assured  even  though 
these  characteristics  may 
be  described  in  compendia 
such  as  the  USP,  NF  or  de- 
fined by  other  specific 
Source  standards.  More- 
over, even  with  equivalent 
3rug  substances,  similar 
pharmaceutical  products 
pan  be  produced  by  differ- 
ent manufacturers  such 
that  these  products  are  bio- 
ogically  or  therapeutically 
nequivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
with  drug  substances  de- 
rived from  different  sources 
and  under  different  condi- 
tions, it  should  be  possible 
o establish  specifications  in 
sufficient  detail  to  minimize 
;he  potential  for  their  non- 
quivalence.  However, 
;here  is  general  agreement 
:hat  product  therapeutic 
equivalence  would  still  not 
ae  assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous — even  when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W..  Washington,  D.C.  20005 


therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
#*  p^orjpartfsrt1s,-*aCln;  • infectfd  bums*,  skin  grafts,  surg&aldncisions,  ®m  extern  J 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
'wt«t  * •Secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

k,  / • traumatic  lesions,  inflamed  or  suppurating  as  ai*esult  of  bacterial  infection. 

Prophy tactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS;  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  betaken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Each  gram  contains:  Aerosporin®  brand  Poiymyxin  B Su 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrol* 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  oz.  (approx.)  foil  pad 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words,  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller-type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

2002 V2  Staples  Mill  Road 
Richmond,  Virginia 

(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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Now 

form  follows 
function 

Only  Candeptin  (candiddin)  ...  m ^ . 

gives  you  this  unique  form .. . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES " 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule— the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient. . .for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours.1 
Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2  3*4 


Safe 

Exact  dosage  assured?*3 
No  side  effects,  clinical  reports  of  irritation  or 
sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin3  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!*4,6 In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2,3 

Unique 

CANDEPTINl  candicidin) 

VAGELETTES"  Vaginal  Capsules 
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Guest  Editorial 


Tay-Sachs  Disease-a  Preventable  Disorder 


TAY-SACHS  DISEASE  is  an  inherited  lethal  disorder  primarily  affecting 
the  central  nervous  system  which  occurs  approximately  one  hundred  times 
more  frequently  in  Askenazic  Jewish  children  as  compared  to  Gentiles  and 
Sephardic  Jews.  Approximately  ten  years  ago  it  was  shown  that  the  disorder 
is  due  to  the  deficient  activity  of  an  enzyme,  hexosaminidase  A,  which 
catabolizes  a normally  occurring  brain  ganglioside.  The  accumulation  of 
this  sphingolipid  in  the  central  nervous  system  leads  to  the  gradual  deteriora- 
tion and  inevitable  demise  of  an  affected  infant  who  had  previously  developed 
normally  for  the  first  six  to  eight  months  of  life.  Unfortunately,  no  cure 
is  available  or  imminent. 

During  the  past  five  years  an  accurate  procedure  for  the  quantitation  of 
hexosaminidase  A activity  in  serum  has  been  developed  which  permits  the 
identification  of  those  who  are  carriers  of  this  autosomal  recessive  disorder. 
Because  of  its  marked  predominance  in  Ashkenazi  Jews  (those  Jews  of 
European  and  Russian  ancestry  and  who  represent  90%  of  United  States 
Jews),  it  has  therefore  become  feasible  and  advisable  to  utilize  this  test  to 
screen  this  population  for  the  carrier  state.  Carrier  identification  is  valuable 
for  two  reasons:  1.  It  allows  identification  of  couples  in  the  childbearing  age 
who  may  both  have  the  abnormal  gene  and  therefore  are  at  a 1:4  risk  for 
having  a Tay-Sachs  infant,  and  2.  it  serves  to  alert  relatives  of  carriers  of  their 
very  high  risk  for  also  being  carriers.  A screening  program  conducted  by 
the  John  F.  Kennedy  Institute  at  Johns  Hopkins  University  School  of 
Medicine  in  the  Baltimore- Washington  area  over  the  last  three  years  has 
tested  over  10,000  Jews  and  found  a carrier  incidence  of  1:30. 

Two  alternatives  exist  when  a couple  are  both  found  to  be  carriers:  1. 
limitation  of  family  size  or  2.  therapeutic  termination  of  an  involved  fetus- 
amniocentesis  in  the  fourth  month  of  pregnancy  allows  culturing  of  sloughed 
fetal  skin  cells  and  an  accurate  assessment  of  the  enzyme  status  of  the  fetus. 

The  M.C.V.-Virginia  State  Health  Department  Tay-Sachs  Screening  Pro- 
gram has  been  in  operation  since  last  July;  in  this  program,  the  enzyme,  hexo- 
saminidase A is  assayed  in  the  serum.  After  an  intensive  educational  and 
publicity  effort  approximately  1000  Jews  have  already  voluntarily  availed 


themselves  of  this  service,  and  the  carrier  rate  of  1:30  previously  found  for 
the  Baltimore- Washington  area  is  prevailing  here  also.  Each  carrier  is  care- 
fully counseled  regarding  the  significance  of  the  finding  and  the  advisability 
for  carrier  testing  of  their  relatives.  If  all  of  the  adult  Jewish  population  in 
greater  Richmond  were  screened  (approximately  5000)  about  130  carriers 
(four  of  whom  would  be  married  to  carriers)  would  be  detected.  Addition- 
ally if  every  relative  of  a carrier  were  screened,  approximately  600  additional 
carriers  would  be  detected,  120  of  whom  would  be  in  the  child-bearing  age. 
Of  these  latter  120,  four  (1  in  30)  would  be  married  to  carriers  and  at  risk 
for  having  a Tay-Sachs  infant.  It  has  been  estimated  that  the  yearly  cost 
for  the  care  of  a Tay-Sachs  infant  (who  usually  lives  for  2-3  years)  is  $20,000. 
The  prevention  of  the  birth  of  only  one  Tay-Sachs  infant  will  justify  the 
cost  of  this  program.  Prevention  also  spares  the  parents  and  relatives  of  the 
indescribable  emotional  anguish  wrought  by  this  slowly  progressive  degen- 
erative disorder. 

Because  special  handling  of  the  blood  is  necessary  to  assure  precise  enzyme 
determinations,  blood  specimens  have  only  been  drawn  on  designated  screen- 
ing dates  at  a Jewish  community  center  or  on  appointment  at  the  Program’s 
testing  laboratory  at  M.C.V.  By  the  time  this  editorial  appears  the  last  of 
this  series  of  testing  will  have  taken  place  on  March  25.  Thereafter  it  is 
hoped  that  all  newly  married  Jewish  couples  will  be  tested  on  a continuing 
basis,  and  relatives  of  carriers  (independent  of  the  area  of  the  country  in 
which  they  live)  will  be  evaluated.  It  is  also  anticipated  that  this  service  will 
be  available  to  other  localities  in  the  Southeast  who  wish  to  conduct  a similar 
screening  program. 

Only  approximately  eight  other  cities  have  offered  or  plan  soon  to  offer 
this  service,  but  the  ability  to  prevent  the  birth  of  Tay-Sachs  infants  by 
carrier  detection  makes  it  imperative  that  all  Ashkenazi  Jews  have  the  op- 
portunity to  be  tested.  No  infant  with  Tay-Sachs  need  be  born  again.  What 
is  now  needed  is  an  awareness  and  understanding  by  the  medical  and  lay 
communities  regarding  the  significance  of  Tay-Sachs  carrier  detection 
programs. 

Peter  Mamunes,  M.D. 

Seymour  Bakerman,  M.D. 


Medical  College  of  Virginia 
Richmond , Virginia  23298 
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Failure  to  Demonstrate  a Hemolytic  Effect 
of  Phototherapy  on  Erythrocytes 


Hematocrit,  erythrocyte  content 
of  reduced  glutathione  (GSH), 
and  erythrocyte  autohemolysis 
were  studied  in  low  birth  weight 
control  and  light-treated  newborn 
infants  in  order  to  determine  the 
effect  of  therapeutic  levels  of 
phototherapy  on  erythrocytes. 

The  therapeutic  use  of  pho- 
totherapy for  treatment  of  hyperbili- 
rubinemia in  neonates  has  gained  increasing 
popularity  since  1968.  To  date  there  seems  to 
be  little  doubt  that  phototherapy  is  indeed  ef- 
fective in  reducing  neonatal  hyperbiliru- 
binemia.1 Light  is  thought  to  photo-oxidize 
bilirubin  to  biliverdin  and  into  other  ill-defined 
products.  From  the  time  of  its  first  use  many 
questions  have  been  raised  concerning  the  pos- 
sible detrimental  effects  of  phototherapy  upon 
the  neonate.  Two  preliminary  reports  sug- 
gested that  phototherapy  might  be  injurious 
to  the  neonate.2,3  In  1971,  Kopelman  and  as- 
sociates presented  evidence  which  suggested 
an  increased  rate  of  hemolysis  of  fetal  ery- 
throcytes exposed  to  light,  particularly  in  the 
presence  of  bilirubin.2  Changes  were  demon- 

From  the  Department  of  Pediatrics,  Medical 
College  of  Virginia,  Health  Sciences  Division, 
Virginia  Commonwealth  University. 

Statistical  analyses  were  supported,  in  part,  by 
Public  Health  Service  Research  Grant  RR00016- 
10  from  the  National  Institutes  of  Health. 
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Richmond,  Virginia 

strable  within  30  minutes  of  blue  light  irradia- 
tion. Blackburn  and  associates  have  also  shown 
that  exposure  of  erythrocytes  in  vitro  to  2000 
footcandles  of  light  decreased  erythrocyte 
reduced-glutathione  (GSH)  levels  only  slight- 
ly, but  significantly  increased  the  rate  of 
hemolysis  and  potassium  leakage  from  the  ceils. 
The  action  of  light  on  erythrocytes  was  en- 
hanced in  the  presence  of  bilirubin  (10  to  20 
mg/ 100  ml).  Their  subsequent  study  showed, 
however,  that  low  birth  weight  infants  exposed 
to  300  footcandles  of  cool  white  light  ex- 
hibited hematocrit,  hemoglobin,  and  GSH 
values  comparable  to  that  of  the  control  group 
receiving  no  phototherapy  during  the  first  six 
days  of  life.4  Our  objective  was  to  determine 
the  effect  of  therapeutic  levels  of  blue  light 
(200  footcandles)  at  birth  on  fetal  erythro- 
cytes and  on  erythrocytes  of  infants  at  seven 
to  nine  weeks  of  age. 

Methods  and  Materials 

Thirty-three  low  birth  weight  infants  (less 
than  2500  grams),  less  than  24  hours  of  age, 
were  randomly  assigned  to  one  of  two  treat- 
ment groups:  Group  1 (18  infants)  was  ex- 
posed to  blue  fluorescent  light  (Eight,  20  watt 
lamps,  F20T12/B,  Westinghouse,  Bloomfield, 
N.J.)  at  200  footcandles,  12  hours  daily  for 
four  days;  and  Group  2 (15  infants)  received 
no  therapy.  Excluded  were  infants  with  posi- 
tive Coomb’s  tests,  sepsis,  or  ABO  incompati- 
bility. All  infants  were  fed  Similac  with  Iron. 

Hematocrits,  determined  on  capillary  blood 
using  an  Adams  Micro-Hematocrit  Centrifuge 
(Clay  Adams,  Inc.,  New  York,  N.  Y.),  were 
obtained  on  day  five  in  all  infants,  and  at  seven 
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to  nine  weeks  of  age  in  1 2 of  15  control  infants 
and  10  of  18  light-treated  infants.  Some  in- 
fants in  each  group  did  not  keep  their  follow- 
up appointments. 

Erythrocyte  GSH  levels  and  autohemolysis 
were  studied  at  five  days  of  age  in  five  light- 


Results 

There  was  no  significant  difference  (p> 
0.05)  between  the  light-treated  and  control 
infants’  hematocrits  at  five  days  and  at  seven 
to  nine  weeks  of  age  (Table  1),  or  in  erythro- 
cyte GSH  concentrations  or  degree  of  auto- 


TABLE  1 


Influence  of  Phototherapy  at  Birth  on  Hematocrit 


Control 

Groups 

Phototherapy 

V 

Number  of  infants 

Birth  weight,  Kg  (mean  + S.D.) 

15 

1.82+0.09 

18 

1.91+0.07 

>0.05 

Hematocrit,  % (mean±  S.D.) 

at  5 days 

50.7  +4.5 

51.0  +5.4 

>0.05 

at  7-9  weeks 

30.6  +2.9* 

29.8  +2. Of 

>0.05 

*12  infants. 
tlO  infants. 

All  infants  were  fed  Similac  with  Iron. 


treated  infants  (1572-1990  grams),  and  nine 
infants  (1730-1990  grams)  who  were  not  sub- 
jected to  phototherapy.  Approximately  6 ml 
of  blood  were  collected  by  aseptic  femoral 


hemolysis  (Table  2).  Furthermore,  exposure 
of  adult  erythrocytes  to  200  footcandles  of 
blue  light  in  the  presence  of  high  concentra- 
tions of  bilirubin  did  not  reduce  the  level  of 


TABLE  2 

Effect  of  Phototherapy  on  Fetal  Erythrocytes  in  Vivo 


RBC  Analysis 

Control 

Groups 

Phototherapy 

V 

GSH  level,  mg%  (mean+  S.D.) 

Autohemolysis,  % (mean+  S.D.) 

73.4  + 12.6 

1.4+  0.6 

77.3  + 13.7 
1.4+  0.3 

>05 

>.05 

GSH-Reduced  glutathione. 

venipuncture  from  each  infant  for  these  deter- 
minations. GSH  levels  were  measured  by  the 
method  of  Beutler,5  and  autohemolysis  was 
determined  after  48  hours  of  erythrocyte  incu- 
bation at  37°C  by  the  method  of  Dacie.6 

Paired  samples  of  adult  blood  containing 
15  mg/ 100  ml  or  25  mg/ 100  ml  of  indirect- 
reacting  bilirubin  (Fisher  Scientific  Co.,  Pitts- 
burgh, Pa.)  were  prepared  in  the  dark  and 
then  exposed  for  two  hours  to  200  footcandles 
of  light,  at  a distance  of  40  cm  from  the  light 
source  (lamp-mattress  distance)  while  on  a 
test  tube  rocker,  or  stored  in  the  dark  and 
rocked  for  two  hours.  Erythrocyte  GSH 
levels  and  autohemolysis  were  then  deter- 
mined. 


GSH  in  these  cells,  nor  did  it  enhance  auto- 
hemolysis (Table  3). 

The  maximum  mean  daily  serum  bilirubin 
concentration  (±  S.E.)  in  the  control  group 
was  8.7  ±0.9  mg/ 100  ml,  and  in  the  photo- 
therapy group  it  was  6. 3 ±0.5  mg/ 100  ml 
(p<0.05);  both  peaks  occurred  on  the  fourth 
day  of  life. 

Discussion 

Our  findings  suggest  that  phototherapy  with 
blue  fluorescent  light  at  levels  of  200  foot- 
candles has  no  apparent  immediate  effect  on 
the  hematocrits,  erythrocyte  GSH  concentra- 
tions, and  degree  of  autohemolysis  in  low  birth 
weight  newborn  infants.  The  finding  of 
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TABLE  3 


Effect  of  Blue  Light  on  Bilirubin-Treated  Adult  Erythrocytes  in  Vitro 


Groups 

Serum  Bilirubin  Concentration 

15  mg% 

25  mg% 

RBC 

GSH  level, 
mg% 

RBC 

Autohemo- 

lysis% 

RBC 

GSH  level, 
mg% 

RBC 

Autohemo- 
lysis, % 

Control  (no  light) . . . . 

62.0* 

2.2 

60.5 

0.54 

(2.3,2. 1) 

(57.0,64.0) 

(0.96,0.52) 

Light 

74.1 

2.0 

69.1 

0.76 

(70.5,77-6) 

(1.7, 2. 3) 

(68.0,70.1) 

(0.74,0.78) 

‘Single  determination. 
GSH-Reduced  glutathione. 


“normal”  hematocrit  levels  in  light- treated 
infants  at  seven  to  nine  weeks  of  age  suggests 
that  there  is  also  no  clinically  apparent  delayed 
effect  on  the  erythrocyte.  Furthermore,  the 
in  vitro  studies  failed  to  demonstrate  that  pho- 
totherapy increases  erythrocyte  susceptibility 
to  spontaneous  lysis,  or  that  high  concentra- 
tions of  indirect-reacting  bilirubin  enhance 
hemolysis  of  adult  erythrocytes  exposed  to 
light. 
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Prenatal  Detection  of  Mental  Retardation 


It  is  sometimes  possible  to  ac- 
curately predict  mental  retarda- 
tion as  well  as  some  other  con- 
genital anomalies  by  the  20th 
week  of  pregnancy.  This  is  es- 
pecially true  in  that  group  of 
fetuses  with  chromosome  anom- 
alies. 

THE  BIRTH  OF  A CHILD  with  severe 
mental  retardation  or  irremediable  deformi- 
ties is  a tragedy  for  parents  and  a financial  bur- 
den for  society.  It  is  estimated  that  3%  of 
persons  in  the  United  States  are  mentally  de- 
fective, an  incidence  which  underscores  the 
importance  of  searching  out  etiologies,  pre- 
ventions, and  cures  of  those  congenital  diseases 
which  cause  mental  retardation.  Two  distinct 
groups  of  disorders  associated  with  mental  re- 
tardation may  be  diagnosed  in-utero  by  evalu- 
ation of  fetal  cells  obtained  by  transabdominal 
amniocentesis.  These  are:  several  inborn  met- 
abolic errors  and  most  common  chromosome 
diseases.  As  yet,  antenatal  diagnosis  of  the 
metabolic  diseases  is  available  in  few  medical 
centers  and  is  appropriate  only  to  selected  pop- 
ulations, primarily  women  who  have  already 
delivered  an  afflicted  child.  Much  remains  to 
be  done  to  improve  reliability,  decrease  ex- 
pense and  increase  the  number  of  inborn  errors 
of  metabolism  which  can  be  detected  in-utero. 

Fetuses  with  chromosome  anomalies  are  the 
largest  group  of  patients  who  can  be  deter- 
mined before  birth  to  face  life-long  mental 
retardation.  Fetal  cells  are  present  in  amniotic 

From  the  Chromosome  Research  Laboratory, 
Department  of  Neurology,  University  of  Vir- 
ginia School  of  Medicine. 


JAMES  Q.  MILLER,  M.D. 
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fluid.  Their  chromosomes  accurately  indicate 
the  karyotype  present  throughout  life.  Chro- 
mosome anomalies  which  may  occur  as  arte- 
facts of  culture  usually  can  be  recognized  and 
accurate  assessment  of  fetal  chromosome  con- 
stitution determined. 

Although  chromosome  analysis  of  amniotic 
fluid  is  expensive  and  not  widely  available,  it 
is  an  important  part  of  good  prenatal  care  for 
several  groups  of  patients.  It  is  but  one  portion 
of  adequate  genetic  counselling  and  usually  is 
decided  upon  and  performed  in  the  same  insti- 
tution where  facilities  for  appropriate  cell  cul- 
ture and  cytogenetic  study  exist.  However, 
fluid  obtained  elsewhere  may  be  shipped  under 
sterile  condition  and  cultured  successfully,  as 
is  the  case  with  heparinized  blood  specimens 
for  leukocyte  chromosome  culture.  No  abso- 
lute indications  for  diagnostic  amniocentesis 
exist  in  chromosome  disorders  and  each  patient 
merits  individual  consideration.  Proper  candi- 
dates include1  women  known  to  carry  a chro- 
mosome deletion  or  translocation,  those  who 
previously  have  produced  a child  with  chro- 
mosome error  or  sex-linked  disease,  women  in 
older  childbearing  years,  and  women  with  sev- 
eral spontaneous  abortions  or  malformed  chil- 
dren if  no  other  cause  can  be  found  (the 
products  of  up  to  40%  of  spontaneous  abor- 
tions are  cytogenetically  abnormal).  Initial 
experiences  with  antenatal  diagnosis  at  the 
University  of  Virginia  Chromosome  Research 
Laboratory  form  the  basis  of  this  paper. 

Method 

Transabdominal  amniocentesis  by  skilled 
hands  is  safe  for  both  mother  and  infant.  It  is 
best  performed  during  the  16th  or  17  th  week 
of  gestation  when  15  to  20  cc.  of  fluid  can  be 
withdrawn.2  The  fluid  contains  cells  derived 
from  the  fetus  which  lend  themselves  to  suc- 
cessful culture  and  there  is  opportunity  for 
intervention  at  the  20th  week  of  pregnancy 
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if  therapeutic  abortion  is  decided  upon.  Four 
or  more  weeks  are  usually  required  for  cell 
culture. 

Sterile  amniotic  fluid  is  centrifuged  for  fif- 
teen minutes  at  250  RPM.  After  removal  of 
supernatant,  cells  are  suspended  in  culture  me- 
dium and  incubated  undisturbed  for  ten  days. 
Thereafter,  media  is  changed  twice  weekly 
until  small  colonies  of  cell  growth  are  visible, 
when  they  are  subcultured.  Subculture  con- 
sists of  loosening  cells  with  trypsin  so  the  orig- 
inal colony  may  be  divided  into  two  new 
flasks.  Several  subcultures  are  mandatory  when 
a female  karyotype  is  found,  for  occasionally 
a few  maternal  cells  survive  initial  culture  but 
do  not  remain  in  subcultures.3  When  cell  quan- 
tity is  sufficient,  colchicine  is  added  to  arrest 
division  at  metaphase  and  cells  are  isolated, 
fixed  and  stained  with  Giemsa  for  microscopic 
examination.  The  chromosomes  in  twenty 
metaphase  spreads  are  counted  whenever  pos- 
sible and  at  least  five  cells  analyzed  completely. 
If  the  culture  is  suboptimal,  more  cells  must 
be  counted  and  analyzed.  Photographs  are 
made  and  karyotypes  prepared  according  to 
Denver  and  Chicago  conventions.  None  of  28 
amniotic  fluid  cell  cultures  done  to  date  in 
this  laboratory  has  had  a chromosome  error. 
All  but  two  have  accurately  predicted  fetal 
sex. 

Cytogenetic  Evidence  of  Mental 

Retardation 

The  association  between  chromosome  de- 
fects and  mental  retardation  was  first  estab- 
lished by  investigators  using  peripheral  leu- 
kocytes or  fibroblasts  as  cells  for  culture.  Dur- 
ing the  past  ten  years,  365  of  2,000  cultures 
in  this  laboratory  were  abnormal.  The  clinical 
status  of  these  patients  is  similar  to  that  found 
by  other  investigators:1,4'7  all  major  autosomal 
anomalies  are  accompanied  by  mental  retarda- 
tion and  mental  subnormality  is  frequent  in 
sex  chromosome  disorders.  These  are  tabu- 
lated in  Figure  1. 

Mongolism 

Mongolism,  or  Down’s  syndrome,  is  the 
most  frequent  chromosome  disorder  associated 


with  mental  retardation  which  can  be  diag- 
nosed in-utero.  It  illustrates  many  of  the 
problems  encountered  in  selecting  patients  for 
amniocentesis.  Mongolism,  a syndrome  of 


i iitHI  I-l-l— s i: 


§ § I)  oft h A 2 & I V n 

3 4 5 6 


K * |»  Jr y>  vi — i 


Fig.  1.  Seven  chromosome  anomalies  associated  with 
mental  retardation  are  identified  by  asterisks.  This  is 
an  artificial  karyotype  for  illustration:  1— short-arm 

4 deletion;  2— short-arm  5 deletion;  3— ring  13-15  chro- 
mosome; 4— trisomy  13-15;  5— translocation  15/21;  6— 
trisomy  18;  7— trisomy  21. 

multiple  anomalies,  occurs  in  approximately 
one  of  every  600  live  births  in  the  United 
States  and  accounts  for  approximately  10%  of 
all  institutionalized  defectives.  Death  in  in- 
fancy is  frequent  and  usually  attributable  to 
cardiac  anomalies,  but  many  mongoloid  chil- 
dren live  into  the  fifth  and  sixth  decade.  Sur- 
viving infants  have  essentially  the  same  death 
rate  as  other  members  of  the  general  popula- 
tion through  age  40  and  death  in  childhood  is 
by  no  means  expected.  Mental  retardation  is 
constant,  few  mongols  achieve  independence 
and  essentially  all  are  life-long  wards  of  fam- 
ily or  institution.  As  in  all  chromosome  dis- 
orders, the  incidence  of  mongolism  increases 
with  advancing  maternal  age.  The  estimated 
risk  of  bearing  a mongol  child5  is  about  1:2000 
for  women  less  than  20  years  of  age  compared 
to  1:46  at  45  years  of  age  and  older.  The  cells 
of  patients  with  mongolism  regularly  possess 
extra  genetic  material.  In  the  offspring  of  both 
older  and  younger  mothers,  this  is  usually  an 
additional  distinct  chromosome  21  (trisomy 
21).  Four  to  six  percent  of  patients  with 
Down’s  syndrome  have  the  extra  chromosome 
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attached  (translocated)  onto  another  acrocen- 
tric chromosome,  either  15/21  or  21/21  trans- 
location. This  is  the  chromosome  defect  most 
likely  to  be  transmitted  from  parent  to  child, 
but  less  than  2 % of  all  mongols  inherit  a trans- 
location chromosome  from  a parent.  Twenty- 
one  trisomy  is  usually  a sporadic  event,  but 
there  is  slightly  increased  risk  of  mongolism  to 
a child  born  into  a sibship  already  containing  a 
21  trisomic  mongol.6  Amniocentesis  is  helpful 
in  management  of  every  mother  who  has  borne 
a mongol  child  and  should  be  mandatory  if 
she  is  known  to  have  translocation  herself. 

Other  Autosomal  Diseases 

Two  other  autosomal  trisomies  are  asso- 
ciated with  severe  mental  retardation,  13-15 
trisomy  and  18  trisomy.  Anomalies  of  many 
organs  are  present.  In  13-15  trisomy,  gro- 
tesque facial  deformity  is  frequent  and  many 
patients  have  a structural  brain  anomaly.  Men- 
tal subnormality  is  also  present  in  the  two 
most  common  autosomal  deletion  syndromes, 
where  there  is  loss  of  a part  of  the  short  arms 
of  chromosome  4 or  5. 

Sex-Chromosome  Disorders 

Antenatal  prediction  of  mental  retardation 
is  not  possible  in  disorders  of  the  X and  Y 
chromosome.  The  two  most  frequent  syn- 
dromes, 45  (XO)  Turner’s  syndrome  and  47 
(XXY)  Kleinfelter’s  syndrome,  are  associated 
with  low  intelligence  in  approximately  12% 
and  25%  of  patients  respectively.  Mental  re- 
tardation is  more  frequent  in  multiple-X  and 
multiple-Y  patients,7  but  more  information  is 
needed  to  establish  the  frequency  and  severity 
of  intellectual  defect. 

Advantages  of  Amniocentesis 
Cytogenetics 

There  currently  is  no  cure  for  cytogenetic 
errors,  yet  antenatal  study  can  be  very  helpful. 
Assurance  that  fetal  chromosomes  are  normal 
does  much  to  relieve  anxiety  in  parents  of  a 
cytogenetically-defective  retarded  child,  es- 
specially  when  the  parent  himself  carries  a 


translocation  chromosome  and  is  identified  as 
the  person  contributing  it  to  the  child.  In 
other  instances,  a chromosome  defect  may  be 
found  which  is  known  to  be  associated  with 
such  disastrous  consequences  (multiple  con- 
genital anomalies  and  extreme  mental  subnor- 
mality) the  fetus  must  be  considered  for  ther- 
apeutic abortion.  These  defects  are  1 8 trisomy, 
13-15  trisomy,  and  B-short  arm  deletions  (4p- 
and  5p-).  Many  other  chromosome  errors, 
D-rings  and  other  deletion  syndromes,  will 
probably  be  added  as  more  patients  are  found. 
Many  advocate  abortion  for  mongolism,  while 
others  denounce  it.  Proper  antenatal  manage- 
ment is  complex,  for  intelligence  approaching 
low  normal  has  been  observed  in  a few  chil- 
dren with  mongolism  and  many  families  will 
attest  the  worth  of  a child  or  sibling  with 
Down’s  syndrome  in  their  midst.  An  addi- 
tional use  of  prenatal  chromosome  study  is 
determination  of  fetal  sex  where  there  is  fam- 
ily history  of  severe  X-linked  recessive  disease 
such  as  pseudohypertrophic  muscular  dystro- 
phy or  hemophilia. 

Problems 

The  presence  of  normal  fetal  chromosomes 
is  no  guarantee  of  a normal  child.  Antenatal 
cytogenetic  diagnosis  has  many  limitations, 
and  parents  and  other  interested  persons  must 
be  informed  of  them.  Minor  chromosome 
anomalies  may  be  missed  even  though  recent 
technical  advances,8  autoradiography,  quina- 
crine  fluorescence  and  Giemsa  banding,  permit 
great  accuracy.  Occasional  patients  are  mo- 
saics: persons  with  cells  of  two  or  more  dif- 
ferent chromosome  patterns.  Prediction  of 
their  clinical  status  is  risky.  For  example,  mo- 
saic patients  having  both  normal  and  2 1 
trisomy  cells  vary  from  being  normal  to  se- 
verely mongoloid.1 

Another  problem  arises  if  a definite  chro- 
mosome error  is  identified  whose  relationship 
to  mental  retardation  or  congenital  deformity 
is  unknown  or  misunderstood.  Abortion 
should  not  be  considered  for  those  chromo- 
some defects  whose  significance  is  in  doubt. 
An  example  is  illustrated  in  figure  2.  A child 
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with  mental  retardation  was  found  to  have 
loss  of  G long-arm  chromosome  material.  This 
defect,  often  called  a Ch  or  Christchurch  chro- 

A * A 


A A * 

Fig.  2.  Chromosomes  21-22  for  two  cells.  The  Ch  chro- 
mosome [46  (XX)  Gq-]  is  on  the  right. 

mosome,  was  not  definitely  related  to  her 
mental  subnormality,  for  it  was  present  in  her 
unafflicted  father,  two  uncles  and  three  sib- 
lings. (Figure  3) 

Propositus  0 

CH  Chromosome  % 

No  CH  Chromosome  0 

Not  Tested  O 

Dead  q 


Fig.  3.  Pedigree  of  Family  F.  Seven  members  of  two 
generations  have  an  abnormal  21-22  chromosome.  They 
are  clinically  alike.  Only  the  propositus  is  mentally 
retarded. 

Amniocentesis  should  occur  early  enough 
in  pregnancy  to  permit  consideration  of  ther- 
apeutic abortion.  This  is  often  a problem  in 
older  women.  They  are  most  likely  to  bear 
cytogenetically  defective  children,  but  most 
older  mothers  in  many  clinics  seek  prenatal 
care  late  in  pregnancy  when  abortion  is  dif- 
ficult. 

When  sex-linked  recessive  disease  is  present 
in  a sibling,  the  determination  of  fetal  sex 
poses  another  ethical  problem  for  patient  and 
physician.  A male  offspring  with  a disease 
such  as  severe  X-linked  hemophilia  has  a 50% 


chance  of  being  ill,  a disadvantage  to  his  fam- 
ily and  little  opportunity  to  produce  children. 
A female  has  the  same  chance  of  being  a car- 
rier who  will  be  well  herself  but  able  to 
contribute  her  defective  X chromosome  to 
future  generations.  There  is  a question  as  to 
whom  to  abort,  especially  since  50%  of  either 
sex  will  be  normal.  What  is  needed  are  meth- 
ods to  determine  fetal  carriers  of  X-linked 
disorders. 

Conclusion 

Antenatal  cytogenetic  diagnosis  is  at  an 
early  stage  of  development  with  limited  use- 
fulness, but  it  has  the  prospect  of  development 
into  a major  asset  in  the  future.  Physicians 
who  deal  with  mentally  defective  children  and 
their  parents  must  inform  themselves  of  the 
uses  of  prenatal  diagnosis  and  be  prepared  to 
counsel  parents  as  the  general  public  becomes 
aware  of  these  procedures.  In  an  instance  of 
fetal  chromosome  abnormality,  the  physician 
must  not  arrogantly  impose  his  own  ethical 
concepts  onto  parents,  but  rather  sympathet- 
ically share  his  professional  expertise  in  as 
impartial  and  honest  manner  as  possible.  When 
the  parents  are  well  informed,  their  best  judg- 
ment should  strongly  influence  the  physician. 

No  formula  exists  to  determine  when  to 
interrupt  pregnancy.  Therapeutic  abortion 
falls  pitifully  short  of  medicine’s  goal  to  pro- 
vide good  health  to  everyone  possible  and  it 
is  attended  by  carefully  considered  and  con- 
flicting viewpoints.  Abortion  seems  clearly 
indicated  for  chromosome  defects  such  as  13- 
15  or  18  trisomy,  where  deformity  and  re- 
tardation are  so  severe  as  to  render  the  victim 
essentially  subhuman.  Parents,  who  do  so  wish 
it,  deserve  to  be  spared  the  agony  of  such 
offspring.  In  other  instances,  antenatal  diag- 
nosis may  predict  less  severe  life-long  mental 
retardation.  Parents,  physician,  clergyman  and 
lawyer  must  assess  this  information  to  reach 
a right  decision.  The  complicated  questions 
with  which  they  strive  emphasize  the  impor- 
tance of  finding  basic  causes  and  means  to 
prevent  the  disastrous  and  socially  important 
chromosome  abnormalities. 
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American  Children  Among  World's  Biggest 


American  children  rank  among  the  world's 
biggest.  That  includes  the  poor  kids,  too. 
Data  from  the  U.  S.  Public  Health  Service, 
reported  in  AMA  Update , a publication  of  the 
American  Medical  Association,  shows  that 
American  children,  both  white  and  black,  rank 
among  the  biggest  in  the  world. 

White  American  children  are  in  the  top 
group— both  in  height  and  weight— as  com- 
pared to  European  children,  and  black  Amer- 
ican youngsters  (at  8 years  of  age)  appear  to 
be  taller  than  their  tallest  African  counter- 
parts. 

There  has  been  a steady  and  regular  in- 
crease in  height  and  weight  of  American 
children  over  the  past  90  years.  Children  now 
average  10  per  cent  taller  and  15  to  30  per 
cent  heavier. 

* At  age  6,  American  boys  are  slightly  taller 
and  heavier  than  the  girls.  But  by  age  1 1 , the 
girls  are  larger.  That’s  generally  true  both 


for  white  and  black  youngsters. 

* Boys  of  both  races  are  essentially  the  same 
height  throughout  the  6-11  age  range,  but 
white  boys  tend  to  be  slightly  heavier  than 
their  black  peers  at  every  age. 

* Black  girls,  on  the  other  hand,  are  taller 
than  white  girls  their  age  throughout  this  span. 
Although  they  weigh  slightly  less  than  age  1 1 , 
black  girls  then  become  taller  and  heavier 
than  white  girls. 

* Between  big  cities  and  small  farming  com- 
munities, there  is  no  significant  difference  of 
height  or  weight  among  children  of  otherwise 
similar  socioeconomic  backgrounds. 

The  survey  found  that  the  socioeconomic 
status  of  the  parents  seems  to  have  a direct 
bearing  on  the  height  and  weight  of  the  chil- 
dren. The  higher  the  family  income,  the  taller 
and  heavier  the  children  will  tend  to  be.  Like- 
wise, the  better  educated  the  parents  are,  the 
taller  and  heavier  are  the  children. 
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Total  Hip  Replacement 

Its  Application  to  Various  Hip  Disorders 


This  study  involved  49  hips  in  38 
patients  with  various  disabling 
hip  disorders.  Good  results  have 
been  obtained  with  the  operation 
described. 

HE  PURPOSE  OF  THIS  PAPER  is  to 
describe  the  results  of  the  procedure  in- 
troduced originally  by  Dr.  John  Charnley, 
utilizing  a metallic  stem  prosthesis  inserted  into 
the  femoral  shaft  and  a polyethylene  socket  for 
the  acetabulum.  Both  portions  of  the  new  hip 
joint  are  properly  secured  into  their  respective 
locations  utilizing  an  acrylic  filler  which  will 
be  referred  to  chemically  as  Polymethyl 
Methacrylate. 

The  goals  of  reconstructive  surgery  are: 

1.  Improved  motion 

2.  Relative  freedom  from  pain 

3.  Stability  of  the  hip  and  a relatively 
normal  gait 

4.  Early  post-operative  weight  bearing 

Various  type  sockets  have  been  used  for 
placement  into  the  acetabulum.  A metallic 
acetabular  socket  was  used  originally,  but  was 
found  to  cause  a vaulting  and  less  desirable 
gait  than  the  plastic  socket  now  being  used. 
This  probably  is  explained  by  the  imperfect 
lubrication  of  the  metallic  joint  and  higher 
coefficient  of  friction,  it  has  been  felt  by 
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Charnley  that  over  a longer  period  of  time 
the  conditions  for  film  lubrication  in  the  metal 
to  metal  joint  probably  becomes  less  favorable 
as  the  diameter  of  the  femoral  head  is  reduced 
due  to  wear.  Teflon  has  also  been  used  in  the 
past,  but  it  fragmented. 

High  molecular  weight  Polyethylene  is  now 
being  used  in  the  Charnley  and  Charnley 
Mueller  acetabular  sockets.  This  has  been 
found  to  have  little  fragmentation  and  wear 
over  a long  period  of  time. 

Methyl  Methacrylate,  a self  curing  acrylic 
cement,  was  first  synthesized  in  1902.  It  is 
composed  of  carbon,  hydrogen  and  oxygen 
atoms  and  it  is  a volatile  liquid  which  slowly 
polymerisates  into  a solid  resin  with  the  ad- 
dition of  a chemical  initiator.  No  allergic 
reactions  to  this  compound  have  been  seen. 
Tests  carried  out  over  an  eighteen  year  period 
shows  that  the  material  is  well  tolerated  in 
human  tissue.  Compressive  and  tensile  strength 
were  approximately  75%  that  of  normal  can- 
cellous bone.  Although  a place  remains  for 
osteotomy  of  the  femur,  cup  arthroplasty, 
arthrodesis  of  the  hip,  and  resection  of  the 
femoral  head  and  neck  (Girdlestone  Pro- 
cedure), the  low  friction  arthroplasty  of  the 
hip,  as  described  bv  Charnley,  allows  us  to 
rehabilitate  patients  previously  considered  in- 
operable. 

In  this  study,  the  patient  received  500  mgs. 
of  Kantrex  intramuscularly  with  pre-operative 
medications  and  then  receives  two  grams  of 
Staphciliin  or  two  grams  of  Keffin  intrave- 
nously during  surgery.  Patients  also  receive 
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Cortisone  Acetate  when  they  have  been  pre- 
viously on  exogenous  steroids. 

Post-operatively  the  patients  received  five 
days  of  antibiotics  prophylactically  including 
one  gram  of  Staphcillin  intravenously  q.  four 
hours  and  500  mgs.  of  Kantrex  IM  q.  twelve 
hours.  When  Cortisone  Acetate  is  given  it  is 
gradually  tapered  post-operatively  back  to  the 
maintenance  dose  of  steroids. 

The  patients  are  allowed  to  sit  in  a chair 
on  the  second  post-operative  day.  A program 
of  muscle  setting  and  breathing  exercises  are 
started  on  the  first  post-operative  day.  When 
sitting  in  a chair  or  on  the  edge  of  the  bed, 
a pillow  is  maintained  between  the  thighs  to 
prevent  adduction.  An  attempt  is  also  made 
to  prevent  excessive  flexion  or  external  rota- 
tion. When  sitting  in  a chair,  the  feet  are 
not  allowed  to  be  more  than  four  to  six  inches 
off  the  ground.  Traction  is  discontinued  after 
48  to  72  hours.  Range  of  motion  exercises  of 
an  active  assistive  nature  are  started  on  the 
fourth  or  fifth  post-operative  day.  On  the 
fifth  or  sixth  post-operative  day,  the  patient  is 
started  on  a tilt  table.  The  patient  then  begins 
to  ambulate  on  a non-weight  bearing  status  on 
the  involved  leg  usually  at  about  the  seventh 
to  ninth  post-operative  day.  The  patient  re- 
mains non-weight  bearing  for  approximately 
six  weeks  post-operatively  to  protect  the  heal- 
ing of  the  osteotomy  site  of  the  greater  tro- 
chanter of  the  femur.  Bicycle  riding  is  started 
sometime  in  the  beginning  of  the  third  post- 
operative week  and  continues  after  discharge 
from  the  hospital.  The  patient  is  usually  dis- 
charged from  the  hospital  when  he  is  able  to 
get  to  and  from  the  bathroom  and  handle  his 
activities  of  daily  living  and  perform  his  exer- 
cise program  with  minimal  assistance.  When 
both  hips  are  operated,  we  wait  a period  of 
three  weeks  between  the  surgery  on  the  re- 
spective hips.  Usually  the  ambulatory  pro- 
gram is  somewhat  slower  following  the  sec- 
ond hip  to  allow  protection  of  the  greater 
trochanteric  osteotomy  site  of  the  first  hip 
inasmuch  as  this  hip  will  be  bearing  most  of 
the  brunt  of  ambulation  during  the  initial 
stages  of  the  second  ambulation  period. 


Results 

This  study  was  started  in  June  of  1970  and 
concluded  on  March  15,  1972.  The  treatment 
facility  for  this  study  was  Norfolk  General 
Hospital. 

All  of  these  patients  were  incapacitated  by 
their  hip  disease  and  had  been  forced  to  reduce 
their  activities  and  change  their  pattern  of  liv- 
ing because  of  pain  and  restriction  of  motion 
of  the  hip.  Post-operatively,  the  patients  ex- 
perienced marked  relief  of  pain,  increase  in 
range  of  motion  of  the  involved  hip  and  an 
increase  in  their  level  of  activity.  The  Harris 
hip  analysis  scoring  techniques  revealed  a def- 
inite improvement  in  all  patients,  comparing 
pre-  and  post-operative  scores. 

Initially,  the  McKee  Farrar  prosthesis  was 
used.  However,  this  prosthesis  resulted  in  a 
vaulting  type  gait  and  subsequently  the  Charn- 
ley-Mueller  prosthesis  became  the  prosthesis 
of  choice.  In  this  study,  eight  McFee-Farrar 
prostheses,  39  Charnley-Mueller  prostheses 
and  two  Charnley  prostheses  were  inserted. 

The  study  involved  38  patients  and  49  hips, 
included  23  females  and  15  males.  Of  this 
group,  25  patients  (30  hips),  were  operated 
upon  for  degenerative  joint  disease,  while  nine 
patients  (13  hips),  for  rheumatoid  arthritis, 
and  two  patients  (three  hips)  for  congenital 
dislocation  of  the  hip.  In  three  patients,  a 
femoral  prosthesis  previously  inserted  for  frac- 
ture of  the  femoral  neck  was  removed  and 
replaced  with  a total  hip  replacement  prosthe- 
sis. The  oldest  patient  was  83  years  of  age 
and  the  youngest  was  33  years  of  age.  The 
average  age  was  61. 

In  18  hips  the  greater  trochanter  was  osteo- 
tomized.  A subcutaneous  adductor  tenotomy 
was  necessary  in  14  hips. 

The  complications  of  surgery  included: 

1.  Seven  patients  developed  thrombophle- 
bitis (five  had  a pulmonary  embolus). 
None  were  fatal  and  all  responded  to 
anticoagulant  therapy. 

2.  Three  patients  had  dislocations.  One 
anteriorly  and  two  posteriorly.  One  re- 
sponded to  closed  reduction  under  gen- 
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eral  anesthesia.  One  required  an  open 
reduction.  The  third  patient  required  a 
secondary  procedure  involving  distal 
transplantation  of  the  greater  trochan- 
ter. 

3.  One  patient  had  a fracture  of  the  calcar 
of  the  femur.  This  fracture  healed  spon- 
taneously with  a period  of  rest. 

4.  Three  patients  developed  ducubitus  ul- 
cers of  the  sacral  region,  two  required 
debridement  and  secondary  rotation 
flaps,  the  other  healed  spontaneously. 

5.  Five  patients  experienced  gastric  dila- 
tation and  four  had  paralytic  ileus  post- 
operatively.  All  responded  well  to 
therapy. 

6.  Three  patients  had  acute  renal  failure 
which  responded  to  treatment. 

7.  Four  patients  experienced  greater  tro- 
chanteric bursitis  of  the  femur.  All  re- 
sponded to  injections  with  Kenalog  and 
correction  of  leg  length  discrepancy. 

8.  One  patient  had  superficial  infection  of 
a hematoma  in  the  adductor  tenotomy 
site.  There  were  no  deep  seated  infec- 
tions. 

9.  One  patient  developed  a staphylococcal 
enterocolitis  and  staphylococcal  septa- 
cemia  thought  to  be  related  to  prophy- 
lactic antibiotics.  This  responded  to 
treatment. 

10.  Two  patients  developed  hematomas  in 
the  operative  site  when  anticoagulation 
was  started  for  thrombophlebitis.  Both 
patients  responded  to  withdrawal  of 
anticoagulation  therapy. 

11.  One  patient  had  an  injury  to  the  pro- 
funda femoris  artery,  felt  to  have  been 
caused  by  a retractor.  The  artery  was 
ligated  and  no  circulatory  problems 
followed. 

Using  Harris’s  method  for  hip  analysis  scor- 
ing, the  average  improvement  in  score  com- 
paring the  pre-operative  hip  analysis  and  the 
final  hip  analysis  was  56  points.  Many  of  the 
patients  were  evaluated  too  soon  post-opera- 
tively  to  give  a real  index  of  improvement  so 
this  value  in  reality  should  be  higher. 


The  longest  hospital  stay  was  required  for 
patients  with  bilateral  hip  replacements  with 
rheumatoid  arthritis.  An  average  hospital  stay 
of  69  days  was  noted  as  compared  to  an  aver- 
age hospital  stay  of  43  days  experienced  in 
patients  undergoing  bilateral  hip  replacement 
for  degenerative  joint  disease.  This  is  in  con- 
trast to  an  average  hospital  stay  of  36  days  for 
unilateral  hip  replacement  in  patients  with 
degenerative  joint  disease,  and  42  days  in  pa- 
tients with  unilateral  replacement  of  rheuma- 
toid arthritis.  A three  week  recuperative 
period  was  allowed  for  patients  undergoing 
bilateral  procedures. 

Discussion 

From  the  very  onset  of  this  study,  the  possi- 
bility of  infection  caused  great  concern.  Rigid 
restrictions  were  established  and  maintained 
to  reduce  the  infection  rate. 

At  first  an  attempt  was  made  to  perform  the 
operation  without  removing  the  greater  tro- 
chanter. However,  later  in  the  study  it  was 
decided  to  remove  the  greater  trochanter  for 
comparative  results.  To  date  we  have  experi- 
enced no  non  unions  at  the  osteotomy  site  nor 
has  there  been  any  increase  in  the  incidence 
of  greater  trochanteric  bursitis  in  those  patients 
where  the  trochanter  was  removed  as  com- 
pared to  those  patients  where  the  trochanter 
was  not  removed. 

The  advantages  of  removing  the  greater 
trochanter  include: 

1.  Greater  exposure  with  less  strenuous  re- 
traction. 

2.  Decreased  operative  time. 

3.  More  controlled  traction  on  the  abduc- 
tor mechanism  of  the  hip. 

4.  Less  inequality  of  leg  lengths  post-op- 
eratively. 

5.  Less  myositis  ossificans  and  calcification 
about  the  hip  joint  post-operatively. 

In  preparing  the  acetabulum,  we  have  at- 
tempted to: 

1.  Ream  the  acetabulum  deeply  to  help 
medialize  the  femoral  head,  thereby  in- 
creasing the  lever  arm  of  the  abductor 
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mechanism  adding  to  the  stability  and 
strength  of  the  hip, 

2.  The  reaming  is  directed  superiorly  and 
slightly  posteriorly. 

3.  The  acetabulum  should  be  widened  more 
than  deepened  if  the  acetabulum  is  al- 
ready quite  deep. 

4.  The  posterior  lip  of  the  acetabulum  can 
be  resected  when  prominent. 

5.  The  appropriate  prosthesis  is  selected  on 
the  basis  of  the  capacity  of  the  acetabu- 
lum to  be  deepened  and  widened.  In  the 
smaller  acetabulum  or  the  shallow  ace- 
tabulum found  in  congenital  dislocations 
of  the  hip,  the  small  Charnley  acetabular 
component  lends  itself  best. 

6.  The  femoral  component  of  the  prosthesis 
should  be  brought  down  to  the  level  of 
the  original  acetabulum  in  cases  of  con- 
genital dislocated  hips  providing  this 
does  not  result  in  excessive  traction  on 
the  vital  soft  tissue  structures.  It  is  also 
necessary  for  the  original  acetabulum  to 
be  formed  sufficiently  and  have  sufficient 
bone  to  allow  reaming  of  the  acetabulum 
to  allow  seating  of  the  acetabular  com- 
ponent of  the  prosthesis.  If  this  is  not 
possible,  the  most  suitable  level  is  uti- 
lized. 

7.  The  soft  tissue  about  the  acetabulum  is 
disturbed  as  little  as  possible  to  reduce 
the  stimulation  of  new  bone  formation. 
The  osteophytes  about  the  acetabulum 
are  resected  and  cancellous  bone  at  the 
very  edge  of  the  acetabulum  exposed  to 
allow  greater  contact  between  cancel- 
lous bone  and  Methyl  Methacrylate. 

8.  Total  bone  coverage  and  support  for  the 
acetabular  component  of  the  prosthesis 
should  be  obtained.  In  those  cases  where 
this  was  not  possible  and  the  outer  most 
lip  of  the  prosthesis  was  not  covered  by 
bone,  there  have  been  no  untoward  ef- 
fects such  as  dislocation  of  the  prosthesis, 
loosening  of  the  prosthesis,  or  resorp- 
tion of  bone  about  the  prosthesis. 

When  tailoring  the  femoral  neck  to  accept 


the  femoral  component  of  the  prosthesis  we 
prefer  to: 

Leave  the  femoral  neck  long  enough  to 
allow  a tight  fit  of  the  femoral  and  acetab- 
ular component  without  having  to  transplant 
the  greater  trochanter  too  far  distally.  When 
the  prosthesis  is  seated  on  the  calcar  rather 
than  in  the  medullary  cavity,  more  support 
for  the  prosthesis  is  obtained.  The  appro- 
priate prosthesis  is  determined  by  size  and 
shape  of  the  femoral  medullary  canal  and 
its  capacity  for  remodeling  and  reaming.  In 
particularly  narrow  canals,  it  may  be  neces- 
sary to  use  Kunschner  reamers  to  enlarge 
the  femoral  canal.  Prevent  residual  external 
rotation  of  the  leg  post-operatively  which 
might  result  from: 

a.  Leaving  femoral  neck  too  long. 

b.  Insertion  of  prosthesis  with  too  long  a 
femoral  neck. 

c.  Inadequate  resection  of  the  short  exter- 
nal rotators  of  the  hip. 

A significant  drop  in  problems  were  noted 
when  the  patients  were  allowed  out  of  bed  in 
a chair  within  the  first  48  hours.  The  ambula- 
tion program  has  been  accelerated,  and  to  date 
no  dislocations  or  wound  problems  have  re- 
sulted from  the  program  of  rapid  mobilization. 

Conclusions 

1.  Total  hip  replacement  procedure  is  ex- 
cellent for  rehabilitating  patients  with 
degenerative  joint  disease,  rheumatoid 
arthritis,  and  old  congenital  dislocations 
of  the  hip. 

2.  We  prefer  to  limit  the  procedure  to  those 
patients  over  60  until  long  range  results 
become  available. 

3.  The  procedure  can  be  considered  earlier 
in  those  patients  with  rheumatoid  arthri- 
tis with  multiple  joint  involvement  and 
self-imposed  restriction  of  activity. 

4.  Presently  the  most  desirable  total  hip 
replacement  consists  of  a polyethylene 
acetabular  component  and  a non-reactive 
metal  femoral  component  such  as  Vital- 
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lium  held  in  place  with  Methyl  Metha- 
crylate. 

5.  Prophylactic  antibiotics  are  used  rou- 
tinely. 

6.  Distal  transplantation  of  the  greater  tro- 
chanter allows  for  a better  exposure, 
more  controlled  traction  on  the  abduc- 
tor mechanism. 

7.  Both  Charnley  and  Charnley-Mueller 
prostheses  should  be  available  to  accom- 
modate any  unusual  features  encoun- 
tered in  the  size  and  contour  of  the 
acetabulum  and  shaft  of  the  femur  as 
well  as  the  consistency  and  structure  of 
the  bone. 

8.  Patient  motivation  is  mandatory  in 
achieving  a successful  outcome. 

9.  A closely  supervised  and  structured  post- 
operative program  is  necessary  to  pre- 
vent complications  from  over  activity  in 
the  absence  of  pain. 

10.  A careful  explanation  regarding  posi- 
tions in  bed  as  well  as  allowed  activities 
is  necessary  to  prevent  late  dislocations 
or  avulsions  of  the  greater  trochanter 
from  the  femur. 

11.  Rigid  standards  in  the  operating  room 
as  well  as  in  the  hospital  and  physical 
therapy  departments  are  required  to  re- 


duce complications  and  achieve  a suc- 
cessful outcome. 
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LETS  REMINISCE! 

North  Carolina  Doctors  to  be  Taxed. 

According  to  the  N.  C.  Med.  Jour.,  March  20th,  “the  doctors  of  this  State 
must  hereafter  pay  an  annual  tax  of  ten  dollars  into  the  State  treasury  for  the 
privilege  of  practicing  medicine!  This  is  the  edict  of  the  mongrel  Legislature 
which  has  been  in  session  in  Raleigh,  and  which  has  attracted  the  attention 
of  the  whole  country  by  the  many  strange  things  they  have  done.” 

(Virginia  Medical  Monthly,  April,  1895) 
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Perforated  Duodenal  Ulcer 

Simple  Closure  vs.  Definitive  Operation 


There  is  no  simple  formula  to  in- 
dicate which  perforated  ulcer 
should  have  simple  closure  and 
which  should  have  a definitive 
procedure.  Rather  the  decision 
must  be  based  on  the  findings  in 
each  case  and  on  the  experience 
of  the  surgeon. 

HOUGH  PERFORATED  DUODENAL 
ULCER  has  allegedly  diminished  in  fre- 
quency, its  continued  occurrence  is  a virtual 
certainty.  The  diagnosis  is  correctly  made 
preoperatively  in  the  majority  of  instances, 
and  operative  treatment  is  carried  out  in  all 
but  the  sickest  of  patients  with  prohibitive 
risks.  Recent  reports  have  emphasized  the  on- 
going controversy  regarding  the  relative  merits 
of  simple  closure  and  primary  definitive  pro- 
cedure at  the  time  of  perforation.  Most  sur- 
geons agree  that  in  cases  of  concurrent  bleed- 
ing and/or  obstruction  or  perforation  of  a 
large  gastric  ulcer,  simple  closure  of  the  per- 
foration is  unsatisfactory  treatment.  Simple 
suture,  however,  probably  remains  the  treat- 
ment most  frequently  performed  for  the  other- 
wise uncomplicated  duodenal  perforation, 
largely  due  to  the  influence  of  Graham.1  The 
concept  of  primary  definitive  operation  is  not 
new,  having  been  first  carried  out  by  Keetly2 
in  1899  and  first  recommended  as  a primary 
form  of  therapy  by  von  Haberer3  in  1919. 

From  the  Department  of  Surgery,  University 
of  Virginia  Medical  Center. 


GERALD  T.  GOLDEN,  M.D. 

STEPHEN  L.  WANGENSTEEN,  M.D. 
Charlottesville,  Virginia 

DeBakey,4  in  a large  series  reported  in  1940, 
found  better  survival  in  patients  undergoing 
definitive  therapy  than  those  undergoing  sim- 
ple closure.  Our  own  recent  report5  and  the 
experience  of  others6  9 have  emphasized  that 
the  mortality  for  a primary  definitive  pro- 
cedure approaches  that  of  these  procedures 
done  electively  and  even  show  a lower  mor- 
tality rate  in  groups  of  patients  treated  by 
definitive  operation  compared  to  those  treated 
by  simple  closure. 

It  should  be  emphasized,  however,  that  most 
studies  have  been  neither  prospective  nor  ran- 
domized. Under  these  circumstances  there  is 
a natural  tendency  to  perform  a definitive 
operation  in  younger,  better  risk  patients  in 
whom  operative  conditions  are  favorable  for 
primary  resection.  In  the  same  manner,  el- 
derly, debilitated  patients  with  pre-existing, 
severe  cardiac  and  pulmonary  disease  are  “se- 
lected” for  simple  closure.  The  mortality  for 
these  alternative  procedures  in  comparable  risk 
patients  has  not  been  precisely  determined. 
Booth  and  Williams10  recently  reviewed  344 
cases  of  perforated  duodenal  ulcer  treated  by 
simple  closure  and  found  a mortality  rate  of 
2.8  percent.  All  deaths  in  his  experience  oc- 
curred in  elderly  patients  and  most  were  due 
to  concurrent  cardiovascular  or  respiratory 
disease  and  not  due  to  surgical  complications. 
It  is  strongly  doubtful  that  these  patients  would 
have  survived  had  they  been  treated  by  a pri- 
mary definitive  procedure.  What  is  apparent 
is  that  in  the  hands  of  an  experienced  operat- 
ing team,  and  in  the  absence  of  significant 
peritoneal  soilage,  a definitive  procedure  can 
be  carried  out  with  relative  safety  on  an  other- 
wise healthy  patient. 
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Another  important  issue  in  the  debate  is  the 
likelihood  of  severe  recurrent  ulcer  symptoms 
following  simple  closure  of  a perforated  duo- 
denal ulcer.  In  this  regard,  reports  have  been 
far  from  uniform.  Jarrett  and  Donaldson11 
recently  reported  252  cases  of  perforated  ulcer 
treated  by  simple  closure  and  reviewed  1643 
additional  cases  collected  from  the  literature. 
In  the  several  reports  cited  by  these  authors, 
the  rate  of  recurrent  ulcer  symptoms  ranged 
from  60  to  81  percent  and  30  to  49  percent 
of  the  patients  required  subsequent  definitive 
operation.  In  our  own  experience,9  80  percent 
of  the  patients  having  simple  closure  of  a 
perforated  duodenal  ulcer  had  significant  re- 
current ulcer  symptoms  and  67  percent  re- 
quired a subsequent  definitive  ulcer  operation. 
McDonough  and  Foster,12  however,  reported 
that  only  37  percent  of  their  187  patients 
treated  in  this  manner  had  recurrent  ulcer 
symptoms  and  only  23  percent  required  a 
subsequent  definitive  procedure.  This  disparity 
cannot  be  readily  explained,  but  no  doubt  is 
related  in  part  to  the  length  of  patient  follow- 
up. In  addition,  very  real  differences  in  pa- 
tient populations  would  seem  to  exist  based 
on  geographic  and  socioeconomic  differences. 
In  this  regard,  our  report  dealt  with  a pre- 
dominately rural  population  and  we  believe 
this  may  help  to  account  for  the  higher  rate 
of  severe  recurrent  ulcer  symptoms. 

We  have  attempted  to  identify  high  risk 
groups  for  ulcer  recurrence  following  per- 
foration without  success.  A relatively  strong 
argument  for  definitive  operation  can  be  made 
in  instances  of  chronic  duodenal  ulcer  disease 
as  evidence  by  a long  history  of  symptoms  or 
by  examination  of  the  stomach  and  duodenum 
at  operation.  The  difficult  decision  arises  in 
the  case  of  the  younger  patient  with  few  pre- 
monitory symptoms  who  suddenly  experiences 
perforation.  In  our  patient  population,9  the 
likelihood  for  subsequent  significant  recur- 
rence of  symptoms  has  been  as  high  in  this 
group  as  in  the  group  with  longstanding  ulcer 
symptoms  and  on  this  basis  we  have  tended 
to  be  more  liberal  and  employed  a definitive 
procedure  unless  specific  contraindications 


exist.  With  this  more  aggressive  approach,  we 
have  not  seen  postoperative,  untoward  effects 
related  to  the  surgery  itself.  In  the  final  analy- 
sis, precisely  which  operative  procedure  is 
selected  is  a matter  of  the  judgment  for  the 
individual  surgeon.  The  decision  between 
simple  closure  and  a definitive  procedure  must 
be  based  on  the  history  elicited  from  the  pa- 
tient, the  operative  findings,  and  the  experience 
of  the  surgeon.  Of  these  factors,  probably  the 
most  important  is  the  experience  of  the 
surgeon. 
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Nasal  Hygiene 
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Ignorance  and  neglect  of  simple, 
universally  applicable  procedures 
lead  to  potentially  serious  compli- 
cations of  nasal  infection. 

NASAL  HYGIENE  concerns  the  mainte- 
nance of  normal  function  and,  also,  the 
restoration  of  the  nose  to  normal,  if  pathology 
intervenes.  It  incorporates  and  implements 
physiologic  principles. 

In  1941,  Arthur  W.  Proetz  published  “Es- 
says on  the  Applied  Physiology  of  the  Nose’’.1 
He  believed  that  the  physiology  of  the  nose 
had  been  neglected  because  of  enthusiasm  for 
surgery  following  the  development  of  antisep- 
tic and  aseptic  technics.  Today,  the  minor 
role  of  hygiene  is  associated  with  the  expand- 
ing production  of  potent  pharmaceuticals. 

It  is  irrational,  however,  to  expect  that  pre- 
ventatives  and  cures  can  circumvent  every 
form  of  disease.  To  do  so  ignores  the  capacity 
of  bacteria  and  viruses  for  genetic  variations 
and  adaptations.  It  assumes  that  treatment  will 
be  universally  available,  and  that  everyone  will 
seek  and  accept  treatment.  It  further  assumes 
that  treatment  will  be  uniformly  effective,  in 
spite  of  variables  such  as  allergic  and  toxic 
reactions. 

The  infections,  which  invade  the  body 
through  the  upper  respiratory  tract,  are  some- 
times merely  inconvenient,  but  can  be  fatal, 
for  example  meningococcic  disease.2  Serious 
sequelae  can  result  from  ignorance  and  neglect 
of  simple  physiologic  and  hygienic  principles. 
No  matter  how  many  pharmaceuticals  we 

Presented  before  the  Virginia  Society  of  Oph- 
thalmology and  Otolaryngology,  Williamsburg, 
May  1972. 


have,  we  should  recognize  and  exploit  the 
functions  of  the  human  organism. 

Proetz3  named  five  major  functions  of  the 
nose:  smell,  filtration,  humidification  and  heat- 
ing of  the  air,  and  the  power  of  the  nose  to 
cleanse  itself.  Charles  S.  Sale4  offers  evidence 
of  another  function,  that  the  nose  secretes 
enzymes  which  actively  combat  infection. 

I shall  emphasize  principles  and  non-surgical 
procedures  which  have  the  following  goals:  to 
eliminate  self-inflicted  trauma,  to  maintain  ade- 
quate airways,  to  promote  drainage  of  nasal 
secretions,  to  assist  the  functions  of  warming 
and  humidifying  the  inspired  air,  and  to  utilize 
the  effects  of  gravitation,  heat,  and  physiologic 
rest. 

The  factors  which  most  influence  the  course 
of  disease  and  pathology  in  the  nose  form  a 
triad.  Two  of  these,  infection  and  the  many 
variations  of  the  immune  reaction,  are  well 
publicized.  The  third  factor  is  trauma.  This 
last  is  of  equal  stature  but  is  rarely  recognized 
or  appreciated. 

The  observation  that  many  patients  blow 
blood-stained  secretions  from  the  nose  is  simple 
and  dramatic  proof  that  air  movement  can  be 
traumatic,  but  it  provides  little  quantitative 
information.  More  significant  injuries  may  be 
less  conspicuous.  Air  currents  can  set  up  de- 
structive vibrations  in  the  nasal  mucosa.  The 
greater  the  amplitude  of  the  vibrations,  the 
more  harm  will  result. 

The  effects  of  air  moving  through  the  nose 
will  depend  on  several  factors.  These  include 
its  relative  pressure,  its  velocity,  the  patency 
of  the  airways,  and  the  physical  condition  of 
the  mucosa. 

The  intra-nasal  air  pressure  is  less  than  at- 
mospheric on  inspiration,  and  greater  than 
atmospheric  on  expiration.  Variations  from 
the  mean  pressure  may  be  insignificant  in 
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normal  breathing  but  become  extremely  im- 
portant when  respiration  is  forced. 

The  air’s  velocity  is  greater  where  the  chan- 
nel is  narrowed.  Damage  may  also  be  greater 
where  the  airway  is  constricted  but  does  not 
vary  directly  with  velocity.  The  most  serious 
injury  to  the  mucosa  occurs  with  that  velocity 
of  air  which  produces  a resonance  with  the 
widest,  most  violent  vibrations.  The  mucosa, 
itself,  is  most  vulnerable  when  it  is  turgid  and 
inflamed. 

Pressure  and  velocity  are  governed  by  the 
theorem  of  Bernoulli.  Pressure  is  least  where 
velocity  is  greatest.  This  relationship  in  the 
nose  is  of  paramount  importance.  Voluntary, 
forced  changes  in  the  velocity  and  pressure  of 
the  air  currents,  acting  on  innumerable  ana- 
tomic configurations,  can  produce  an  infinite 
variety  of  effects,  many  of  them  harmful. 

The  results  are  often  unexpected.  The  open 
side  of  the  nose  may  be  seriously  diseased, 
while  an  obstructive  septal  deviation  may  be 
so  located  as  to  protect  the  contralateral  si- 
nuses. Any  apparent  contradiction  must  lie  in 
our  imperfect  knowledge  of  intra-nasal  re- 
lationships. Bernoulli’s  theorem  is  immutable. 

Forced  inspiration  tends  to  cause  the  mucosal 
blood  vessels  to  fill,  because  of  the  significantly 
lowered  intra-nasal  pressure.  Then,  the  stroma 
is  more  easily  injured,  especially  in  disease 
when  the  inflamed  mucosa  reacts  with  pro- 
gressive swelling. 

In  an  hypothetical,  vulnerable  nose,  forced 
inspiration  can  injure  the  mucosa  which  sur- 
rounds a sinus  ostium.  The  intra-sinus  air  pres- 
sure is  simultaneously  reduced.  When  atmos- 
pheric pressure  is  restored  or  exceeded,  the 
swollen  tissue  is  pushed  towards  the  ostium. 
It  may  become  trapped  or  adherent,  making 
sinus  drainage  impossible. 

In  another  situation,  it  is  conceivable  that 
violent  reduction  of  intra-nasal  pressure  may 
cause  swollen  sinus  mucosa  to  move  into  or 
through  the  ostium  and  to  become  strangu- 
lated. 

On  the  other  hand,  forced  expiration  can 
introduce  infected  material  into  the  sinuses  and 


Eustachian  tubes,  which  may  overwhelm  their 
defenses.  But,  the  nasal  mucosa  is  flattened  and 
is  protected  to  some  extent.  Sneezing,  even 
though  the  velocity  is  extreme,  does  little 
harm,  unless  the  airway  is  constricted.  Pa- 
tients complain  of  sneezing  but  ignore  the 
blowing  and  snuffing  they  do  before  and  after 
the  sneeze. 

It  is  best  to  sneeze  through  the  mouth  with 
the  lips  opened  narrowly,  and  with  the  head 
back.  Raising  the  arms  will  help  soften  the 
sneeze. 

Patients  seldom  blow  blood  from  the  nose 
during  the  acute  stages  of  inflammation.  To 
do  so  would  be  too  painful. 

Voluntary  forced  expiration  and  inspiration 
are  both  deplorable.  It  is  my  hypothesis  that 
a single  blast  can  do  all  but  irreparable  harm. 

Ill-advised  attempts  to  maintain  an  airway 
and  to  remove  secretions  can  injure  the  nose 
severely.  Proetz5  believed  that  even  distribu- 
tion of  air  was  important.  I disagree.  It  is  the 
avoidance  of  injury  which  is  important. 

If  the  anatomically  functional  nose  is 
blocked  during  an  influenzal  infection,  the  ob- 
struction should  be  transient,  unless  the  mu- 
cosa has  been,  or  continues  to  be,  abused  by 
blowing,  snuffing  and  decongestant  sprays. 
Treatment  of  the  nasal  congestion  should  aim 
at  the  etiology  and  should  be  guided  by  physi- 
ologic considerations.  Many  times,  the  nose 
is  reacting  to  disease  and  injury,  and  it  is  logi- 
cal to  permit  it  to  rest.  Restoration  of  the 
airway  is  of  secondary  importance. 

When  a patient  presents  himself  with  an 
acutely  inflamed,  possibly  obstructed  nose, 
often  with  sinus  pain,  the  first,  most  important 
step  may  be  to  protect  the  nose  by  complete 
occlusion.  A pledget  of  cotton  is  placed  loosely 
in  the  tip  of  one  or  both  sides  of  the  nose.  This 
should  be  changed  as  often  as  it  becomes  moist. 
Proper  placement  is  essential.  The  cotton  will 
be  irritating  and  ineffective  if  the  patient  tries 
to  push  it  out  of  sight. 

Occlusion  of  the  most  congested,  worst 
traumatized  nose  does  not  prolong  sinus  pain, 
but  does  much  to  relieve  it.  Occlusion  is  no 
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longer  needed  when  the  patient  learns  to  pro- 
tect the  nose.  Aeration  will  follow. 

Proetz6  favored  treatment  of  acute  sinusitis 
by  patient,  repeated  gentle  topical  applications 
of  vasoconstrictors.  If  such  a procedure  suc- 
ceeds in  establishing  drainage  and  in  relieving 
pain,  the  nose  must  none  the  less  be  protected 
against  a repetition  of  abuse.  In  my  experi- 
ence, occlusion  of  the  nose  and  other  proce- 
dures, to  be  described  later,  have  reduced  the 
indications  for  topical  therapy. 

Removal  of  nasal  secretions  is  a ciliary  func- 
tion. The  mucous  blanket  is  carried  normally 
to  the  nasopharynx  and  swallowed.  In  the 
early  stages  of  acute  infection,  the  secretions 
are  generally  increased  but  are  fluid.  Removal 
is  no  problem,  although  the  drip  may  be 
annoying.  Later,  the  exudate  thickens.  If  the 
airway  is  patent,  it  dries  quickly.  The  cilia 
will  be  trapped  and  ineffective,  unless  the  air 
is  sufficiently  moistened.  Drainage  improves 
when  the  nose  is  occluded.  The  mucosal  sur- 
face becomes  moist,  permitting  enzymes  and 
cilia  to  function. 

Exudates  may,  indeed,  be  more  than  the  cilia 
can  transport,  but  it  is  dangerous  to  clear  the 
nose  by  blowing,  especially  in  the  acute  stage 
of  infection.  Careful  use  of  a nasal  douche,  with 
Alkalol,  may  make  the  patient  more  comfort- 
able. Daily  observation  by  the  rhinologist, 
with  gentle  removal  of  excessive  secretions, 
takes  little  time  and  is  advantageous.  The 
smallest  suction  tip  is  least  traumatic. 

The  acute  secretions  of  a cold  are  alkaline7 
and  irritate  the  skin.  The  secretions  which 
present  anteriorly  can  be  removed  by  com- 
pressing the  alae  of  the  nose  with  the  handker- 
chief and  by  blotting  gently.  If  there  is  any 
question  of  trauma  from  attempts  to  clear  the 
posterior  drainage,  I advise  swallowing  with 
plenty  of  water,  instead  of  the  conventional 
hawking  and  spitting.  I have  never  experi- 
enced symptoms  of  any  kind  from  the  inges- 
tion of  secretions  associated  with  colds  or 
“flu”. 

We  can  support  nasal  function  further 
through  modification  of  the  environment.  The 
lung  needs  air  at  35°C  (95  °F)  with  humidity 


of  about  85  %S  A climate  such  as  this  would 
be  uncomfortable,  but  the  closer  we  approach 
these  conditions,  the  more  relief  we  can  give 
to  the  nose. 

The  nose  is  active  and  hard  working.  Phys- 
iologic demands  may  be  met  easily  in  health. 
Not  so  easily  in  disease,  especially  in  winter, 
when  the  relative  humidity  may  be  quite  low. 

Cold  air,  itself,  does  not  impair  nasal  func- 
tion9 but  can  stimulate  it.  Heating  cold  air, 
however,  will  dry  the  nasal  mucosa  unless  com- 
parable water  is  added.  In  general,  it  is  better 
to  dress  warmly  and  to  keep  the  temperature 
of  the  room  low. 

It  is  rare  to  find  an  ideal  system  for  heating 
and  humidification.  Proetz10  suggested  simple 
substitutes,  such  as  a boiling  teakettle,  the  in- 
termittent playing  of  a hot  shower,  together 
with  double  sash  and  an  electric  fan  to  keep 
the  moisture  from  condensing  on  walls  and 
furnishings. 

No  practical  means  of  humidification  can 
be  ignored.  The  simple  wearing  of  a gauze 
surgeon’s  mask  is  surprisingly  efficient.  On 
expiration,  the  mask  creates  a warm,  moist 
chamber.  Some  air  is  trapped,  and,  also,  the 
mask  absorbs  water,  which  will  be  restored,  in 
part,  on  inspiration. 

The  mask  should  be  washed  free  from  lint. 
It  may  be  worn  wet  or  dry,  day  and  night. 
The  manner  in  which  it  is  worn  will  tailor  its 
effect  to  suit  the  needs  and  comfort  of  the 
patient.  I usually  wear  it  loosely,  with  the 
lower  strings  free.  Again  and  again,  in  the 
acute  stages  of  a cold,  I have  had  sneezing 
and  dripping  stop  immediately  when  I put 
on  the  mask.  The  effect  can  be  miraculous. 

In  addition,  the  mask  will  contribute  to  the 
comfort  of  anyone  who  breathes  through  his 
mouth  either  by  necessity  or  from  habit. 

Proetz11  minimized  the  effect  of  posture 
upon  nasal  drainage,  but  he  considered  only 
the  gravitational  pull  upon  normal  secretions 
and  upon  thickened,  excessive  exudate.  He  did 
not  appreciate  that  elevation  of  an  infected 
sinus  can  improve  the  circulation  of  blood 

i 

and  lymph,  with  relief  of  congestion.  Eleva- 
tion can  open  a blocked  airway  and  can  be 
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the  decisive  factor  in  opening  a blocked 
ostium. 

The  side  which  is  blocked  or  painful  should 
be  kept  uppermost.  This  may  require  turning 
the  head  from  one  side  to  the  other  at  night, 
as  conditions  change.  It  may  prove  irksome, 
but  I know  of  no  procedure  more  effective 
for  the  prevention  or  relief  of  complications 
of  infection. 

Infections  of  the  respiratory  tract  often 
begin  with  chilling.  Prompt  restoration  of 
normal  body  temperature  is  indicated.  The 
use  of  the  face  mask  is  desirable  at  the  same 
time.  Results  may  vary  from  nil  to  postpone- 
ment or  prevention  of  infection  or,  which  may 
be  equally  important,  to  a reduction  in  its 
severity. 

In  the  treatment  of  respiratory  infections, 
heat  may  be  employed  in  the  form  of  steam 
inhalations  and  hot  baths.  Hot  drinks  are  also 
effective  and  are  readily  available. 

Any  liquid  will  do.  Hot  water  is  ideal  be- 
cause it  is  simplest  to  prepare.  It  should  be 
sipped  slowly,  frequently,  and  as  hot  as  may 
be  tolerated  in  order  to  achieve  the  maximum 
stimulation. 

Hot  drinks  appear  to  benefit  the  patient 
through  improved  circulation  of  blood  and 
lymph,  according  to  Proetz,12  as  well  as  by 
stimulation  of  the  mucosa.  Secretions  are  in- 
creased and  are  more  fluid.  Gummy  exudates 
are  mobilized,  and  drainage  improves  from 
above  and  below.  Coughing  is  less  frequent, 
less  traumatic  and  more  productive.  Thera- 
peutic effects  can  be  traced  from  the  naso- 
pharynx to  the  bifurcation  of  the  trachea, 
perhaps  beyond. 

Iced  drinks  are  to  be  avoided.  There  is  no 
contraindication  to  cold  drinks  in  moderation, 
since  the  patient  needs  a plentiful  fluid  intake, 
but  hot  liquids  are  best. 

The  benefits  of  physiologic  rest  may  be 
secured,  as  has  been  suggested,  by  warming 
and  moistening  the  inspired  air,  by  occlusion 
of  the  nose,  if  that  is  necessary,  and  by  re- 
specting at  all  times  the  limitations  which  may 
impair  its  function.  We  should  remember, 


also,  that  the  work  of  the  nose  is  materially 
reduced  by  rest  in  bed. 

The  practice  of  nasal  hygiene  is  invaluable 
in  the  prophylaxis  and  treatment  of  acute  and 
of  many  chronic  infections.  Its  importance  is 
enhanced  by  the  fact  that  infections  may  be 
both  multiple  and  synergistic.  A “cold”  virus 
injures  the  mucosa  and  facilitates  invasion  by 
other  pathogens.  I make  this  statement  with 
the  knowlege  that  epidemiologic  studies  nec- 
essary for  proof  have  not  been  made. 

The  case  is  different  where  the  viral  agent 
is  easily  identified.  For  example,  measles 
complicated  by  streptococcal  mastoiditis  was 
commonplace  before  the  age  of  sulfas  and 
antibiotics. 

It  is  interesting,  moreover,  that  Ewarts  A. 
Graham,13  early  in  1918,  described  an  epidemic 
of  hemolytic  streptococcal  empyema  at  Camp 
Lee,  Virginia.  This  was  one  of  several  such 
epidemics  to  be  reported  almost  simultaneously 
in  our  army.  It  was  not  until  later  in  1918 
that  the  great  epidemic  of  influenza  established 
beachheads  in  the  United  States,  but  there  can 
be  little  doubt  that  the  streptococcal  epidemic 
persisted  and  contributed  to  the  terrible  loss 
of  life. 

Nasal  hygiene  plays  a role  in  other  situations 
where  infection  may  be  absent  or  less  prom- 
inent. Such  are  epistaxis  and  many  instances 
of  anatomic  malformation.  Patients  who  are 
obsessed  by  postnasal  drip  are  prone  to  trau- 
matize the  nose.  They  stimulate  it  to  respond 
in  the  way  they  least  desire.  In  allergic  indi- 
viduals, proper  hygiene  might  well  prevent 
the  formation  and  persistence  of  nasal  polyps, 
and  would  certainly  minimize  their  complica- 
tions. 

We  see  malfunctions,  disease  and  its  com- 
plications daily.  Two  questions  arise.  Are 
these  conditions  inevitable,  and,  what  can  we 
do?  Albert  B.  Sabin14  warns  against  the  pro- 
phylatic  use  of  antibiotics.  I submit  that  prop- 
er hygiene  offers  the  most  widely  applicable 
and  effective  prophylaxis  of  nasal  disease. 
Nearly  as  much  may  be  said  in  respect  to 
treatment. 

Efforts  to  inform  the  patient  can  be  time- 
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consuming,  even  frustrating.  Part  of  our  com- 
pensation must  come  from  making  the  patient 
self-reliant  and  less  dependent  on  his  physician. 
This  dividend  will  gain  in  importance  as  gov- 
ernment intervention  removes  more  and  more 
restraints  on  the  demand  for  medical  care,  and, 
at  the  same  time,  adversely  affects  the  supply. 

Patients  will  try  to  carry  out  procedures 
which  they  believe  to  be  important.  If  they 
have  suffered,  they  will  cooperate  most  will- 
ingly. Difficulties  exist,  to  be  sure,  in  com- 
municating new  and  unusual  ideas.  Slow  learn- 
ers will  be  found  in  this  field,  as  in  any  other, 
but  they  should  not  discourage  us.  We  may 
even  learn  to  counsel  that  group  effectively, 
as  we  refine  our  teaching  technics. 

Above  all,  be  gentle. 
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Average  Doctor  Bill  Declines  Under  Medicare 


The  average  doctor  bill  has  been  going 
down— not  up— under  Medicare,  data  from 
the  Social  Security  Administration  says.  The 
SSA  reports  that  average  charges  by  doctors 
for  medical  care  services  provided  under  Med- 
icare are  lower  than  when  the  program  began 
—down  5.2  per  cent  for  surgical  Services  and 
down  11.5  per  cent  for  outpatient  medical 
care.  The  figures  are  published  in  AMA  Up- 
date, a publication  of  the  American  Medical 
Association. 

The  figures  are  for  the  period  beginning 
with  the  advent  of  Medicare  in  the  summer 
of  1966  through  the  end  of  1971.  Figures  for 
1972  are  not  yet  available. 


Under  Medicare,  a doctor  bill  is  approved 
for  payment  only  if  it  has  been  determined 
by  the  insurance  carrier  to  reflect  the  doctor’s 
“customary  charges”  for  similar  services,  and 
also  the  charges  prevailing  among  other  doc- 
tors in  the  locality  for  similar  services.  Hos- 
pital bills,  on  the  other  hand,  had  nearly 
doubled  (up  83  per  cent)  by  the  end  of 
1971,  the  SSA  data  shows.  In  July,  1966,  aver- 
age charges  were:  Hospitals,  $47  per  day; 

Surgeons,  $174  per  procedure;  Medical  serv- 
ices, $52.  In  December,  1971,  Hospitals  had 
climbed  to  $86  per  day;  Surgeons  had  dropped 
to  $165;  Medical  services  had  dropped  to  $46. 
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Respiratory  Care  in  Virginia 


Centers  for  the  intensive  care  of 
respiratory  emergencies  exist  in 
Virginia  but  are  necessarily  lim- 
ited in  number  and  can  handle 
only  a few  of  the  patients  with 
respiratory  disorders.  Health  per- 
sonnel in  all  communities  and 
rural  areas  should  be  able  to  rec- 
ognize and  treat  respiratory  fail- 
ure. 

THESE  REFLECTIONS  are  inspired  by  my 
experience  of  respiratory  care  in  two  dif- 
ferent areas  of  Virginia,  Winchester  and  Nor- 
folk, and  by  my  participation  in  the  work  of 
the  Virginia  Thoracic  Society  and  the  Virginia 
Lung  Association.* *  The  present  facilities  and 
their  potential  development  in  the  State  as  a 
whole  will  be  presented  here. 

It  appears  that  continuous  progress  has  been 
made  in  this  field  over  the  past  several  years, 
that  a good  specialized  structure  exists,  and 
that,  with  proper  use  of  the  facilities,  any  pa- 
tient in  any  part  of  the  State,  suffering  from  a 
severe  respiratory  ailment,  can  be  given  the 
benefits  of  modern  medicine. 

This  doesn’t  mean  that  a patient  with  a 
serious  respiratory  disease  need  be  in  a spe- 
cialized hospital  unit,  treated  by  medical  and 
paramedical  specialists.  Any  physician  or  sur- 
geon can  avail  himself  of  the  considerable 
progress  made  in  the  diagnosis  and  treatment 

Tulou,  Pierre,  M.D.,  Director , Pulmonary 
Function  and  Inhalation  Therapy  Department , 
Norfolk  General  Hospital. 

*Formerly  the  Virginia  Tuberculosis  and  Res- 
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Norfolk,  Virginia 

of  respiratory  disease,  and  use  this  knowledge 
for  the  patient’s  benefit  even  if  specialized  fa- 
cilities are  not  readily  available  to  him. 

I will  describe  the  specialized  facilities  first, 
then  explore  how  the  physician  “in  the  field” 
can  get  help  in  solving  his  respiratory  prob- 
lems. 

The  Specialized  Tools  of 
Respiratory  Care 

A.— Pulmonary  Function  Laboratories 

Thirty  years  ago  there  were  only  a few 
laboratories  of  this  kind  in  the  world.  There 
followed  a progressive  increase  in  numbers 
so  that  presently  in  the  United  States  alone 
there  are  hundreds  of  pulmonary  function  lab- 
oratories. They  apply  principles  and  use 
methods  which  have  not  changed  much  during 
these  thirty  years,  based  on  older  and  sound 
knowledge  of  physiology.  The  need  for  broad 
application  of  the  tests  arose  from  the  increas- 
ing problem  of  respiratory  disease,  particularly 
chronic  obstructive  lung  disease,  cancer  of  the 
lung,  thoracic  surgery,  and  chest  trauma. 

A pulmonary  function  laboratory  serves 
two  major  clinical  purposes: 

a)  Evaluation  of  the  overall  efficiency  of 
the  lungs  by  arterial  blood  analysis.  This  re- 
quires strictly  anaerobic  sampling  of  arterial 
blood;  analysis  of  the  sample  within  an  hour, 
preferably  immediately;  a well  trained  techni- 
cian and  machines  in  perfect  condition.  There 
can  be  no  exceptions  to  these  strict  conditions. 
It  is  better  to  make  decisions  in  the  treatment 
of  respiratory  failure  without  blood  analyses 
than  to  make  errors  of  treatment  based  on 
erroneous  reports  due  to  such  mistakes  as  ve- 
nous blood  drawn  instead  of  arterial,  sample 
contaminated  with  air,  improperly  calibrated 
machines,  et  cetera.  The  results  must  be  com- 
petently interpreted,  and  the  analyses  repeated 
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as  often  as  needed  to  judge  the  evolution  and 
dictate  the  type  of  treatment  in  the  face  of 
variable  situations. 

b)  Analysis  of  functional  disturbances. 
Spirometry  was  the  first  tool  and  is  still  the 
most  important  tool  for  such  analysis. 

Done  with  instruments  of  variable  complex- 
ity and  cost,  ranging  from  a simple  office 
spirometer  to  electronic  machines  with  com- 
puters and  memories,  spirometry  can  give  two 
sorts  of  information: 

If  the  vital  capacity,  indicating  the  re- 
serves of  ventilation,  is  normal  or  abnormal; 
in  the  latter  case,  restrictive  ventilatory  in- 
sufficiency is  present; 

If  the  tests  of  airway  patency,  the  most 
used  being  the  FEV1/FEVC  ratio,  are  nor- 
mal or  not,  thereby  showing  obstructive 
ventilatory  insufficiency.  In  this  case,  a 
bronchodilator  aerosol  should  be  given  and 
the  tests  repeated:  improvement  follows  if 
the  obstruction  is  due  to  bronchospasm. 

Results  are  better  expressed  in  per  cent  of 
predicted  values. 

Other  Pulmonary  Function  Tests 

There  are  many,  permitting  investigation 
of  several  aspects  of  pulmonary  function:  dif- 
fusing capacity,  lung  volumes,  distribution  of 
ventilation,  ventilation/perfusion  relationships, 
mechanics  of  breathing,  and  others.  Tests  of 
cardiovascular  function  relating  particularly 
to  the  ability  of  the  blood  to  deliver  oxygen  to 
the  tissues  and  carbon  dioxide  to  the  lungs, 
are  essential  in  patients  in  respiratory  failure. 

Efforts  are  made  by  the  industry  to  improve 
pulmonary  function  equipment,  with  a desire 
to  improve  the  quality  of  the  tests  and  facilitate 
the  calculations. 

Fluoroscopy  of  the  chest  offers  the  possi- 
bility of  observing  ventilation,  during  quiet 
and  forced  breathing,  and  of  forming  an  opin- 
ion of  the  quality  of  overall  and  of  regional 
ventilation. 

Radioactive  xenon,  used  by  intravenous  in- 
jection and  by  rebreathing,  offers  excellent 
possibility  of  assessing  the  distribution  of  ven- 


tilation and  of  perfusion  in  different  areas  of 
the  lungs,  but  requires  expensive  equipment 
and  very  specialized  technicians. 

B —Inhalation  Therapy  Services 

Recent  years  have  seen  a considerable  in- 
crease in  the  quantity  of  inhalation  therapy 
units  and  in  the  quality  of  care  given.  There 
is  still  much  to  be  done,  but  the  investigations 
of  the  Virginia  Thoracic  Society  show  an 
encouraging  progress. 

Given  by  inhalation  therapists  or  by  nurses 
specially  trained,  inhalation  therapy  includes 
such  important  actions  as  cough  assistance, 
breathing  exercises,  chest  percussion,  postural 
drainage,  tracheobronchial  aspiration,  opera- 
tion of  ventilators,  oxygen  therapy,  aerosol  and 
humidity  therapy.  The  equipment  and  tech- 
niques are  described  in  books  and  articles. 
Schools  of  Inhalation  Therapy  train  therapists 
and  nurses  and  prepare  them  for  certification 
by  the  American  Association  for  Inhalation 
Therapy.  The  number  of  these  specialists  is 
still  far  below  the  need,  and  often  non-certified 
personnel  is  used.  This  requires  their  instruc- 
tion and  supervision  by  qualified  physicians. 
The  importance  of  competent  personnel 
should  not  be  ignored,  since  great  harm  can 
result  from  insufficiently  aggressive  as  well  as 
from  excessively  aggressive  treatment,  and 
from  errors.  For  example,  a patient  may  suffer 
from  insufficient  aspiration  of  tracheobronchial 
secretions,  leading  to  hypoventilation,  hyper- 
capnia, acidosis,  and  hypoxemia.  He  may  suf- 
fer from  excessive  aspiration,  resulting  in  the 
pulling  of  excessive  amounts  of  alveolar  gas 
and  fatal  hypoxemia;  improperly  performed 
suction  may  lead  to  damage  to  the  mucous 
membranes  of  the  airways.  Oxygen  therapy, 
particularly  in  the  patient  with  chronic  res- 
piratory disease,  requires  precise  dosage,  since 
oxygen  in  large  concentrations  is  toxic  to  the 
tissues  of  the  airways  and  of  the  lungs. 

C —Intensive  Respiratory  Care  Units 

These  represent  the  ultimate  in  concentra- 
tion of  facilities  and  specialized  personnel.  The 


450 


Virginia  Medical  Monthly 


complexity  and  cost  of  such  units  is  consid- 
erable and  their  numbers  necessarily  limited. 
But  a number  of  men,  women,  and  children 
are  alive  who  would  not  be,  had  they  not  been 
treated  in  a specialized  care  unit. 

Cardiac  care  units  are  a universally  recog- 
nized necessity;  their  number  and  efficiency 
have  markedly  increased  in  recent  years.  The 
meds  for  specialized  respiratory  care  is  of 
similar  importance  and  must  be  taken  very 
seriously.  The  solution  lies  in  adequate  num- 
bers of  respiratory  care  units,  and  where  those 
units  do  not  exist,  of  well  trained  physicians. 

D -Post-Critical  Care 

After  an  episode  of  severe  respiratory  failure 
has  been  successfully  treated,  the  patient  may 
need  continuing  special  care  because  of  chronic 
lung  disease.  It  is  advantageous  to  have  these 
patients  under  the  care  of  specially  trained 
nurses,  with  the  services  of  pulmonary  func- 
tion laboratories  and  inhalation  therapy.  The 
Emphysema  Ward  of  Veterans  Hospitals  is  a 
good  solution  to  this  problem  which  is  hard 
to  solve  in  general  hospitals. 

E —Home  Care  of  the  Respiratory  Cripple 

This  represents  a great  challenge  to  the  fam- 
ily physician,  whose  patient  is  getting  progres- 
sively worse,  or  who  has  been  discharged  in 
a state  of  chronic  respiratory  failure  from  the 
hospital  and  needs  daily  medication  to  keep  air- 
ways open,  to  control  chronic  infection;  he 
may  need  pressure  breathing  devices,  oxygen. 
He  needs  close  medical  supervision  and  the 
daily  help  of  members  of  his  family,  knowing 
what  kind  of  care  is  needed  in  routine  days 
and  what  measures  to  take  in  emergencies. 
Periodic  visits  by  competent  nurses  help  when 
available. 

Resources  Available  in  Virginia 

Over  the  past  five  years,  the  Virginia  Tho- 
racic Society  (VTS),  medical  arm  of  the  Vir- 
ginia Tuberculosis  and  Respiratory  Disease 
Association  (VTRDA),  which  is  now  closely 
affiliated  with  the  American  Thoracic  Society, 
has  surveyed  the  resources  for  respiratory  care 


in  the  State  and  established  a map  of  the  fa- 
cilities. These  are  evidently  most  developed 
in  the  two  medical  schools,  Charlottesville  and 
Richmond,  and  in  several  large  cities,  such  as 
Norfolk,  Roanoke,  the  suburbs  of  Washington 
and  others.  Smaller  cities  and  rural  areas  are 
less  developed,  not  always  in  proportion  to 
the  size  of  the  hospital,  but  depending  on  local 
interest  and  possibilities. 

The  VTS  directs  its  action  at  improving  the 
facilities  throughout  the  State.  The  specialized 
laboratories  and  treatment  units  described  at 
the  beginning  of  this  paper  cannot  be  multi- 
plied indefinitely;  the  difficulty  of  training  and 
maintaining  at  a high  level  of  efficiency  spe- 
cialized personnel,  particularly  in  the  labora- 
tory field,  is  a major  obstacle;  the  cost  of 
equipment  is  less  difficult  to  meet. 

Care  of  the  Respiratory  Fatient  Away  from  a 
Specialized  Unit 

If  the  patient  cannot  be  kept  alive  without 
specialized  care,  he  should  be  transported  to 
the  appropriate  hospital.  This  requires  the 
services  of  an  ambulance.  The  chances  of  the 
patient  reaching  the  hospital  in  time  depend 
on  immediate,  competent  measures  prior  to 
and  during  the  trip.  Restoring  and  maintaining 
airway  patency  is  by  far  the  most  important  of 
these  measures.  Assisted  cough,  or  oropharyn- 
geal airway,  a suction  machine  and  a catheter 
are  better  tools  to  use  in  an  asphyxiating  patient 
than  the  oxygen  tank  which  all  ambulances 
possess  and  which  is  so  often  improperly  used. 

Aware  of  this  problem,  the  VTS  has  spon- 
sored the  publication  of  a manual  for  instruc- 
tion of  ambulance  personnel  in  the  problems 
just  discussed.  This  should  prove  useful  to 
all  concerned,  and  large  orders  have  been  made 
by  interested  institutions  and  individuals. 

For  the  patient  in  respiratory  failure,  with- 
out specialized  facilities  nearby  and  who  can- 
not be  transported,  his  fate  is  in  the  hands  of 
the  attending  doctors.  If  they  know  the  dif- 
ferent modalities  of  respiratory  failure  from 
past  experience,  from  attending  courses  or 
meetings,  from  books  and  articles,  there  are 
many  emergencies  they  can  handle.  Evidently 
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a tension  pneumothorax,  large  amounts  of 
pleural  fluid,  a severe  attack  of  asthma  must 
be  diagnosed  and  treated  specifically  and  on 
the  spot.  Apart  from  these  and  similar  well 
defined  entities,  respiratory  failure  can  be 
handled  by  proper  recognition  and  treatment 
of  airway  obstruction  and  also  of  respiratory 
paralysis. 

Airway  obstruction  is  a frequent  and  often 
treatable  cause  of  respiratory  failure.  Its  best 
treatment  lies  in  an  efficient,  productive  cough, 
helped  by  proper  humidification,  expecto- 
rants, support  of  the  chest  wall  by  another 
person,  postural  drainage.  If  an  efficient  cough 
cannot  be  obtained,  due  to  weakness,  breath- 
lessness, coma,  the  airways  must  be  cleared 
by  suction,  using  a source  of  vacuum  and 
suitable  catheter;  if  unavailable,  digital  re- 
moval of  foreign  bodies,  oropharyngeal  secre- 
tions, and  postural  drainage  with  pounding  of 
the  chest  are  essential.  Oxygen  therapy  is  often 
needed,  but  must  not  be  given  alone,  without 
intense  efforts  at  restoring  airway  patency. 
When  this  is  achieved,  the  patient  still  needs 
constant  observation  and  often  repeated  clean- 
ing of  the  airways. 

In  the  most  severe  cases,  an  endotracheal 
tube  is  the  best  way  to  achieve  airway  patency 
and  to  facilitate  the  cleaning  of  the  lower  air- 
ways. It  is  also  the  best  way  to  give  the  patient 
artificial  ventilation,  preferably  with  a pressure 
breathing  machine  or  respirator,  or,  if  not 
available,  with  a self-inflating  bag,  such  as  the 
ambu  bag,  to  which  a source  of  oxygen  can 
be  attached.  This  will  allow  transportation  to 
an  adequate  place  for  prolonged  care,  and  if 
tracheotomy  is  considered  necessary,  it  will  be 
done  in  good  conditions  with  an  endotracheal 
tube  in  place.  Such  tubes,  suction  devices,  and 
breathing  bags  should  be  available  in  all  hos- 
pitals and  in  the  office  of  at  least  one  physician 
in  the  medical  community,  however  small. 
The  skill  necessary  to  place  the  tube  is  ex- 
pected from  any  anesthesiologist,  and  should 
be  expected  from  any  chest  specialist,  and  from 
family  doctors  aware  of  the  seriousness  of  the 
problem  and  of  the  fact  that  it  may  arise  any- 
where. 


Respiratory  paralysis,  due  to  neurological 
disease  such  as  poliomyelitis,  Guillain-Barre 
syndrome,  severe  muscular  disorders,  and  also 
fatigue  in  the  victims  of  prolonged  excessive 
work  of  breathing,  such  as  marked  obesity 
and  severe  obstructive  lung  disease,  require 
prolonged  assisted  ventilation  through  an  en- 
dotracheal tube. 

Respiratory  failure  may  be  insidious  and 
occur  in  the  operating  room  and  be  ignored  if 
rapid  changes  in  airway  resistance  and  lung 
compliance  are  not  recognized;  it  may  com- 
plicate primary  and  obvious  cardiac,  renal  or 
other  disease.  The  importance  of  arterial  blood 
analysis  is  great,  but  above  all,  the  awareness 
of  the  surgeon,  anesthetist,  and  physician  of 
the  possibility  of  respiratory  failure  is  the  most 
important  factor. 

The  knowledge  of  respiratory  physiology 
and  pathophysiology  by  those  in  charge  of 
him  is,  therefore,  the  essential  protection  of  the 
patient  against  potentially  lethal  respiratory 
failure.  Most  physicians,  presently  practicing, 
did  not  acquire  this  knowledge  when  in  medi- 
cal school.  They  can  acquire  it  through  med- 
ical books  and  publications  and  at  meetings  or 
postgraduate  courses  of  chest  societies  and 
colleges. 

In  addition  to  the  efforts  of  the  American 
Thoracic  Society  and  the  American  College  of 
Chest  Physicians  throughout  the  nation,  edu- 
cation is  offered  in  the  State  by  different  or- 
ganizations. 

The  existing  medical  schools  of  the  Univer- 
sity of  Virginia  and  Virginia  Commonwealth 
University,  where  the  staff  teaches  pregradu- 
ate students,  house  staff  and  fellows,  operate 
specialized  facilities  and  provide  consultant 
services  to  hospitals  and  physicians  who  re- 
quire them  in  any  part  of  the  State.  They 
organize  symposia  and  conferences  studying 
different  aspects  of  chest  diseases.  Large  hos- 
pitals in  the  State  conduct  similar  programs. 
A third  medical  school,  Eastern  Virginia  Med- 
ical School,  is  being  developed  in  the  Norfolk 
area.  Winchester  created  a School  of  Inhala- 
tion Therapy,  with  courses  offered  at  Win- 
chester Memorial  Hospital  and  at  Shenandoah 
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College.  The  Veterans  Administration,  the 
Navy,  the  Public  Health  Service  operate  hos- 
pitals offering  the  specialized  services  and  the 
education  in  chest  diseases.  The  State  Health 
Department  has  for  many  years  operated  clin- 
ics for  the  detection  and  treatment  of  pul- 
monary tuberculosis  and  now  also  turns  its 
attention  to  other  respiratory  diseases. 

The  Virginia  Thoracic  Society  is  interested 
in  all  these  activities  and  has  partly  supported 
them,  for  instance  sponsoring  symposia  in 
the  medical  schools:  Conference  on  Emphy- 
sema at  Medical  College  of  Virginia  in  1967, 
Conference  on  Allergy  at  the  University  of 
Virginia  in  1971,  and  Conference  on  Tuber- 
culosis in  Richmond  in  1970.  The  VTS  has 
its  own  programs:  annual  meeting  in  1970  and 
1971  in  Richmond;  in  1972  in  Charlottesville; 
all  bringing  top  men  in  the  field  from  within 
and  without  the  State.  It  publishes  periodically 
Notes  in  Respiratory  Disease , containing  in- 
formation on  recent  progress  in  the  field, 
widely  distributed  throughout  the  State. 

Virginia  is  divided,  as  far  as  VLA  is  con- 
cerned, into  thirteen  regions,  each  with  its 
own  local  Lung  Association.  Several  have 
programs  of  their  own:  e.g.,  the  Southeastern 
Association,  including  Norfolk  and  the  East- 
ern Shore,  sponsors  an  Emphysema  Clinic 
where  a program  of  instruction  and  rehabili- 
tation of  patients  with  chronic  obstructive 
lung  disease  is  conducted. 


The  VTS  considers  that  an  important  part 
of  its  organization  is  represented  by  the  Medi- 
cal Advisory  Committees  to  the  local  As- 
sociations. The  physician  members  of  these 
committees  are  the  best  placed  to  know  the 
needs  of  their  area,  develop  the  interest  of  the 
physicians  and  surgeons  in  respiratory  care 
and  improve  the  facilities  as  needed.  They 
represent  an  important  link  between  at  one 
end  the  VTS,  the  medical  schools,  and  other 
specialized  centers,  and  at  the  other  end  the 
family  doctors  anywhere  in  the  State,  directly 
or  through  their  local  hospitals  and  their  local 
medical  societies.  Through  such  cooperation 
one  can  hope  to  see  a harmonious  development 
of  specialized  facilities,  ambulance  services, 
and  training  of  medical  and  paramedical  per- 
sonnel. Thus  patients  will  not  die  from  an 
acute  condition  which  would  have  been  re- 
versed by  proper  care;  and,  most  important, 
preventive  action,  consisting  of  early  and 
efficient  treatment  of  chronic  respiratory  dis- 
ease, will  decrease  the  number  of  patients  who 
require  the  expensive  and  often  disappointing 
treatment  of  the  late  stages  of  the  disease.  If 
cardiac  disease  has  stirred  the  medical  profes- 
sion and  the  communities  into  intense  action, 
respiratory  disease  is  worthy  of  similar  inter- 
est and  action. 


420  Fairfax  Avenue 
Norfolk , Virginia  23501 


MEMBERSHIP  DUES 

Annual  Dues  Reminder  Notices  were  mailed  last  month  to  the  members 
whose  dues  had  not  been  received  for  the  current  year.  We  would  like  very 
much  to  process  all  of  our  Society  and  AM  A membership  dues  by  May  3 1 . 
Should  there  be  any  question  as  to  whether  or  not  your  dues  have  been  paid 
for  1973,  please  do  not  hesitate  to  contact  the  Headquarters  office. 

It  is  encouraging  to  note  a tremendous  increase  in  both  Society  and  AMA 
membership.  AMA  membership  represents  one  of  the  true  bargains  of  today, 
and  we  encourage  those  who  have  not  joined  to  consider  establishing  their 
membership  at  this  time. 
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The  Emergency  Department 

A Department  in  Financial  Trouble  or 


The  case  for  the  hospital  emer- 
gency department  is  ably  present- 
ed by  the  author.  Some  physicians 
in  private  practice,  however,  may 
find  this  somewhat  biased  and 
may  not  agree  with  some  of  the 
figures. 


IT  HAS  BEEN  STATED  many  times  that 
an  Emergency  Department  is  a financial 
liability  for  most  hospitals.  The  cost  of  run- 
ning the  Department  supposedly  far  exceeds 
the  income  that  the  Department  produces. 
With  the  emphasis  on  the  delivery  of  day- 
to-day  medical  care  shifting  to  hospital-based 
facilities,  I feel  that  the  financial  structure  of 
the  Department  deserves  a new  approach.  The 
Department,  whether  it  functions  as  a true 
Emergency  Department  or  a combination  of 
convenience  clinic  and  Emergency  Depart- 
ment, as  is  the  case  in  the  majority  of  hos- 
pitals in  this  nation  today,  operates  usually 
on  a budget  similar  in  financial  setup 
to  all  the  other  departments  of  the  hospital. 
And  in  simple  terms,  this  means  that  there 
is  an  income  produced  by  the  department 
because  of  patients’  visits.  For  example,  on 
the  regular  floors  this  means  bed  occu- 
pancy; the  daily  rate  of  this  bed  occupancy 
produces  so  much  income  and  the  cost  of 
running  the  floor  with  all  its  personnel  and 
materials  needed,  produces  so  many  expenses, 
and  this  way  the  department  runs  in  the  red 
or  runs  in  the  black.  This  applies  to  Radiology 
with  x-rays  produced  and  the  materials  used; 


A Losing  Proposition? 

R.  LEIDELMEYER,  M.D. 

Fairfax,  Virginia 

to  Anesthesiology,  Operating  Room  and  Lab- 
oratory. All  have  their  budgets,  their  costs 
and  expenses,  and  their  income.  I realize  this 
is  simplifying  matters  to  a great  extent  but 
basically  this  is  the  way  the  hospital  as  a 
whole  or  any  single  department  operates. 

The  Emergency  Department,  however,  falls 
into  a totally  different  category,  and  even  if 
the  total  amount  of  patients’  visits  and  the  cash 
flow  produced  by  those  visits  at  first  glance 
seem  to  prove  substantially  the  charge  that  it 
is  impossible  to  run  the  Department  without 
having  the  hospital  incur  great  losses,  I feel 
that  this  is  an  unjustified  charge  resulting  from 
a totally  wrong  approach.  Actually  there  is 
no  Department  in  the  hospital  that  produces 
so  much  income  on  its  own,  generated  by  the 
Department  itself,  for  all  other  Departments 
of  the  hospital,  and  at  the  same  time  does  not 
receive  credit  for  the  income  it  produces  for 
other  Departments.  Losing  sight  of  these  facts 
produces  the  wrong  impression  that  the  De- 
partment is  not  self-sufficient,  or  worse  is 
losing  money. 

In  order  to  illustrate  and,  in  my  opinion, 
prove  my  point,  I will  have  to  take  our  Emer- 
gency Department  as  an  example.  It  should  be 
realized  that  there  are  a number  of  variables 
and  practices  that  come  into  the  picture  which 
will  make  it  necessary  to  adapt  the  figures  to 
any  particular  Emergency  Department  in- 
volved, and  keeping  those  in  mind  one  should 
be  able  to  adapt  these  figures  to  his  own  De- 
partment. Our  Department  may  be  somewhat 
exceptional  since  the  patient  load  makes  it  one 
of  the  busiest  non-university  Emergency  De- 
partments in  the  country,  and  being  suburbia 
we  function  more  as  a true  Emergency  De- 
partment and  less  as  a convenience  clinic  than 
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possibly  the  average  Emergency  Department. 

In  1971  we  saw  50,000  patients  and  the  De- 
partment is  straining  its  capacity.  This  means 
that  the  basic  cash  flow  of  the  Department 
itself  was  50,000  times  the  hospital  fee  plus 
50,000  times  the  physician’s  fee,  which  are 
two  separate  items.  The  basic  fees  of  these 
two  are  $10.00  for  the  hospital  and  $7.50  for 
the  physician.  It  turns  out  that  the  average 
physician’s  fee  is  about  $11.00  and  if  one  in- 
cludes the  charges  for  suture  material,  plaster, 
drugs,  infusions,  EKGs,  the  average  hospital 
fee  is  about  between  $15.00  and  $20.00.  Thus 
the  basic  cash  flow  produced  by  the  Depart- 
ment and  credited  directly  to  the  Department 
in  our  particular  case  would  be  50,000  times 
$25.00,  or  $1,250,000.  Our  admission  rate 
was  14%.  This  means  that  7,000  patients  ad- 
mitted for  an  average  stay  of  four  to  five  days 
represented  32,000  hospital  days  in  this  par- 
ticular year.  This  in  turn  means  that  on  any 
given  day  there  were  about  90  beds  filled  by 
patients  coming  directly  from  the  Emergency 
Department.  The  four  to  five  day  average 
stay  is  taken  from  the  overall  average  stay  of 
the  Inpatient  Department,  and  I think  it  could 
safely  be  argued  that  those  coming  from  the 
Emergency  Department  may  stay  a little  long- 
er because  of  the  nature  of  the  admissions  com- 
ing through  the  Department.  But  for  general 
purposes,  I am  taking  the  figures  of  the  aver- 
age patient  in  the  hospital.  Ninety  beds  filled 
means  for  normal  hospital  statistics  that  a 100- 
bed  hospital  is  operating  at  full  capacity  at  all 
times  with  this  patient  load.  On  room  charges 
alone,  at  $40.00  a day,  this  results  in  a cash 
flow  income  to  the  hospital  of  32,000  times 
$60.00,  or  $2,000,000.00,  an  income  produced 
directly  by  the  Emergency  Department,  and 
the  majority  of  those  patients  are  unattached 
to  any  private  physician  and  are  initially 
worked  up  by  the  Emergency  Department. 
This  amount  of  $2,000,000  is  not  credited  to 
the  budget  of  the  Emergency  Department. 
Of  all  the  in-hospital  patients  produced  by  our 
Department,  each  one  will  receive  a chest 
x-ray  and  basic  laboratory  tests.  Seven  thou- 
sand chest  x-rays  will  bring  basic  income  for 


the  Radiology  Department  of  7,000  times 
$15.00  or  $105,000.00.  A CBS  and  urine  test, 
which  is  about  as  basic  as  one  can  get,  will 
be  at  least  $10.00,  or  $70,000.00,  and  a variety 
of  other  tests  will  increase  this  amount,  very 
conservatively,  to  $100,000.00,  credited  to  the 
laboratory  and  not  to  our  Department. 

Quite  a number  of  patients  are  cardiac  pa- 
tients going  to  the  Intensive  Care  or  Coronary 
Care  Units.  Usually  the  stay  is  much  longer 
and  the  room  rate  is  at  least  $100  a day.  An- 
other good  percentage  will  receive  surgery, 
some  as  outpatients  but  the  majority  as  in- 
patients. Two  per  cent  is  a conservative  figure 
representing  about  1,000  patients  in  need  of 
the  Operating  Room.  The  average  OR  charge 
is  at  least  $100.00.  If  one  considers  the  Re- 
covery Room  and  the  type  of  procedures  to 
be  performed  because  of  the  nature  of  the 
patients  coming  through  the  Emergency  De- 
partment needing  surgery,  it  is  probably  safe 
to  say  that  the  average  time  per  patient  oc- 
cupying the  Operating  Room  is  at  least  an 
hour  and  a half,  if  not  two,  which  will  bring 
the  charges  for  use  of  the  Operating  Room 
and  Recovery  Room  to  between  $150.00  to 
$200.00.  This  amount  times  1,000  patients 
will  mean  income  for  the  hospital,  through 
the  Operating  Room  use,  of  $200,000,  again 
not  credited  to  the  Emergency  Department. 

The  50,000  patients  seen  in  the  Emergency 
Department  last  year  produced  about  15,000 
x-rays.  A good  percentage  of  these  were  ex- 
tremities—ankles,  wrists,  knees;  the  others,  of 
course,  could  be  anything  from  flat  and  up- 
right abdomen,  chest,  spinal,  skull,  etc.  The 
charge  for  a simple  wrist  or  ankle  x-ray  is 
between  $15.00  and  $20.00.  Taking  into  ac- 
count that  these  or  similar  studies  represent 
the  majority  of  the  studies,  I would  think  that 
$20.00  represents  a conservative  average  of 
the  charges  made  for  each  x-ray  study  directly 
ordered  by  the  Emergency  Department  and 
excluding  those  produced  later  by  admission. 
Fifteen  thousand  times  $20.00  is  $300,000  pro- 
duced directly  by  the  Emergency  Department, 
and  if  that  income  is  divided  between  the 
hospital  and  the  radiologist,  I would  consider 
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it  fair  to  say  that  two-thirds  of  that  income 
goes  to  the  hospital  and  one-third  to  the  ra- 
diologist. The  division  might  be  different  in 
more  complicated  studies  where  the  radiol- 
ogist’s fee  represents  a larger  share  of  the  total 
fee.  However,  in  these  conservatively  low 
average  figures  one  could  say  that  a least  one- 
third  represents  the  radiologist’s  income.  This 
means  that  $100,000.00  of  studies  ordered  by 
the  Emergency  Department  represent  an  in- 
come going  directly  to  the  radiologist  (and  I 
would  say  that  this  could  possibly  keep  two 
radiologists  comfortable  if  it  were  their  only 
income),  and  $200,000  will  go  to  the  hos- 
pital, for  either  of  which  the  Emergency  De- 
partment will  not  get  a penny’s  credit. 

Of  the  15,000  x-rays  taken,  about  10,000 
were  orthopedic  cases,  and  of  those  about  1 5 % 
were  positive  x-rays  requiring  the  attention  of 
an  orthopedic  surgeon.  The  majority  of  those 
again  were  fractures  of  the  extremities— ankles 
and  wrists— and  it  is  a known  fact  that  Blue 
Cross-Blue  Shield  pays  for  those  closed  re- 
ductions about  $100.00  or  $150.00  a case.  This 
means  that  with  other  fractures  involved 
which  cost  much  more,  about  2,000  orthopedic 
cases  requiring  the  attention  of  an  orthopedic 
surgeons  will  produce  an  income  for  those 
surgeons  of  at  least  about  $300,000.00.  In  our 
particular  hospital  an  independent  group  of 
seven  orthopods  covers  the  Emergency  Depart- 
ment and  they  call  whatever  comes  out  of  the 
Emergency  Department  and  is  presented  to 
them  on  a little  silver  platter  their  “bread  and 
butter”.  It  doesn’t  really  matter  that  in  many  of 
these  cases  they  like  to  have  their  “bread  and 
butter”  come  to  their  offices  in  spite  of  this 
very  convenient  type  of  income;  but  with  a 
budget  of  about  $300,000  it  is  obvious  that  our 
Department  produces  an  income  of  about 
$40,000  for  each  of  them  for  which  they  don’t 
have  to  do  anything  but  to  answer  our  call 
and  come  to  the  Department  at  their  conven- 
ience. They  are  rather  eager  not  to  let  us  touch 
any  of  those  cases  although  most  of  the  Emer- 
gency Physicians  should  be  able,  of  course,  to 
apply  a cast  for  a closed  reduction  of  an  un- 
displaced fracture  of  a wrist  or  ankle. 


Those  patients  admitted  to  the  hospital— 
7,000  this  year  as  we  have  established— will  all 
require  a private  doctor  to  attend  them  while 
in  the  hospital.  This  means  that  for  an  average 
stay  of  four  or  five  days,  at  least  four  or  five 
hospital  visits  plus  an  initial  work-up  easily 
represent  about  $100.00  a case  as  income  to 
the  private  physician.  Here  again  is  $700,000 
produced  by  the  Emergency  Department  not 
necessarily  coming  into  the  budget  of  the  hos- 
pital but  providing,  let’s  call  it,  “spending 
money”  for  the  attending  physicians. 

It  should  be  obvious  that  all  the  above  rep- 
resents only  a very  conservative  estimate  of 
the  cash  flow  produced  by  the  Emergency 
Department— over  and  above  the  regular 
charges  made  to  the  patient  for  Emergency 
Department  use  and  a physician’s  service.  It 
should  also  be  obvious  that  there  is  no  De- 
partment in  the  entire  hospital  that  produces 
such  an  enormous  cash  flow,  independently 
of  the  private  physicians.  The  way  it  works  at 
the  moment,  especially  in  the  well-established 
Emergency  Departments,  is  that  the  private 
physicians  are  more  and  more  depending  on 
the  Department  during  their  off-duty  hours. 
Even  if  a patient  presents  himself  stating  that 
he  does  have  a private  physician,  in  the  ma- 
jority of  cases  today  the  private  physician 
either  has  sent  him  in  to  our  Department  dur- 
ing off  hours  or  simply  isn’t  available  and 
instructs  the  answering  service  to  do  the  same. 
The  result  is  that  in  most  of  these  cases, 
whether  attached  or  unattached  to  a private 
physician,  the  initial  work-up  and  decision  for 
admission  is  being  done  by  the  Emergency 
Physician,  especially  in  the  off-duty  hours.  In 
addition  to  that,  many  private  physicians  now 
conveniently  state  that  they  do  not  repair 
lacerations,  that  they  do  not  have  x-ray  facil- 
ity, that  they  do  not  have  an  EKG,  that  they 
do  not  have  proper  laboratory  facilities;  and 
anyone  calling  a physician  who  may  possibly 
be  a candidate  for  admission  is  sent  directly 
to  the  Emergency  Department  for  the  initial 
work-up  and  decision,  rather  than  instructed 
to  go  to  the  office  for  the  same.  As  a result. 
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most  of  the  cases  seen,  whether  attached  or 
unattached  to  a physician,  are  in  the  strictest 
sense  of  the  word  basically  emergency  cases 
that  are  produced  and  initiated  by  the  Depart- 
ment. Also,  and  here  is  an  almost  more  im- 
portant factor  of  the  whole  spectrum,  the  oth- 
er 85%  (meaning  the  other  group  that  does 
not  need  admission)  will  as  a rule  need  at  least 
one  follow-up  visit  and  I estimate  that  an 
average  of  at  least  two  follow-up  visits  are 
necessary.  Here  again,  about  40,000  patients 
in  our  case  will  need  another  visit,  and  in  this 
shifting  population  where  the  majority  have 
no  private  physician  at  the  time  of  their  initial 
visit,  at  least  30,000  are  referred  as  new  patients 
to  the  private  physicians,  with  again  an  aver- 
age of  at  least  two  follow-up  visits,  represent- 
ing an  income  for  the  outlying  physicians  with 
a usual  office  fee  of  $6.00  or  $7,00,  of  about 
$200,000  being  channelled  out  to  the  private 
physicians. 

Keeping  all  this  in  mind,  realizing  that  a 
50,000  patient  load  produces  a very  conser- 
vatively estimated  cash  flow  in  one  direction 
or  another  of  at  least  $6,000,000,  should  make 
hospital  Administrations  stop  and  think  a 
while.  Among  others,  they  should  adapt  their 
figures  of  patients’  load  to  their  own  hospital. 
They  should  realize  that  if  their  patient  load 
is  less  or  far  less  than  ours  at  this  moment,  it 
will  never  be  less  than  what  it  is  now.  The 
established  yearly  increase  of  patients  is  15  to 
20%  in  any  Emergency  Department  all  over 
the  country.  They  should  wonder  if  it  really 
is  a wise  policy  to  hide  behind  cloudy  figures 
of  losing  money  and  use  this  as  an  argu- 
ment and  justification  to  offer  the  physicians 
who  will  man  this  Department  on  a 24-hour  a 
day  basis  a set  salary  that  totally  ignores  the 
enormous  cash  flow  these  men  create  for  the 
entire  hospital  and  the  outside  staff,  and  totally 
ignores  the  incalculable  service  they  provide  for 
the  community.  On  top  of  that  this  takes  away 
the  incentive  that  applies  to  any  production, 
meaning  that  the  more  one  produces  the  more 
one  might  earn.  I think  it  is  a gross  mistake  to 
quibble  and  pennypinch  specifically  with  those 
on  whose  quality  of  performance,  function 
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and  abilities  the  entire  Department  rests.  Any 
Administrator,  Board  and  Staff  who  think  they 
can  get  away  with  that  and  at  the  same  time 
attract  those  capable  of  providing  the  best 
medical  care  the  community  deserves,  have  a 
very  unpleasant  surprise  in  store  for  them.  And 
the  result  is  that  the  community  and  the  pop- 
ulation the  hospital  serves  will  suffer  most 
because  of  these  short-sighted  pennypinching 
policies. 

All  this  does  not  take  into  account  the  basic 
function  of  the  Department,  namely,  provid- 
ing care  to  the  acutely  ill  and  distressed  at  all 
hours  of  the  day  and  night,  a function  of 
cardinal  importance  for  the  community  that 
today  is  not  matched  by  the  private  physicians. 
This  is  a function  that  cannot  be  calculated 
in  dollars  and  cents,  but  the  service  to  the 
community  of  course  is  enormous.  With  the 
the  delivery  of  medical  care  shifting  toward 
hospital-based  facilities,  it  should  be  clear  to 
any  Administration  or  Board  of  Trustees  that 
even  without  the  above-quoted  figures,  the 
amount  of  good  will  created  by  a well-run 
Emergency  Department  staffed  by  top  quality 
personnel,  the  best  available,  would  even  jus- 
tify what  is  called  a money-losing  Depart- 
ment. The  ill  will  created  by  a poorly  run, 
poorly  staffed  Department  could  make  or 
break  the  name  and  reputation  of  any  hos- 
pital. The  Board  of  Trustees,  Administration 
and  Staff  should  realize  these  facts,  recognize 
this  trend  and  go  all  out  to  organize  its  Emer- 
gency and  Outpatient  Department  as  soon  as 
possible  with  the  best  available  medical  and 
paramedical  personnel,  thereby  supporting  the 
goals  of  the  American  College  of  Emergency 
Physicians  by  recognizing  and  accepting  the 
initial  treatment  of  the  acutely  ill  and  wounded 
as  a true  specialty  in  its  own  right. 

As  stated,  the  figures  were  from  a suburban 
hospital  with  a true  emergency  percentage  of 
80%.  It  should  be  obvious  that  they  can 
be  easily  adapted  to  any  hospital,  by  start- 
ing out  with  the  total  patient  load  and  chang- 
ing the  percentages  of  admissions  and  kinds  of 
cases  as  they  apply  to  one’s  own.  Depending 
on  its  location  and  function,  these  figures  will 
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vary  somewhat.  However,  the  most  important 
function  will  be  true  and  present  in  any  one, 
namely  providing  24-hour  a day  top  quality 
care  for  the  acutely  ill  and  wounded  in  the 
community  the  hospital  serves.  By  consider- 
ing this  as  the  major  function  of  the  hospital 
and  of  the  Department,  all  the  other  figures 
become  relatively  unimportant.  For  instance, 
one  lost  malpractice  suit  nowadays  can  wipe 
out  several  months  if  not  years  of  income.  Yet 
if  one  had  to  go  by  dollars  and  cents,  I believe 
it  would  be  fair  and  realistic  to  consider  the 


unique  position  the  Department  maintains  in 
the  structure  of  the  hospital  and  the  cash  flow 
it  creates  as  a Department  for  all  the  other 
Departments  of  the  entire  hospital  and  the 
entire  staff.  Looking  at  it  this  way,  I would 
claim  that  there  is  no  Department  in  the  hos- 
pital that  operates  so  thoroughly  and  com- 
pletely in  the  black  as  the  Emergency  De- 
partment. 


3405  St.  Pauls  Place 
Fairfax , Virginia  22030 


New  Treatment  Taken  Right  Off  the  Shelf 


Not  all  medical  discoveries  emerge  from 
sophisticated  laboratories  after  years  of  tedious 
study.  One  which  shows  great  promise  came 
right  off  a supermarket  shelf,  and  you  prob- 
ably have  some  in  your  kitchen. 

This  particular  “wonder  drug”  is  plain 
sugar.  Used  by  a Maryland  physician,  it  has 
healed  severe  decubitus  ulcers  where  other 
treatment  has  failed.  Such  ulcers  are  better 
known  by  the  rather  mild  sounding  name  of 
bed  sores— but  they  can  extend  to  the  bone 
and  cripple,  or  even  kill,  bedridden  patients. 

James  W.  Barnes,  Jr.,  M.D.,  staff  physician 
at  Glenn  Dale  Hospital,  Glen  Dale,  Maryland, 
achieved  a healing  rate  of  almost  80%  over  a 
five-year  period,  using  sugar.  “And  there  was 
improvement  in  those  ulcers  which  did  not 
heal  completely,”  he  said  at  the  recent  clinical 
convention  of  the  American  Medical  Associa- 
tion, in  Cincinnati,  Ohio. 

“I  tried  the  sugar  treatment  out  of  sheer 
frustration,  after  other  methods  proved  unsatis- 


factory,” Dr.  Barnes  said.  “The  use  of  sugar 
is  not  new,  but  the  way  we  apply  it  is:  We 
pack  the  ulcer  very  full  and  use  air-tight 
dressings.”  The  irritating  effect  of  the  granules 
cause  “local  injury”  and  initiates  wound  repair 
processes  of  the  body;  the  acidity  of  the  sugar 
solution  tends  to  increase  blood  flow  to  the 
ulcer  area,  and  the  acid  solution  also  kills 
bacteria. 

The  sugar  treatment  is  applied  daily  and 
healing  of  a deep  ulcer  takes  three  to  four 
months. 

Decubitus  ulcers,  a serious  problem  now, 
will  become  more  of  a challenge  in  the  next 
decade,  Dr.  Barnes  believes,  because  of  medi- 
cine’s ability  to  keep  more  and  more  chron- 
ically ill  patients  alive. 

The  cost  of  healing  a serious  bed  sore  can 
run  as  high  as  $10,000,  and  one  study  by  the 
Veterans  Administration  showed  that  5%  of 
the  paraplegics  with  decubitus  ulcers  died  be- 
cause of  those  ulcers. 
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Letters  to  the  Editor 


Smallpox  Vaccination 

The  Code  of  Virginia  as  most  recently 
amended  (1973)  still  states  “every  pupil  shall 
within  10  days  after  entering  a public  or  pri- 
vate school,  furnish  a certificate  from  a li- 
censed physician  certifying  that  such  pupil 
has  been  successfully  vaccinated  for  small- 
pox.’’  The  physician  must  “furnish  a written 
statement  stating  that  in  his  opinion  a vac- 
cination with  smallpox  vaccine  is  contraindi- 
cated” if  he  believes  smallpox  vaccination  is 
no  longer  necessary.  Forty-six  states  of  the 
Union  have  already  discontinued  routine 
smallpox  vaccination  as  a requirement  for  en- 
trance into  school,  and  the  United  States  Pub- 
lic Health  Service  and  the  American  Academy 
of  Pediatrics  state  that  the  risks  of  compli- 
cations from  vaccination  outweigh  the  risk  of 
contracting  smallpox  in  this  modern  era.  There 
is  now  greater  morbidity  and  mortality  from 
the  procedure  itself  than  from  the  disease. 

A recent  poll  (February  1973)  of  pediatri- 
cians in  the  State  of  Virginia  conducted  by 
the  State  Chapter  of  the  American  Academy 
of  Pediatrics  and  the  Virginia  Pediatric  So- 
ciety in  cooperation  with  Mead  Johnson  Lab- 
oratories reveals  that  179  of  Virginia’s  203 
practicing  pediatricians  (90%)  have  already 
discontinued  the  administration  of  routine 
smallpox  vaccination.  At  its  annual  meeting 
in  Charlottesville  February  1973  the  society 
passed  a resolution  approving  the  discontinua- 
tion of  routine  smallpox  vaccination  in  chil- 
dren, as  recommended  by  the  American  Acad- 
emy of  Pediatrics  and  the  U.  S.  Public  Health 
Service. 

The  resolution  on  smallpox  vaccination 
adopted  by  the  American  Medical  Associa- 
tion’s House  of  Delegates  November  1972 
stated  “physicians  while  observing  contrain- 
dications should  have  the  option  of  immuniz- 
ing patients  against  smallpox”. 

It  is  evident  that  in  the  light  of  all  available 
scientific  evidence  routine  smallpox  vaccina- 
tion is  no  longer  essential,  a tribute  to  its  past 


effectiveness  and  to  the  efforts  of  the  World 
Health  Organization. 

I would  hope  that  the  State  Health  Depart- 
ment would  recognize  the  validity  of  the  ac- 
cumulated scientific  evidence  and  would  rec- 
ommend to  the  State  Legislature  that  the  Code 
of  Virginia  delete  smallpox  vaccination  as  a 
requirement  for  school  entrance  but  permit 
the  physician  to  have  the  option  of  immuniz- 
ing his  patients  against  smallpox  if  he  so 
desires. 

I believe  this  approach  would  be  more  mean- 
ingful to  the  physician  and  a step  in  the  right 
direction. 

Very  sincerely  yours, 

H.  Wlliam  Fink,  M.D. 

410  DePaul  Building 
Norfolk , Virginia  23501 

The  Election  of  the  Governor 

It  seems  to  me  that  it  is  the  duty  of  all  Vir- 
ginians, and  especially  physicians,  to  work  for 
the  election  of  Mills  E.  Godwin,  Jr.,  in  this 
fall’s  gubernatorial  election. 

Everyone  knows  that  we  physicians  are  all 
conservatives  in  Virginia  and  Mills  is  the  epit- 
ome of  all  we  believe  in.  He  has  renounced 
the  Democratic  party  and  it  doesn’t  or 
shouldn’t  matter  how  he  runs— as  an  Inde- 
pendent or  a Republican.  The  main  thing  is 
that  he  is  devoted  to  Virginia  and  to  its  con- 
servative form  of  government.  He  has  given 
up  the  glory  of  living  in  his  new  home  in  Crit- 
tenden—a move  which  he  so  justly  deserved— 
but  the  thought  of  the  McGovern-Howell 
type  of  governor  must  have  been  more  than 
he  could  stand  to  anticipate.  He  wants  to  save 
Virginia  from  that.  Why  else  would  he  desire 
to  be  governor  again? 

It  is  widely  accepted  that  he  was  the  best 
governor  Virginia  has  had  in  modern  times. 
His  accomplishments  were  too  numerous  to 
mention  here,  but  if  he  is  willing  to  make  this 
sacrifice  for  us,  the  least  we  can  do  is  to  see 
that  he  is  elected. 
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Mills  has  always  been  devoted  to  the  med- 
ical profession.  He  will  continue  to  be  a help 
to  us  all  in  the  days  ahead  of  federal  control 
of  medicine.  He  is  most  grateful  to  all  of  the 
doctors  who  have  played  a part  in  his  medi- 
cal history.  To  show  his  appreciation  to  the 
medical  profession  as  a whole,  he  gave  the 
main  address  at  the  meeting  of  the  Southern 
Surgical  Association  at  Hot  Springs  in  1968. 
He  gave  an  outstanding  speech  and  he  began 
by  saying  that  he  wanted  to  thank  in  some 
way  the  members  of  the  medical  profession 
in  whom  he  had  great  confidence  and  for 
whom  he  had  great  respect  for  their  outstand- 
ing service  to  all  Virginians.  He  was  given  a 
standing  ovation  at  the  completion  of  his 
speech.  Comments  from  everyone  there  were 
most  glowing  in  their  admiration  of  this  de- 
voted man. 

He  has  recently  recovered  from  a major 
operation  and  he  and  his  lovely  wife  went 
through  much  soul  searching  during  those  try- 
ing days.  Katherine  is  devoted  to  him  and 
probably  hates  to  leave  her  new  home,  but 
is  willing  to  do  what  her  husband  wants  to  do 
and  will  be  a big  help  to  him  in  the  campaign. 

I plead  with  each  of  you  to  use  your  in- 
fluence on  your  patients  and  friends.  Do  all 
you  can  to  make  certain  that  the  medical  pro- 
fession, all  Virginia,  and  you  and  I elect  Mills 
Godwin  to  be  our  next  governor.  All  of  us 
will  be  well  rewarded  with  the  type  of  gov- 
ernor we  want  for  the  next  four  years. 

Elect  Mills  E.  Godwin,  Jr.  to  be  the  next 
governor  of  Virginia!  Republicans,  Democrats 
and  Independents  will  work  together  to  see 
that  this  happens. 

Herbert  C.  Lee,  M.D. 

Medical  College  of  Virginia 
Richmond , Virginia 

What's  in  a Name? 

When  I wrote  the  headline:  “Are  HMO’s 
A-O.K.  or  S.O.B.’s?”  for  a recent  editorial,  I 
thought  it  was  rather  catchy. 

It  seemed  to  be  a good  way  to  talk  about 
the  HMO  movement  that  is  becoming  more 


common  on  the  American  medical  scene.  I 
wrote  about  that  concept  and  drew  an  analogy 
between  this  alternate  form  of  health  care 
payment  and  services  and  the  rent-a-car  in- 
dustry. Then,  I sat  back  and  waited  for  the 
responses  not  only  from  the  readers  of  “Com- 
puter Medicine”  but  from  the  physicians  who 
read  the  “Virginia  Medical  Monthly”  and  the 
“Medical  Bulletin  of  Northern  Virginia” 
whose  editors  also  printed  the  editorial. 

In  the  world  of  journalism,  I have  used  the 
rule  of  thumb  that  says  that  for  every  “Letter 
to  the  Editor”  there  are  1000  readers  who 
hold  a similar  opinion.  I wondered  what  phy- 
sicians thought  about  HMO’s. 

So,  I waited  . . . and  finally  it  came,  both 
in  the  written  and  spoken  words:  “HMO”  is 
a dirty  word.  For  some  it  certainly  carries  a 
stick  of  emotional  dynamite  with  it.  Many 
physicians  not  only  don’t  like  the  word  but 
misunderstand  it  so  completely  that  they  turn 
off  further  thought  by  mere  sight  of  the  letters 
HMO.  The  semantics  are  powerful  and  loaded 
for  some  with  political  implications. 

One  physician  from  Florida,  James  W. 
Todd,  seemed  to  typify  the  response  when  he 
said,  “But  enough  of  all  this  Doctor;  at  your 
age  if  you  don’t  know  the  difference  between 
Socialism  and  Private  Enterprise,  I fear  no 
one  can  explain  it  to  you.  But  alas!  I hope 
you  won’t  write  any  more  editorials  on  the 
H.M.O.  Some  of  the  younger  doctors  are 
still  impressionable  and  don’t  know  what  is 
good  for  them.” 

I had  never  equated  HMO  with  “Socialism” 
but  some  physicians  apparently  do  and  that 
brings  me  to  our  headline  for  this  month, 
“What’s  In  A Name?” 

Dr.  S.  I.  Hayakawa,  author  of  The  Use  and 
Misuse  of  Language  and  other  books,  has  writ- 
ten about  the  intriguing  science  of  semantics 
and  language.  I have  in  my  lifetime  known 
several  good  examples  of  how  innocent  words 
got  so  explosive  they  had  to  be  changed: 

*In  World  War  I “German”  toast  had  to 
be  changed  to  French  toast. 

#In  the  ’40’s  the  “Cooperative”  Club,  an  in- 
ternational men’s  civic  club,  had  its  name 
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changed  to  Sertoma  Club  (an  acronym  for 
Service-to-Mankind) . 

*In  the  ’50’s  in  the  maelstrom  of  the  Cold 
War  and  McCarthyism,  the  Cincinnati 
“Reds”  became  the  Redlegs. 

The  “American  Medical  News”  devoted 
portions  of  its  July  10,  1972,  issue  to  seeking 
a better  name  for  HMO’s,  following  a plea 
from  Gordon  K.  MacLeod,  M.D.,  of  HEW’s 
Health  Maintenance  Organization  Services. 
Suggestions  included:  Health  Service  Organi- 
zation, Prepaid  Medical  Care,  Prepaid  Health 
Care,  Comprehensive  Health  Services. 

Recently  the  American  Hospital  Associa- 
tion created  the  Division  of  Health  Delivery 
Systems.  They  defined  its  objective  and  pur- 
pose: “To  restructure  the  health  delivery  sys- 
tem in  the  United  States  to  make  comprehen- 
sive health  services  available  to  everyone  in 
the  most  efficient  and  effective  manner  pos- 
sible. . .” 

So,  I think  I’ll  take  Dr.  Todd’s  advice  and 
I “won’t  write  any  more  editorials  on  the 
H.M.O.  It  apparently  is  a bad  word.  At  best 
it  is  a nickname— but  you  know  how  nick- 
names stick— especially  bad  ones! 

Keith  W.  Sehnert,  M.D. 


1601  North  Kent  Street 
Arlington , Virginia  22209 

Infectious  Complications  of  Intensive 
Care  in  the  Neonate 

The  article  in  the  November,  1972,  issue 
by  Kannan,  M.D.,  and  Krauss,  A.M.,  con- 
cerning Infectious  Complicatiotis  of  Intensive 
Care  in  the  Neonate  was  read  with  interest. 
The  authors  appeared  to  have  unwittingly  mis- 
led readers  into  accepting  their  following  hy- 
potheses as  fact: 

1.  A bacteriologically  positive  catheter  tip 
culture  implies  sepsis. 

2.  Prophylactic  antibiotics  are  of  no  value 
in  preventing  catheter-induced  septice- 
mia. 


The  facts  on  these  questions  remain  unset- 
tled. There  are  recent  references  which  refute 
the  information  presented  by  Kannan  and 
Krauss.  Evidence  of  a low  septic  risk  with 
good  sterile  technique  in  the  use  of  catheters.1,2 
and  the  efficacious  use  of  prophylactic  antibiot- 
ics in  preventing  catheter-induced  sepsis3  make 
one  wonder  how  authors  Kannan  and  Krauss 
can  make  the  statement  “although  prolonged 
insertions  of  umbilical  catheters  may  be  ‘cov- 
ered’ with  antibiotics,  the  use  of  these  drugs 
does  not  prevent  bacterial  contamination  or 
disease”.  The  studies  which  the  authors  quoted 
were  small  in  patient  numbers4  and  in  one  case 
used  the  term  “catheter  . . . infected”  falsely 
implying  sepsis  when  “catheter  . . . contam- 
inated” would  be  more  descriptive. 

All  one  can  say  at  this  point  is  that  the  avail- 
able information  is  incomplete  as  to  the  true 
septic  risk  of  catheters.  Sterile  technique,  top- 
ical antibiotic  ointment,  type  of  catheter,  and 
condition  of  the  patient  are  all  variables  which 
are  different  in  each  series.  A double  blind 
controlled  study  with  rigid  sterile  technique 
alternating  patients  with  and  without  anti- 
biotics is  perhaps  the  answer.  Until  then,  these 
questions  remain  unproven  and  probably  cir- 
cumstantial. 

Peter  W.  Houck,  M.  D. 
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Public  Health 


Oral  Cancer  Detection  Clinics  in  Virginia 


As  an  outgrowth  of  a federal  grant  to  es- 
tablish an  oral  cytology  program  for  dentists 
and  physicians  through  the  Division  of  Dental 
Health  of  the  Virginia  Health  Department, 
the  Cancer  Committee  of  the  Virginia  Dental 
Association  met  early  in  1967  to  consider  the 
possibilities  of  mass  screening  clinics.  One 
benefit  of  the  oral  cytology  program  was  to 
reaffirm  the  dentists’  responsibility  of  disease 
control  in  the  soft  tissue  of  the  mouth.  The 
often  repeated  adage  that  “physicians  look  at 
the  tongue  and  dentists  look  at  teeth  and  no 
one  examines  the  tissue  in  between”  perhaps 
has  had  merit  in  the  past.  It  was  this  need  to 
develop  public  awareness  of  oral  cancer  as  a 
destructive  and  deadly  disease  that  was  the 
basis  of  the  program. 

The  Cander  Committee  was  aware  that  in- 
dependent programs  in  other  areas  of  the 
United  States  had  been  conducted  in  the  past 
which  consisted  of  an  oral  examination,  and 
infrequently  the  use  of  an  oral  exfoliative 
cytology  smear.  The  oral  “pap”  smear  tech- 
nique, although  accepted  as  an  early  diagnos- 
tic tool,  was,  however,  only  a precursor  to 
final  determination  of  disease  through  biopsy. 
Even  the  small  percentage  of  “false  negative” 
and  “false  positive”  was  not,  therefore,  readily 
acceptable  in  a mass  screening  clinic.  The 
format  was  then  established  that  an  oral  sur- 
geon, equipped  to  readily  offer  and  perform 
biopsies  on  suspect  lesions,  should  be  present 
and  that  this  service  would  be  provided  free 
to  all  persons  examined,  if  desired. 

Since  1968,  clinics  have  been  conducted  in 
many  areas  of  Virginia,  from  Virginia  Beach 
to  Winchester  and  from  Lee  County  to  Ac- 
comac.  The  results  have  been  satisfactory  in 
each  clinic.  It  is  difficult  to  assess  the  outcome 


of  clinics  of  this  nature  due  to  the  many 
variables  that  exist  that  are  directly  related 
to  results:  Weather,  screening  hours,  site  lo- 
cations, day  of  the  week,  professional  par- 
ticipation, and,  paramount  to  them  all,  pub- 
licity. Although  cancer  remains  a dread  word 
in  most  vocabularies,  apathy  continues  to  play 
a major  role  in  the  continuance  of  the  disease. 
In  most  instances,  the  indigent  or  medically 
indigent  individual  is  not  interested  or  con- 
cerned with  preventive  health  care.  As  a 
result,  most  patients  screened  were  persons 
who  practice  some  degree  of  oral  hygiene  and 
who  had  made  a small  effort  toward  procur- 
ing professional  dental  care  within  a two-year 
span. 

Another  early  problem  involved  commu- 
nication; it  was  soon  realized  that  in  many 
areas  the  population  was  not  aware  of  the  term 
“oral”  or  “oral  cancer”.  A change  in  defini- 
tion to  “mouth  cancer”  overcame  the  misun- 
derstanding or  mystery  of  the  clinic’s  purpose. 
The  cancer-aware  individual,  however,  is 
willing  to  seek  any  assurance  that  he  is  free 
of  the  disease. 

The  uniqueness  of  the  Virginia  oral  cancer 
detection  program  is  also  manifested  in  the 
high  degree  of  cooperation  among  the  many 
participating  agencies.  Past  presidents  of  the 
Virginia  Dental  Association  have  stressed  in 
their  earliest  addresses  to  the  Association  the 
need  for  continued  cooperation  among  agen- 
cies with  the  program  and  for  the  responsi- 
bility of  awareness  of  the  disease  in  the  private 
practitioner’s  office. 

The  Division  of  Dental  Health,  of  the  Vir- 
ginia Health  Department,  has  been  the  coor- 
dinating agency  of  the  various  sectors  involved, 
both  lay  and  professional.  The  Division  assists 
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in  determining  the  date  for  the  clinic,  briefing 
both  lay  and  professional  groups  in  conducting 
the  clinic,  advising  the  local  publicity  chair- 
man in  methods  and  means  of  informing  the 
target  population  group,  requesting  participa- 
tion of  the  local  health  department,  and  fur- 
nishing clinic  supplies. 

Perhaps  most  interesting  and  rewarding 
have  been  clinics  in  the  Virginia  Appalachian 
area  where  programs  have  been  conducted  for 
one  week  for  each  of  the  past  three  years  with 
a volunteer  team  composed  of  an  oral  surgeon, 
oral  pathologist,  area  public  health  dentists, 
private  practitioners,  professional  personnel 
from  the  American  Cancer  Society,  Virginia 
Division,  and  in  1972,  13  dental  and  hygienist 
students  representing  SAM  A (Student  Amer- 
ican Medical  Association) . Traveling  to  a dif- 
ferent county  each  day,  a prime  examining 
and  biopsy-procedure  location  was  established 
in  the  local  county  health  department,  and  as 
many  as  five  satellite  examining  centers  were 
located  in  rural  county  areas,  using  space  in 
churches,  schools,  drive-in  theaters,  town  halls, 
jails,  or  whatever  facility  was  available.  Per- 
sons examined  who  had  suspect  lesions  were 
then  transported  to  the  prime  examining  center 
for  consultation  and  possible  biopsy  procedure 
by  the  oral  surgeon. 

The  third  annual  oral  cancer  detection  week 
for  the  Virginia  Appalachia  area,  under  the 
supervision  of  the  Division  of  Dental  Health, 
was  conducted  from  August  7-12,  1972.  Over 


1,200  persons  were  screened,  and  82  persons 
were  referred  to  the  team  of  oral  surgeons.  A 
total  of  67  biopsies  were  performed,  and  18 
were  diagnosed  as  malignant  (seven  basal  cell, 
eight  squamous  cell,  and  three  CA-in-situ): 
there  were  eight  dysplastic  lesions  (3  mild, 
two  moderate  and  three  severe  dysplasia). 
Patients  were  returned  to  local  area  Health 
Departments  five  days  after  clinic  dates  for 
suture  removal  and  counseling  regarding  diag- 
nosed problems  and  where  necessary  treatment 
plans  were  augmented  and  referrals  made.  In 
mid-October,  the  oral  surgery  team  returned 
to  the  area  and  all  patients  with  malignant  or 
pre-malignant  lesions  or  patients  who  required 
additional  consultations  were  seen  by  the  two 
surgeons  from  the  staff  of  the  Medical  College 
of  Virginia. 

Oral  or  mouth  cancer  represents  a paradox 
in  cancer,  as  it  is  one  of  the  easiest  cancers  to 
detect  and  cure,  if  detected  early,  but  one 
of  the  most  deadly  and  disfiguring  if  not 
treated  in  its  earliest  stage. 

Thus  the  rapid  course  of  this  destructive 
disease  makes  it  an  emergency  in  its  early 
detection  and  treatment.  The  screening  clin- 
ics, offering  in  many  instances  curative  treat- 
ment with  total  excisional  biopsies  or  detecting 
patients  with  possible  early  signs  of  disease 
where  a viable  treatment  plan  can  be  aug- 
mented, is  a step  forward  in  providing  the 
citizen  of  our  Commonwealth  a health  care 
service  of  paramount  value. 
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CURTIS  J.  KELLY,  JD 

Psychological  Tests— Otologic  Evaluations 


Psychological  Tests— In  addition  to  cover- 
age of  psychological  tests  when  furnished  by 
a physician  or  as  an  incident  to  a physician’s 
services,  the  diagnostic  services  performed  by 
a qualified  psychologist  practicing  indepen- 
dently of  an  institution,  agency,  or  physi- 
cian’s office  are  covered  as  “other  diagnostic 
tests”  if  a physician  orders  such  testing.  A 
“qualified  psychologist”  is  an  individual  who, 
if  practicing  in  a State  where  statutory  licen- 
sure or  certification  exists,  holds  a valid  cre- 
dential (as  legally  specified)  for  such  practice. 
If  practicing  elsewhere,  the  psychologist  must: 

( 1 )  hold  a doctoral  degree  in  clinical  psychol- 
ogy from  an  American  Psychological  Associa- 
tion-approved program  in  clinical  psychology 
or  its  adjudged  equivalent;  or  (2)  have  attained 
recognition  of  competency  through  the  Amer- 
ican Board  of  Examinations  for  Professional 
Psychology,  or  through  endorsement  by  his 
State  psychological  association. 

Note  that  there  is  no  provision  for  coverage 
of  psychotherapy  performed  by  privately 
practicing  psychologists.  Since  the  tests  cov- 
ered under  this  provision  are  limited  to  those 
which  are  diagnostic,  the  coverage  limitations 
on  treatment  for  mental,  psychoneurotic,  and 
personality  disorders  are  not  applicable. 

Otologic  Evaluations— Diagnostic  testing 
performed  by  a qualified  audiologist  is  covered 
as  “other  diagnostic  tests”  when  a physician 
orders  such  testing  for  the  purpose  of  obtaining 
additional  information  necessary  for  his  evalua- 
tion of  the  need  for,  or  appropriate  type  of, 
medical  or  surgical  treatment  for  a hearing 
deficit  or  a related  medical  problem.  Thus, 
for  example,  diagnostic  services  performed 
by  a qualified  audiologist  to  measure  a hear- 
ing deficit  or  to  identify  the  factors  responsible 
for  the  deficit  are  covered  where  such  serv- 


ices are  necessary  to  enable  the  physician  to 
determine  whether  otologic  surgery  is  indi- 
cated. However,  where  the  medical  factors 
required  to  determine  the  appropriate  medical 
or  surgical  treatment  are  already  known  by 
the  physician  or  are  not  under  consideration 
and  the  diagnostic  services  are  performed  only 
to  determine  the  need  for  or  the  appropriate 
type  of  a hearing  aid,  the  services  are  excluded 
whether  performed  by  a physician  or  non- 
physician. The  exact  purpose  of  audiological 
diagnostic  services  should  be  capable  of  being 
determined  from  the  audiologist’s  or  physi- 
cian’s bill,  and,  if  it  cannot,  the  physician  or- 
dering the  service  will  be  contacted  directly 
by  the  Part  B carrier.  Diagnostic  services 
which  meet  the  above  requirements  are  cov- 
ered as  “other  diagnostic  tests”  when  per- 
formed by  a qualified  audiologist  who  is  either 
independently  practicing  or  on  the  staff  of  a 
clinic  which  is  not  physician-directed. 

A “qualified  audiologist”  is  an  individual 
who,  if  practicing  in  a state  where  statutory 
licensure  or  certification  exists,  holds  a valid 
credential  (as  legally  specified)  for  such  prac- 
tice and  who  meets  one  of  the  following  re- 
quirements: 

(1)  has  been  granted  a Certificate  of  Clin- 
ical Competence  in  the  appropriate  area  (audi- 
ology) by  the  American  Speech  and  Hearing 
Association;  or 

(2)  has  completed  the  academic  and  prac- 
ticum  requirements  for  certification  and  is  in 
the  process  of  accumulating  the  necessary 
supervised  work  experience  required  for  cer- 
tification; or 

(3)  until  January  1,  1970,  has  a Basic  Cer- 
tificate or  provisional  basic  certificate  and  is 
in  the  process  of  acquiring  four  years  of  spon- 
sored professional  experience;  or 
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(4)  had  a Basic  Certificate  or  sponsor  priv- 
ilege as  of  December  1,  1964,  cannot  com- 
plete four  years  of  sponsored  professional 
experience  before  January  1,  1970,  but  passes 
a special  examination  given  by  the  American 


Speech  and  Hearing  Association  during  1969. 

Note  that  there  is  no  provision  for  coverage 
of  therapeutic  services  performed  by  privately 
practicing  audiologists  or  audiologists  on  the 
staff  of  a clinic  which  is  not  physician-directed. 


Psoriasis  Treatment  Combines  Drugs  and  Irradiation 


Successful  treatment  of  a persistent  skin 
ailment— psoriasis— through  a combination  of 
drug  therapy  and  radiation  treatment  is  re- 
ported in  the  March  issue  of  the  Archives  of 
Dermatology,  a scientific  journal  of  the  Amer- 
ican Medical  Association. 

The  treatment  consists  of  application  to  the 
affected  skin  a solution  of  a drug  known  as 
methoxsalen,  photoactivated  by  blacklight, 
combined  with  a low-strength  paste  of  another 
drug,  anthralin. 

The  California  research  team  reports  that 
initial  trials  of  the  treatment  resulted  in  com- 
plete clearing  of  the  affected  skin  within  one 
to  three  weeks. 

The  technique  was  borrowed  from  cancer 


specialists,  who  have  for  years  used  a com- 
bination of  chemotherapy  (drugs)  and  selec- 
tive irradiation  to  treat  malignant  neoplasms. 
The  study  involved  eight  adult  men.  Each 
had  chronic  psoriasis  which  had  not  responded 
to  conventional  treatments.  Follow-up  ob- 
servations showed  that  the  clearing  of  the  skin 
lasted  for  several  months  with  only  occasional 
repeat  treatments. 

Authors  of  the  report  are  two  army  medics, 
Major  Issac  Willis,  M.D.,  and  Major  David 
R.  Harris,  M.D.,  from  Letterman  Army  In- 
stitute of  Research,  San  Francisco.  Dr.  Wil- 
lis is  now  with  Johns  Hopkins  University 
School  of  Medicine,  Baltimore.  Dr.  Harris 
is  now  with  the  Veterans  Administration  Hos- 
pital, Palo  Alto,  Calif. 
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VRMP'S  Accomplishments  and  Future 

The  Virginia  Regional  Medical  Program 
(VRMP)  has  as  its  purpose,  stimulating,  ex- 
pediting, and  assisting  in  the  continuing  de- 
velopment of  the  best  possible  health  care  for 
all  of  the  people  of  Virginia.  To  accomplish 
this  purpose,  VRMP  offers  its  assistance  to 
work  cooperatively  with  all  groups  which  are 
involved  in  the  delivery  of  health  services,  the 
planning  of  health  services,  the  dissemination 
of  health  information,  the  education  of  health 
manpower,  the  continuing  development  of  the 
various  health  professionals,  and  other  related 
manpower.  The  VRMP  regards  as  its  special 
mission  assistance  to  programs  which  are  im- 
aginative and  innovative  and  which  seek  to 
build  upon  the  positive  elements  of  the  present 
delivery  system.  Briefly,  some  of  VRMP’s 
significant  contributions  have  been: 

. . . Specialized  training  for  9,500  nurses 
. . . 21,000  requests  for  medical  information 
have  been  filled  through  a biomedical 
information  system  funded  through 
MCV  and  UVA 

...  22  physicians  have  received  coronary 
care  training  and  11  hospital  coronary 
care  units  have  been  evaluated  for  effec- 
tiveness 

. . . The  first  centralized  tumor  registry  in 
Virginia  has  been  established 
. . . 22,000  physicians,  nurses  and  emergency 
personnel  have  been  trained  in  closed 
chest  heart  massage  (CPR) 

...  12  nursing  homes  have  received  rehabili- 
tation services  training 
. . . 13,300  citizens  have  benefited  from 
workshops  in  Child  abuse,  electrical 
hazards,  alcoholism,  hospital  education, 
rehabilitation,  nursing,  family  planning, 
quality  of  medical  care  assurance,  heart, 
stroke  and  cancer 


. . . The  staffs  of  4 small  community  hos- 
pitals have  received  personal  instruction 
by  visiting  professors-in-residence. 

...  A program  for  family  physicians  to  im- 
prove care  of  stroke  patients  in  rural 
areas  has  been  sponsored 

In  addition  to  these  activities,  services  which 
began  on  1 January  1973  are: 

. . . Coordination  of  specialized  training  for 
allied  health  personnel 

. . . Establishment  of  a drug  consultation 
service 

. . . Help  in  funding  of  an  ongoing  program 
of  training  for  emergency  medical  tech- 
nicians 

. . . Training  of  family  nurse  practitioners 
for  underserved  areas 

. . . Survey  of  continuing  education  needs 

. . . Decentralization  with  local  participation 
to  bring  VRMP  closer  to  the  people 

The  Regional  Medical  Program  has  been  of 
great  benefit  to  all  Virginians,  and  has  served 
as  an  effective  interface  between  Government 
and  the  private  sector.  However,  its  future 
is  uncertain  and  is  scheduled  to  be  determined 
in  the  current  discussion  of  the  1974  HEW 
Appropriations  Bill. 

Involvement  in  Health  Services 
Planned  Projects  1973 


Comprehensive  Kidney  Disease  Program $136,996 

Emergency  Coronary  Care 61,311 

Curriculum  Development  for  Training 

Directors  and  Allied  Health 40,986 

Drug  Information  Service 139,719 

Model  Neighborhood  Health  Plan 95,770 

Emergency  Medical  Technician  Training 

Program  15,000 

Continuing  Education  in  Clinical  Pharmacy 36,623 

Subregional  Medical  Information  Network 38,036 
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Family  Nurse  Practitioner  Program 99,819 

Emergency  Medical  Services  System 128,045 

Radiation  Therapy  Consultant  Service 104,113 

Nutrition  Education 12,145 

Career  Mobility  for  Hospital  Personnel 97,416 

Expanded  Role  for  Pharmacists  136,413 

Perinatal  Medicine  for  Small  Community 

Hospitals  37,578 

Continuing  Education  for  Dentists  11,015 

Prehospital  Emergency  Medical  Training 89,434 

Pulmonary  Disease  Rehabilitation  Program 21,400 

Preventive  and  Rehabilitative  Training  for 

the  Dental  Auxiliary  77,060 

Automated  Patient  History 49,164 

Obstetrix  Training  Program 67,587 

Shared  Services  for  Rural  Health  Care 

Institutions  93,261 

Monitoring  Quality  of  Care  in  HMOs  41,532 

Family  Education  Program  29,818 


Allocation  of  RMP  Dollars 


CATEGORICAL 

DISUSES 


MORE  EFFECTIVE 
MANPOWER 


MORE  EFFECTIVE  MANPOWER 


"Planned 


Health  Providers  Trained 


1970  H 
1972  ■ 


1973*  U 

’Planned 


VRMP 


Health  Providers  Trained 


1970  ^ 
1972  ■ 
1973* M 


Categorical  Expenditures 


700  — 


600  — 


500  — 


400  — 


300  — 


200  — 


100  — 


$650,166.25 


$565,557.95 


•Planned 
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VRMP 


VRMP 
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Health  Services 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  chose  four  target  areas 
for  its  national  action  programs  for  1972-1973. 
The  national  emphasis  has  been  concentrated 
on: 

S.O.S.  ( Safety  on  the  Streets ) 

Projects  and  programs  are  directed  to  causes 
of  and  protective  measures  against  violence 
on  the  streets,  toward  defensive  driving 
courses,  bicycle  and  pedestrian  safety,  and  with 
emphasis  on  getting  the  drunk  driver  off  the 
highway.  The  National  Safety  Council  puts 
out  an  excellent  pamphlet  called  “Let’s  Bring 
Back  Safety  on  the  Streets”  outlining  steps 
for  programs  and  reference  materials  available 
on  the  various  aspects  of  street  safety.  The 
National  Safety  Council  has  branches  in  most 
major  cities  or  may  be  reached  at  425  North 
Michigan  Avenue,  Chicago  6061 1.  The  16  mm 
film  “Lady  Beware”  gives  vital  information 
on  personal  safety  and  should  be  valuable 
especially  to  young  women.  The  film  can  be 
purchased  from  Pyramid  Films,  Box  1048, 
Santa  Monica,  California  90406.  Perhaps  a 
local  business  would  underwrite  its  cost  if  it 
could  be  shown  to  school  and  civic  groups 
in  the  community.  The  16mm  film  “It  Could 
Happen  to  You”  features  a policewoman 
showing  precautions  women  can  take  to  avoid 
assault  at  home,  in  a car,  on  the  street.  The 
film  may  be  obtained  at  no  charge  from  the 


Film  Library,  National  Rifle  Association,  43 
West  61st  Street,  New  York,  New  York 
10023.  Good  auxiliary  programs  should  be 
shared  with  other  groups  and  Safety  on  the 
Streets  is  an  area  of  interest  to  everyone. 

Ecology  /Environmental  Household  Manage- 
ment 

Stress  is  placed  on  individual  and  group 
responsibility  to  become  ecology-minded. 
Many  of  us  are  weary  of  the  very  subject 
but  we  must  all  be  aware  that  solving  the 
gigantic  problems  involved  in  safe-guarding 
our  environment  starts  at  the  individual  level. 
We  cannot  afford  to  be  unaware.  Hampton’s 
Auxiliary  reports  having  a program  on 
“What’s  Happening  to  Our  Wetlands,  Shore- 
lines and  Water”.  Every  auxiliary  member  can 
become  an  environmentalist.  The  place  to 
start  is  in  your  kitchen  and  from  there  into 
your  community. 

Blood  Donor  Programs 

Blood  donor  programs  remain  a nation-wide 
source  of  concern.  Many  communities  are 
unable  to  provide  adequate  services  in  this 
area,  others  have  little  or  no  reserves  of  blood 
supplies  for  emergencies.  Auxiliaries  in  Vir- 
ginia as  elsewhere  are  becoming  increasingly 
active  in  sponsoring  blood  donor  drives,  in 
becoming  donors  themselves,  in  providing 
volunteer  services  at  centers  and  on  blood- 
mobiles,  and  working  toward  establishment  of 
blood  banks.  Some  auxiliaries  provide  volun- 
teer service  to  blood  banks  on  a regular 
monthly  basis  and  lend  a valuable  service  to 
their  community. 

Hospital  Day  Care  Centers 

Auxiliaries  are  invited  to  help  solve  the 
manpower  shortage  by  establishing  or  staffing 
day  care  centers  for  children  of  persons  wish- 
ing to  return  to  work  in  the  health  care  field. 
Day  care  service  for  volunteers  assisting  with 
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special  health  programs  and  out-patient  health 
service  programs  are  other  facets  of  this  pro- 
gram. Naturally,  a need  for  a program  should 
be  established  before  one  is  instigated. 

These  interest  areas  widen  the  circle  of 
auxiliary  projects  in  volunteer  health  services 
given  on  a national  scale  that  include  reha- 
bilitation programs,  immunization  programs, 
audio-visual  testing,  meals  service,  crisis  inter- 
vention, programs  to  aid  the  elderly,  mentally 
retarded,  or  physically  handicapped,  and  a host 
of  other  services. 

In  a later  issue,  the  varied  activities  of  the 
Virginia  auxiliaries  may  be  reported  and  should 
be  of  interest  to  all  doctors’  wives  across  the 
State. 

Mrs.  William  N.  Gordge,  Chairman 

Health  Manpower 

Highlights  of  county  auxiliaries  in  the 
Health  Manpower  Program: 

1.  A continuing  education  program 
throughout  the  school  year. 

2.  Advisors  to  Health  Careers  Clubs. 

3.  Providing  nursing  scholarships. 

4.  Plans  are  being  made  to  have  a booth 
at  County  Fairs  in  the  fall. 

5.  Spots  on  T.V.  and  Radio. 

6.  Health  Careers  Manual  and  Allied  Med- 
ical Education  Directory  have  been 
placed  in  school  libraries. 

7.  The  Virginia  Health  Careers  and  Vir- 
ginia Council  on  Health  and  Medical 
Care  have  provided  speakers  throughout 
all  high  schools  in  the  State. 

Mrs.  Wallace  E.  Baker,  Chairman 

International  Health 

Only  a small  amount  of  research  and  study 
into  the  problems  of  poverty  and  need  in  the 
world  reveals  so  much  that  the  mind  almost 
becomes  “boggled”.  In  a way  you  feel  help- 
less and  inclined  to  think  there  is  nothing  you, 
one  small  person,  could  do  that  would  be  of 
any  help  toward  easing  such  complex  and 
far-away  problems.  But  each  individual  doing 


one  small  thing  adds  up  to  great  things  being 
accomplished.  And  that  is  what  we  in  Inter- 
national Health  are  doing  every  day. 

Many  of  our  County  Auxiliaries  have  a 
widely  scattered  membership,  and  each  indi- 
vidual member  must  work  individually  toward 
a goal  for  their  Auxiliary.  We  also  have  our 
cities  where  members  can  easily  gather  and 
jointly  accomplish  their  project.  But  always, 
each  individual  accomplishment  is  necessary 
and  appreciated. 

We  in  Virginia  continue  working  with 
many  organizations,  contributing  what  we  can. 
We  support  our  “adoptive”  child  through 
MAP.  Here,  each  person  can  contribute  what- 
ever amount  she  desires  toward  the  total  we 
need  to  pay  for  a year’s  tuition  and  room  and 
board.  Interest  is  being  aroused  this  year  con- 
cerning Ship  Hope,  and  the  many,  many  things 
we  can  do  to  contribute  to  their  worthwhile 
work.  Some  of  our  Auxiliaries  have  pet  proj- 
ects, such  as  orphanages,  and  they  have  worked 
for  them,  sending  money  or  gifts.  When  you 
know  specifically  of  a certain  need  it  is  always 
most  gratifying  to  help  fulfill  that  need.  Yes, 
folks,  bandages  we  still  provide.  Also  many 
other  small  handmade  items,  and  we  work 
continuously  on  these  projects.  This  is  espe- 
cially gratifying  for  individuals  who,  for  one 
reason  or  another,  need  something  they  can 
do  in  their  homes.  International  Book  Project 
is  one  of  the  newer  agencies  requesting  our 
help,  and  this  should  be  a simple  matter  for 
most  of  us,  surrounded  as  we  are  by  an  abun- 
dance of  books.  Some  people  have  none— they 
need  our  old  ones.  Those  instruments  that 
seem  worthless  to  our  husbands  are  collected, 
repaired  by  Direct  Relief  Foundation,  and  be- 
come treasured  instruments  in  other  less  for- 
tunate countries. 

With  no  medical  training,  we,  the  wives  of 
doctors,  are  assisting  in  Overseas  Surgery  and 
Medicine!  Doesn’t  that  shake  you  awake  and 
make  you  feel  very  important!  We  must  con- 
tinue doing  our  own  little  thing,  collecting, 
knitting,  repairing,  contributing,  whatever  it 
is.  For  as  long  as  there  are  ailing  and  deprived 
people,  we  will  be  needed.  Our  goal  is  sim- 
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ply  to  do  our  “little  thing”  toward  making  this 
a healthier  and  happier  world  for  others. 

Mrs.  F.  I.  Carr,  Jr.,  Chairman 

Beltway  Brunch 

The  second  Annual  Beltway  Brunch  was 
held  on  March  12  at  the  Holiday  Inn,  McLean, 
Virginia.  The  Auxiliaries  of  Arlington,  Alex- 
andria and  Fairfax  Counties  in  Virginia,  Aux- 
iliaries of  Prince  Georges  and  Montgomery 
Counties  in  Maryland  and  The  District  of 
Columbia  Auxiliary  joined  to  hear  Dr.  and 
Mrs.  John  A.  Chenault  speak  on  Ampac  and 
Medical  Legislation.  Dr.  Chenault  is  a mem- 
ber of  the  AMA  Board  of  Trustees  and  very 
well  qualified  to  speak  on  some  of  the  current 
legislation.  He  strongly  urged  all  doctors  and 
their  wives  to  become  aware— to  know  the 
details  and  possible  results  of  the  pending  bills. 
He  said  he  could  not  over-emphasize  the  im- 
portance of  letting  our  legislators  know  how 
we  feel.  That  is  on  a State  and  National  level. 
Everyone  should  make  sure  they  write  as  just 
Jane  Doe— not  as  a doctor’s  wife.  The  Legs 
Program  has  already  proved  its  effectiveness 
with  thousands  of  letters  being  received.  Dr. 
Chenault  urged  everyone  to  write  their  repre- 
sentatives in  Congress  to  oppose  the  pending 


Kennedy  HMO  Bill.  As  he  stated,  the  HMO 
bills  are  all  so  broad  and  vague,  it’s  very  diffi- 
cult to  oppose  concrete  issues.  Don’t  let  the 
medical  profession  be  caught  through  disin- 
terest, apathy  and  lack  of  knowledge. 

Membership  of  doctors’  wives  in  their  local 
Pac  was  the  theme  of  Mrs.  Chenault’s  talk.  The 
Auxiliary  seems  to  be  lagging  way  behind. 
Maryland  and  District  of  Columbia  had 
shown  large  increases  with  membership  in 
the  40%  to  30%  category.  Virginia  rated  only 
2%  although  we  are  trying  to  interest  more 
of  our  members  in  the  Pac  movement.  It  is  a 
Bi-Partisan  movement,  supporting  both  Dem- 
ocrats and  Republicans. 

This  year  the  Brunch  attracted  many  Aux- 
iliary officers:  Mrs.  Hazel  Lewis,  Assistant 
Director  AMA  Auxiliary;  Mrs.  Ben  Johnson, 
National  AMA-ERF  Director;  Mrs.  Hoyt 
Johnson,  National  Legislation  Chairman;  Mrs. 
Charles  Pate,  Eastern  Regional  AMA-ERF 
Chairman;  Mrs.  Leonard  Warres,  Eastern  Re- 
gional IHA  Chairman;  nine  Virginia  State 
officers  and  seven  Maryland  State  officers  as 
well  as  the  President  and  President-Elect  of 
Kentucky.  Mr.  James  Imboden  of  the  AMA 
Field  Office  also  attended  and  offered  help 
in  projects  of  the  Auxiliary. 


Hair  in  the  Ear  Can  Cause  Cough 


A hair  in  the  ear  can  cause  a cough.  An 
article  in  the  March  12th  issue  of  the  Journal 
of  the  American  Medical  Association  reports 
on  three  individuals  who  were  cured  of 
chronic  cough  by  removal  of  a small  hair  that 
was  touching  the  tympanic  membrane  in  the 
ear. 

It  had  been  known  that  sometimes  wax  in 
the  ear,  or  a foreign  body  of  some  sort,  or 
perhaps  a cotton  swab  used  to  cleanse  the  ear, 
could  trigger  a cough.  This  is  the  first  time 
in  medical  literature,  however,  that  physicians 
have  reported  stopping  a cough  by  removing 
an  irritating  hair. 

Why  does  a hair  on  the  ear  drum  cause  a 


cough?  The  answer  is  complex,  involving  an 
understanding  of  nerve  structure  and  how 
nervous  impulses  can  trigger  the  body’s  pro- 
tective mechanisms.  The  cough  is  nature’s 
way  of  clearing  the  airways  of  irritating  sub- 
stances. A hair  on  the  tympanic  membrane 
starts  a reaction  that  sends  a message  to  the 
cough  centers.  So,  we  cough. 

Authors  of  the  report  are  three  St.  Louis 
researchers,  Allan  P.  Wolff,  M.D.,  Mark  May, 
M.D.,  and  Douglas  Nuelle,  of  Washington 
University  School  of  Medicine.  They  advise 
physicians  confronted  with  a patient  with  a 
chronic  cough  for  which  no  cause  can  be 
found  to  look  in  the  patient’s  ears.  There  just 
might  be  an  offending  hair. 
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Book  Announcements.... 


As  I Remember.  By  William  T.  Sanger. 
194  pages.  The  Dietz  Press,  Inc.,  Richmond, 
1972.  Price  $10.00. 

As  president  of  the  Medical  College  of  Vir- 
ginia, Dr.  Sanger  had  as  many  detractors  as 
admirers.  In  this  little  book  he  defends  his 
administration  of  the  MCV  in  an  orderly  reci- 
tation of  his  qualifications  for  the  office,  his 
goals  and  his  accomplishments.  There  are  sup- 
porting documents  throughout  the  text  and 
in  ten  addenda.  His  influence  on  the  College 
was  so  great  that  these  reminiscences  consti- 
tute a short  history  of  the  Medical  College  of 
Virginia  from  1925  to  the  present. 

Dr.  Sanger  was  conscious  of  the  fact  that 
his  critics  accused  him  of  over-emphasis  on 
brick  and  mortar.  Indeed  the  reader  may  de- 
tect some  vicarious  pleasure  on  the  part  of 
the  author  as  he  describes  the  razing  of  fine 
old  buildings  on  the  campus  and  their  replace- 
ment by  new  ones.  Only  the  stately  “old” 
school  (Egyptian  Building)  escaped  the  bull 
dozer  during  Sanger’s  long  (1925-1956)  and 
accomplished  administration. 

Those  who  knew  Dr.  Sanger  best  admired 
him  most.  The  text  and  addenda  are  replete 
with  laudatory  statements  of  his  exceptional 
professional  and  technical  training  in  educa- 
tion and  his  “fine  qualities  of  mind  and  of 
heart”  from  those  who  recommended  him 
for  the  presidency  of  the  College.  He  lasted 
well,  for  thirty-one  years.  Later  he  was  de- 
scribed as  a “man  of  vision”  (in  spite  of  his 
obvious  ocular  handicaps),  “industry,  integ- 
rity, sincerity,  and  humility.”  The  record 
speaks  for  itself.  When  Dr.  Sanger  arrived 
the  College  was  in  a precarious  position.  The 
Flexner  report  in  1910  had  stimulated  a re- 
form movement  in  medical  education  and 
accreditation  of  the  Medical  College  of  Vir- 
ginia was  in  doubt.  There  were  indeed  insuf- 
ficient buildings  for  teaching,  too  little  finan- 
cial support,  no  full  time  clinical  professors, 
poor  organization  and  coordination  between 
the  schools  of  medicine,  dentistry,  pharmacy 


and  nursing,  poor  housing  for  students,  few 
recreational  facilities,  no  research  activity  and 
a curriculum  rapidly  approaching  obsoles- 
cence. Dr.  Sanger  was  fortunate  to  have  the 
ability  and  time  to  remedy  these  situations. 
The  step-by-step  solution  to  these  and  other 
problems  is  recorded. 

It  is  ironic  that  one  generation  later  much 
of  this  too  will  be  replaced.  St.  Philip  Hall 
(built  1931)  and  Hunton  Hall  (1938)  are 
scheduled  for  demolition  to  make  way  for  a 
new  hospital  and  a new  medical  curriculum 
has  already  replaced  the  one  of  Dr.  Sanger’s 
design.  Characteristically  Dr.  Sanger  “the 
man  of  vision”  approves  these  changes  whole- 
heartedly. 

Included  in  this  volume  are  interesting  facts 
on  Dr.  Sanger’s  life  prior  to  1925;  his  birth  in 
the  mountains  near  Bridgewater;  his  early 
training  (his  father  was  a minister  of  the 
Church  of  the  Brethren);  graduate  and  post- 
graduate training;  his  work  with  the  Virginia 
State  Teachers  Association  and  State  Board  of 
Education. 

There  is  no  index  but  readers  may  be  able 
to  locate  thumbnail  sketches  of  numerous 
events  by  perusing  the  table  of  contents.  There 
is  no  effort  to  write  history  in  the  contem- 
porary sense.  Rather  Dr.  Sanger  has  put  down 
items  from  his  life  which  might  be  of  inter- 
test to  his  family,  friends,  and  alumni  of  the 
Medical  College. 

The  book  is  published  by  the  Alumni  As- 
sociation of  the  Medical  College  of  Virginia. 

E.  Randolph  Trice,  M.D. 

Medical  College  of  Virginia  Before 
1925  and  University  College  of  Medi- 
cine 1893-1913.  By  William  T.  Sanger. 
140  pages.  Whittet  and  Shepperson,  Rich- 
mond. 1973.  Price  $5.00. 

This  little  volume  was  published  to  com- 
pliment As  l Remember , reviewed  above.  To- 
gether the  two  volumes  purport  to  review  the 
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first  one  hundred  and  thirty  years  of  the  his- 
tory of  the  Medical  College. 

The  book  is  not  a history  of  the  College  but 
a potpourri  of  short  sketches,  vignettes,  ex- 
cerpts from  minutes  of  faculty  and  board 
meetings  and  notes  from  Mr.  J.  R.  McCauley’s 
data  book.  Dr.  Sanger  refers  the  serious  his- 
torian to  the  McCauley  data  book  as  an  im- 
portant source  for  future  histories  of  the 
College. 

Dr.  Sanger,  as  might  be  expected,  is  more 
interested  in  buildings  and  facts  than  in  indi- 
viduals. The  date  of  erection  of  each  build- 
ing on  the  Campus  is  listed  along  with  the 
year  it  was  demolished.  In  his  recounting  of 
the  exodus  of  Southern  students  from  Phila- 
delphia in  1859  he  gives  the  number  of  students 
who  left  the  city  and  the  number  who  came 


to  the  Medical  College  but  makes  no  refer- 
ence to  their  leader,  Dr.  Hunter  McGuire. 

The  section  on  the  University  College  of 
Medicine  is  well  written  and  demonstrates 
the  advanced  position  this  institution  main- 
tained prior  to  its  merger  with  the  older  Med- 
ical College  of  Virginia.  The  remaining  por- 
tions of  the  book  consists  of  data  and  long 
lists  of  contributions  to  the  support  of  the 
college,  salaries  paid  to  various  employees,  bal- 
ance sheets,  members  of  the  board,  trustees, 
deans  of  the  school  and  forms  of  legacies  for 
those  who  wish  to  include  the  College  in  their 
wills. 

Appropriately  the  book  is  published  by  the 
Medical  College  of  Virginia  Foundation  of 
which  Dr.  Sanger  is  Executive  Director. 

E.  Randolph  Trice,  M.D. 


PERFORATED  DUODENAL  ULCER-Golden-Wangensteen 


( Continued  from  page  443 ) 

11.  Jarrett,  F.  and  Donaldson,  G.  A.:  The  Ulcer 

Diathesis  in  Perforated  Duodenal  Ulcer 
Disease:  Experience  with  252  Patients 
During  a Twenty-five  Year  Period.  Am. 
J.  Surg.  123:406,  1972. 

12.  McDonough,  James  M.  and  Foster,  J.  H.: 


Factors  Influencing  Prognosis  in  Perfor- 
ated Peptic  Ulcer.  Am.  J.  Surg.  123:411, 
1972. 
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Editorial 


• • • • 


Can  the  Cholecystogram  and  the  Gastrointestinal  Series 
Stand  Alone  as  Separate  Examinations? 

SIMPLE  CLINICAL  TRUTHS  based  on  anecdote  have  a way  of  getting 
lost  in  the  shuffle  during  this,  the  Reign  of  Laboratory  Rex. 

Early  in  the  practice  of  radiology  I became  aware  of  the  poor  record  of 
the  clinical  picture  (history,  physical  examination  and  laboratory  findings) 
in  differentiating  disease  of  the  gallbladder  and  of  the  foregut.  For  some 
anecdotal  support,  I secured  the  cooperation  of  a seasoned  clinician;  his  prior 
estimate  of  the  probability  of  gallbladder  versus  peptic  disease  was  com- 
pared with  the  radiologic  findings.  While  commonly  right,  he  erred  enough 
to  give  support  to  the  contention  that  the  clinical  picture  was  insufficient  for 
differentiation  of  gallbladder  and  peptic  disease. 

Many  patients  individually  come  to  mind  who  were,  or  could  have  been, 
harmed  because  the  clinical  picture  was  unreliable  in  differentiating  gall- 
bladder and  foregut  disease: 

S.D.  had  been  referred  for  removal  of  the  gallstones  shown  on  the  chole- 
cystogram accompanying  him.  The  routine  pre-surgical  gastrointestinal 
series  demonstrated  an  associated  unsuspected  carcinoma  of  the  stomach. 

H.R.  had  been  considered  to  have  lower  esophageal  disease,  probably  a 
hiatal  hernia,  despite  the  repeatedly  normal  gastrointestinal  series.  To  “com- 
plete the  work-up”  before  referral  to  a center  for  direct  study  of  the  esopha- 
gus, a cholecystogram  was  done,  which  demonstrated  several  small  stones, 
removal  of  which  caused  her  “esophageal”  symptoms  to  disappear. 

O.T.  had  undergone  repair  of  a hiatal  hernia,  demonstrated  on  a compe- 
tently executed  gastrointestinal  series,  several  years  ago.  Complaints  con- 
tinued. Another  gastrointestinal  series  showed  persistence  (or  recurrence) 
of  the  hiatal  hernia,  and  the  cholecystogram  done  at  this  time  (the  first  ever 
done)  demonstrated  a few  large  stones,  removal  of  which  cured  the  patient, 
despite  the  persistence  of  the  hiatal  hernia. 

S.N.  had  an  unsatisfactory  clinical  course  following  surgery  for  duodenal 
ulcer.  The  pre-operative  cholecystogram  had  been  called  normal.  Several 
post-operative  gastrointestinal  series  showed  a normal  post-operative  state. 
Symptoms  persisted.  The  cholecystogram  done  subsequently  demonstrated 
a gallstone,  the  much  smaller  predecessor  of  which  had  been  overlooked  high 
in  the  infundibulum  on  the  pre-operative  cholecystogram. 
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The  patients  in  the  following  groups  have  been  so  legion  that  their  indi- 
viduality has  paled  over  the  years: 

Group  1.  Patients  followed  for  extended  time  with  repeatedly  normal 
cholecystograms  with  unsatisfactory  clinical  course;  eventually,  the  first  gas- 
trointestinal study  showed  peptic  disease. 

Group  2.  Patients  followed  for  extended  time  with  repeatedly  normal 
gastrointestinal  series  with  unsatisfactory  clinical  course;  eventually,  the  first 
cholecystogram  showed  gallstones. 

Group  3.  Patients  followed  for  extended  time  with  radiologically  dem- 
onstrated gallbladder  disease  with  unsatisfactory  clinical  course;  eventually, 
the  first  gastrointestinal  study  demonstrated  associated  peptic  disease. 

Group  4.  Patients  followed  for  extended  time  with  radiologically  demon- 
strated peptic  disease  with  unsatisfactory  clinical  course;  eventually,  the  first 
cholecystogram  demonstrated  associated  gallstones. 

Moral:  The  Cholecystogram  and  the  Gastrointestinal  Study  Should  Be 
Done  Routinely  as  a Combined  Study  in  the  Absence  of  Definite  Indications 
for  Omitting  One  or  the  Other. 

The  post-fat  study  of  the  gallbladder  can  be  done  as  part  of  the  combined 
study  as  herein  advocated.  But  what  is  the  use  of  the  post-fat  study? 

When  filling  defects  are  demonstrated,  the  post-fat  study  is  superfluous. 
In  all  other  cases  its  use  should  be  routine,  for  without  it  important  informa- 
tion can  be  lost  in  some  5 % of  all  patients. 

Agreement  is  general  that  filling  defects  within  the  gallbladder  such  as 
stones,  polypoid  lesions  or  Rokitansky-Aschoff  sinuses  are  either  better 
demonstrated,  or  made  to  appear,  on  the  post-fat  study  as  compared  with 
the  pre-fat. 

The  demonstration  of  an  ulcer  on  the  combined  study  is  no  reason  to  omit 
the  post-fat  study  of  the  gallbladder;  several  patients  with  peptic  ulcer  have 
been  encountered  in  whom  gallbladder  disease,  especially  cholesterolosis,  was 
demonstrated  only  on  the  post-fat  study. 

Moral:  The  Post-Fat  Study  Should  Be  Done  Whether  the  Gastrointestinal 
Series  Is  Normal  or  Abnormal. 

Christian  V.  Cimmino,  M.D. 


But  Aside  From  That  Mrs.  Lincoln . . . 

DURING  THE  PAST  FEW  YEARS  we  have  heard  much  about  the 
medical  care  in  Sweden  and  our  political  proponents  of  socialized  medi- 
cine have  quoted  at  length  the  virtues  of  medicine  in  that  Scandinavian 
country.  Statistics  from  Sweden  have  provided  a ready  springboard  to  launch 
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into  dissertations  about  the  supposed  shortcomings  of  medicine  as  practiced 
in  this  country.  Senator  Kennedy,  especially,  must  carry  the  figures  dealing 
with  the  infant  survival  rate  and  the  Swedish  longevity  rate  in  his  hat  for 
he  quotes  them  at  length  whenever  matters  pertaining  to  health  arise. 

Last  summer  two  American  internists  visited  Sweden  and  recently  pub- 
lished their  impressions  concerning  Swedish  medicine.  Dr.  John  P.  Lynch, 
of  Richmond,  wrote  in  the  January  issue  of  the  Virginia  Medical  Monthly 
and  Dr.  Joseph  L.  Andrews,  Jr.,  of  Boston,  gave  a detailed  account  of  his 
trip  in  the  March  19  issue  of  the  JAMA.  Both  articles  deserve  careful  read- 
ing for  we  are  destined  to  hear  more  about  Swedish  medicine.  Fortunately 
their  accounts  supplement  each  other,  but  both  give  pertinent  figures  about 
the  excessive  cost  of  “womb  to  tomb”  welfare  coverage  and  the  impersonal 
relationship  that  exists  between  patients  and  the  ever  changing  physicians 
who  treat  them. 

Dr.  Lynch  included  his  impressions  about  medicine  in  Finland  and  Den- 
mark, whereas  Dr.  Andrews  confined  his  lengthy  article  to  Sweden.  He 
pointed  out  that  Sweden  is  slightly  larger  than  California  but  contains  less 
than  half  the  population  of  that  State.  Obviously  a small  country  with  a 
homogeneous  people  can  hardly  be  equated  with  any  comparable  activity 
in  this  heterogeneous  nation  of  ours.  There  are  some  common  denomina- 
tors, however,  that  bear  comparison. 

Prior  to  1955  health  insurance  in  Sweden  was  voluntary.  In  1955  national 
compulsory  tax-financed  health  insurance  was  created  and  eight  years  later 
this  was  combined  with  various  pensions  and  merged  into  the  National  Social 
Insurance.  In  January,  1970,  the  “Seven  Crown  Reform”  was  introduced, 
requiring  an  outpatient  to  pay  $1.40  for  each  visit.  Beginning  in  January, 
1973,  the  seven  crown  fee  has  been  boosted  to  12  crowns  or  $2.75.  Even  in 
utopia  economics  has  a way  of  raising  its  ugly  head.  The  few  remaining 
private  physicians  are  being  systematically  phased  out  by  denying  them  any 
form  of  hospital  privileges. 

There  are  far  more  hospital  beds  in  Sweden  (16/1000  as  compared  to 
8.9/1000)  than  in  the  U.S.  but  in  actual  practice  there  is  a long  waiting  list — 
“A  patient  may  have  to  wait  a year  for  elective  surgery.  This  is  because 
many  wards  are  not  open  to  patients  due  to  staff  shortages.  . . Also  open  elec- 
tive beds  are  often  in  short  supply  because  many  are  filled  by  relatively  well 
patients  who  would  be  treated  on  an  ambulatory  basis  in  the  United  States.” 
Andrews  feels  that  one  of  the  most  severe  criticisms  of  Swedish  medical  care 
is  the  charge  that  every  citizen  “has  many  doctors  but  no  doctor”.  No  effort 
is  made  to  permit  the  patient  to  see  the  same  physician  who  treated  him  last 
—in  fact,  one  gets  the  impression  from  Dr.  Andrews'  article  that  this  is 
deliberate  policy  throughout  Sweden. 
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Hospitalization  is  free  and  the  patients  receive  compensation  proportional 
to  their  incomes  while  in  the  hospital.  Maternity  care  includes  free  monthly 
visits— but  if  the  patient  insists  on  seeing  an  obstetrician  of  her  choice  during 
these  visits,  the  charge  immediately  becomes  $8.00.  This  is  with  the  under- 
standing that  in  any  event  he  will  not  be  present  at  her  delivery.  Uncom- 
plicated deliveries  are  performed  by  a nurse-midwife.  Dr.  Andrews  hastened 
to  add  “if  some  mothers  miss  the  luxury  of  a ‘personal  obstetrician’,  no 
one  objects  to  the  results  that  Swedish  maternal  care  produces— lowest  infant 
mortality  in  the  world.”  This  has  the  old  familiar  Chippaquiddick  ring  but 
the  writer  was  not  prepared  to  learn  that  midwives  perform  most  of  the 
deliveries— this  will  have  to  be  discussed  privately  with  obstetrical  colleagues. 

Dr.  Andrews  was  favorably  impressed  by  the  well-staffed  city  ambulance 
service  which  utilizes  local  firemen.  This  is  not  unique,  for  in  1930  the  Bal- 
timore ambulances  were  staffed  by  city  firemen  who  moonlighted  as  medical 
attendants.  Only  a few  of  the  many  items  disclosed  by  our  recent  visitors 
to  Sweden  can  be  dealt  with  in  this  article  but  one  deserves  mention  in  clos- 
ing—is  it  all  for  free  or  does  someone  have  to  pick  up  the  tab?  Sad  to  relate 
it  is  far  from  “free”.  Twenty-eight  percent  of  Sweden’s  budget  goes  to  wel- 
fare and  health  care— about  twice  as  much  as  is  spent  on  either  education  or 
military  expenses.  The  social  costs  are  increasing  at  the  rate  of  about  seven 
percent  per  year.  The  local  county  councils  (supervisors)  spend  78%  of 
their  total  budget  on  medical  care.  This  is  an  eightfold  increase  during  the 
past  12  years. 

Where  does  the  money  come  from— or  need  we  ask?  Dr.  Andrews  gives 
an  example  of  a married  man,  earning  $4,000  a year,  who  will  pay  41%  of 
his  income  in  total  taxes.  A comparable  person  in  America  probably  would 
not  pay  any  federal  tax.  The  clincher  would  come  to  the  same  man  in  the 
$10,000  bracket.  In  Sweden  he  would  pay  60%  of  his  income  to  finance 
these  “free”  services.  The  writer  does  not  minimize  the  present  tax  struc- 
ture in  this  country  but  the  $10,000  a year  man  here  would  probably  pay 
about  10%  to  the  federal  government. 

Can  we  get  these  simple  facts  of  life  across  to  our  legislators  before  they 
carry  us  farther  down  the  welfare  and  socialized  medicine  lane? 

H.J.W. 
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Calendar  of  Events 

Preceptorship  Teaching  Workshop— University  of  Virginia  Family  Health  Cen- 
ter and  Howard  Johnson’s  Motor  Lodge— Charlottesville— May  18-19,  1973. 

Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Motor 
Inn— Fredericksburg— May  22-24,  1973. 

Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia 
—Richmond — May  25,  1973. 

Annual  Orthopedic  Alumni  Seminar— University  of  Virginia  Medical  School 
Auditorium— Charlottesville— May  31,  1973. 

Annual  Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic 
Surgery— Medical  College  of  Virginia— Richmond— June  1,  1973. 

E.  C.  Hamblen  Symposium  in  Reproductive  Biology  and  Family  Planning— 
Sponsored  by  Department  of  Obstetrics  and  Gynecology,  Duke  University 
Medical  Center— Durham,  North  Carolina— June  8-9,  1973. 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 

National  Conference  on  Physicians  and  Schools— Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel— Chicago— October  4-6,  1973. 

The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope — Nor- 
folk—October  18-21,  1973. 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  admitted  into 
The  Medical  Society  of  Virginia  during  the 
month  of  February: 

Hamid  M.  Al- Abdulla,  M.D.,  Richmond 
Harry  Carl  Beaver,  M.D.,  Falls  Church 
James  Curtis  Drye,  M.D.,  Richlands 
Arthur  S.  Gear,  Jr.,  M.D.,  Richmond 
Jerome  D.  Gorman,  M.D.,  Roanoke 
Charles  Henry  Henderson,  M.D., 
Harrisonburg 

Mohammad  Aminul  Islam,  M.D.,  Norfolk 
Mehd  Jandaghi,  M.D.,  Dumfries 
John  Robert  Jones,  M.D.,  Richmond 
Philip  R.  Littleton,  M.D.,  Springfield 
Antonio  M.  Longo,  M.D.,  Alexandria 
Jeffrey  S.  Malka,  M.D.,  Burke 
Keith  Winston  McLarnan,  M.D.,  Fairfax 
Richard  H.  Moseley,  M.D.,  Newport  News 
Robert  S.  Jeff,  M.D.,  Norfolk 
Ana  Maria  Perez,  M.D.,  Radford 
G.  V.  Reddy,  M.D.,  Richlands 
Edmund  J.  Schmidt,  M.D.,  Blacksburg 
Eric  John  Sorenson,  M.D.,  Lynchburg 
Lewis  John  Turner,  Jr.,  M.D.,  Warrenton 
George  S.  Vouvalis,  M.D.,  Arlington 
Hsin-Hsiung,  M.D.,  Richmond 

Dr.  Richard  E.  Palmer, 

Past  president  of  The  Medical  Society  of 
Virginia,  Alexandria,  has  been  named  presi- 
dent-elect of  the  International  Academy  of 
Pathology  (United  States-Canada  Division). 

Dr.  Palmer  is  currently  a member  of  the 
Board  of  Trustees  of  the  American  Medical 
Association. 

Dr.  M.  Pinson  Neal, 

Richmond,  has  been  named  to  the  newly 
established  position  of  VCU  provost.  The 
position  will  be  an  extension  of  the  president’s 
office  with  responsibility  to  the  president  for 
the  coordination  of  the  activities  of  the  vice 
president  for  health  sciences  and  the  vice 
president  for  MCV  hospitals. 

Dr.  Neal  has  also  been  named  to  represent 
Virginia  as  Councilor  on  the  governing  body 
of  the  South  Medical  Association. 


Dr.  J.  Shelton  Horsley,  III, 

Charlottesville,  has  been  named  as  the  first 
American  Cancer  Society  Professor  of  Clin- 
ical Oncology  at  the  University  of  Virginia. 

Dr.  A.  L.  Herring, 

Richmond,  has  been  named  chairman  of 
the  Advisory  Group  for  Grace  Hospital,  one 
of  three  Richmond  hospitals  owned  and  op- 
erated by  Charter  Medical  Corporation. 

Medical  Unit  Cited  by  Fifth  Naval  Dis- 
trict. 

Captain  Robert  E.  Mitchell,  Jr.,  Medical 
Corps,  USNR,  commanding  officer  of  Naval 
Reserve  Medical  Company  5-2  in  Richmond, 
has  been  presented  the  Trophy  for  the  best 
non-pay  Reserve  unit  in  the  District.  The 
company  also  received  a Unit  Citation  for 
maintaining  a high  degree  of  mobilization  read- 
iness during  1972,  including  an  outstanding 
record  of  attendance. 

Dr.  Samuel  Newman, 

Danville,  will  celebrate  his  83rd  birthday 
and  50  years  of  pediatric  practice  in  June  of 
this  year.  When  he  began  his  practice  in  Dan- 
ville the  only  other  specialist  there  was  an 
eye,  ear,  nose  and  throat  man  and  there  was 
no  American  Board  of  Pediatrics.  Dr.  New- 
man was  the  first  one  to  ever  use  insulin;  he 
was  the  first  to  use  intravenous  fluids  and  had 
to  make  it  in  his  office;  he  pioneered  in  the 
diagnosis  of  pyloric  stenosis;  he  established  the 
first  blood  bank  in  Virginia  and  administered 
the  first  blood  transfusion  in  a child  in  Virginia. 

Dr.  Newman  has  treated  thousands  of  chil- 
dren and  he  does  not  see  his  83rd  birthday  as 
a stopping  point.  In  fact  he  is  wondering  what 
he  will  do  when  he  reaches  “middle  age”. 

Location  Available. 

1800  square  feet,  7834  Forest  Hill  Avenue, 
Huguenot  Medical  and  Professional  Building, 
Richmond.  Interior  to  be  completed  to  les- 
see’s plans.  Call  272-1314  for  full  details  or 
write  Dr.  George  R.  Smith  at  7834  Forest  Hill 
Avenue,  Richmond  23225.  ( Adv .) 
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Dr.  Samuel  Enoch  Weymouth, 

Callao,  died  March  26,  at  the  age  of  ninety- 
six.  He  graduated  from  the  former  University 
College  of  Medicine,  Richmond,  in  1901  and 
was  the  last  surviving  member  of  his  class.  Dr. 
Weymouth  served  as  assistant  surgeon  to  the 
U.  S.  Public  Health  Service  and  as  medical 
advisor  in  the  selective  service  system  for  eight 
years.  He  had  practiced  in  Northumberland 
County  for  fifty-five  years,  retiring  from  prac- 
tice in  1961.  Dr.  Weymouth  was  the  oldest 
member  of  the  Henderson  United  Methodist 
Church  of  Hyacinth  and  of  the  Heathsville 
Lodge  No.  109  AF&AM  of  which  he  had  been 
a member  for  sixty-nine  years. 

Dr.  Weymouth  had  been  a member  of  The 
Medical  Society  of  Virginia  for  sixty-nine 
years. 

Dr.  Charles  Carroll  Smith,  Jr., 

Formerly  of  Norfolk,  died  in  Oklahoma 
City  on  January  27.  He  was  eighty-one  years 
of  age  and  graduated  from  the  former  Uni- 
versity College  of  Medicine,  Richmond,  in 
1912.  Dr.  Smith  practiced  in  Norfolk  until 
his  retirement  when  he  moved  to  Oklahoma 
to  be  with  his  son,  Dr.  Edwin  Ide  Smith.  He 
had  served  as  chief  of  the  surgical  service  at 
DePaul  Hospital  and  also  as  president  of  the 
medical  staff.  Dr.  Smith  was  a past  president 
of  the  Norfolk  County  Medical  Society  and 
had  been  a member  of  The  Medical  Society  of 
Virginia  for  fifty-eight  years. 

Besides  his  son,  Dr.  Smith  is  survived  by 
two  daughters. 

Dr.  Clayton  Willard  Eley, 

Norfolk,  died  March  19,  at  the  age  of 
eighty-two.  He  received  his  medical  degree 
from  the  University  of  Pennsylvania  in  1916. 


Dr.  Eley  located  in  Norfolk  in  1928  for  the 
practice  of  radiology.  He  was  senior  radiolo- 
gist at  Norfolk  General  Hospital  and  Leigh 
Memorial  Hospital  before  his  retirement.  Dr. 
Eley  served  in  the  Medical  Corps  of  the 
United  States  Navy  during  World  War  I.  He 
was  a former  president  of  the  Norfolk  County 
Medical  Society,  the  Eastern  Radiological  So- 
ciety and  the  Virginia  Radiological  Society. 
He  was  a Master  xMason,  Royal  Arch  Mason, 
Knight  Templar,  Shriner  and  member  of  the 
Royal  Order  of  Jesters.  Dr.  Eley  had  been  a 
member  of  The  Medical  Society  of  Virginia 
for  fifty-two  years. 

He  is  survived  by  two  sons. 

Dr.  James  Levi  Thomson, 

Norfolk,  died  March  3 following  a heart 
attack.  He  was  sixty-three  years  of  age  and 
graduated  from  the  College  of  Medicine  of 
the  University  of  Cincinnati  in  1934.  Dr. 
Thomson  was  a nationally  known  neurosur- 
geon and  had  practiced  in  Norfolk  since  1945. 
He  was  the  organizational  and  first  president 
of  the  Neurosurgical  Society  of  the  Virginias 
and  the  first  neurosurgeon  in  Tidewater.  At 
the  time  of  his  death,  Dr.  Thomson  was  vice 
president  of  the  staff  and  chief  of  neurosur- 
gery of  Norfolk  General  Hospital  and  chief 
of  neurosurgery  at  DePaul  Hospital.  In  1959 
he  was  cited  by  the  President’s  Committee  for 
the  Physically  Handicapped  for  his  contribu- 
tion in  obtaining  jobs  for  the  handicapped  in 
Virginia  while  a member  of  the  Medical  Ad- 
visory Board  of  the  State  Department  of  Vo- 
cational Rehabilitation.  During  World  War 
II  he  served  as  neurological  surgeon  for  the 
45th  General  Hospital  for  the  Army.  Dr. 
Thomson  had  been  a member  of  The  xMedical 
Society  of  Virginia  since  1946. 

His  wife,  a son  and  daughter  survive  him. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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Why  the  Difference? 


FROM  LETTERS  coming  to  my  office  and  to  members  of  our  Medical 
Advisory  Committee,  and  numerous  conversations  with  physicians,  there 
appears  to  be  a lack  of  understanding  as  to  how  and  why  our  Fee  Schedule 
is  different  from  others.  To  find  some  of  the  answers,  or  to  at  least  explain, 
one  must  become  familiar  with  the  history  and  development  of  the  Voca- 
tional Rehabilitation  program. 

The  1920  Virginia  General  Assembly  enacted  State  legislation  to  provide 
vocational  rehabilitation  services  to  disabled  adults,  a few  months  prior  to 
the  enactment  of  Federal  legislation.  Vocational  Rehabilitation  started  with 
a goal  which  continues  today:  to  assist  a disabled  individual  in  obtaining 
the  services  needed  to  enter,  remain  in,  or  return  to  gainful  employment. 
Vocational  Rehabilitation  was  not  designed  as  a welfare  oriented  service 
program  nor  is  it  so  designed  today.  While  the  program  does  serve  many 
disabled  welfare  recipients,  its  focus  is  on  preventing  such  dependency  in 
the  first  place.  From  a practical  standpoint,  to  say  nothing  of  human  values 
involved,  prevention  of  dependency  is  much  less  costly. 

The  individuality  of  the  Vocational  Rehabilitation  service  delivery  pro- 
gram also  needs  to  be  emphasized.  Rehabilitation  services  are  provided  to 
an  individual  on  the  basis  of  the  individual  need  after  proper  medical,  in- 
cluding psychiatric,  psychological,  social  and  vocational  assessment  and 
evaluation.  Most  services  are  based  on  the  needs  of  the  individual,  with 
full  consideration  of  all  other  resources  available  to  the  individual.  As 
stated  above,  an  individual  is  not  required  to  be  at  the  economic  level  of 
public  assistance  before  assistance  is  provided. 

The  Vocational  Rehabilitation  program  has  grown  considerably  since  the 
small  beginning  in  1920.  In  Virginia  during  the  fiscal  year  ending  June  30, 
1972,  there  were  33,566  disabled  individuals  in  active  service  status.  Of 
this  number  12,221  were  placed  in  gainful  employment,  1,994  were  closed 
as  non-rehabilitated,  and  18,351  were  in  active  status  at  the  end  of  the  year. 
Despite  these  impressive  figures,  it  is  estimated  that  less  than  one-third  of 
the  disabled  who  could  be  returned  to  employment  are  presently  being 


The  growth  in  the  number  of  rehabilitation  clients  has,  to  a large  extent, 


served. 


been  the  result  of  improved  medical  care  during  the  past  four  decades.  With 
the  introduction  of  the  sulfa  drug  and  the  antibiotics  during  the  1930’s  and 
1940’s  and  the  improved  surgical  procedures,  many  lives  have  been  saved, 
some  have  remained  disabled.  During  World  War  II,  and  since  that  time, 
vocational  rehabilitation  techniques  have  improved  to  a point  that  many  of 
the  more  severely  disabled  persons  now  have  a reasonable  opportunity  to 
be  restored  to  useful  lives. 

Physical  restoration  was  not  a part  of  Vocational  Rehabilitation  in  the 
original  Act— the  goal  was  vocational  adjustment  only.  Any  physical  res- 
toration needed  had  to  be  provided  by  the  family  or  by  charitable  organi- 
zations. It  was  as  late  as  1943  that  the  Federal  law  permitted  Federal  funds 
to  be  used  for  limited  physical  restoration.  In  fact,  the  initial  law  provided 
for  a maximum  of  90  days  for  hospitalization. 

Over  the  years  the  limitations  on  medical  services  have  been  gradually 
relaxed  but  always  within  the  original  concept.  This  original  concept  was 
that  medical  and  surgical  treatment  needed  by  an  individual  would  be  lim- 
ited to  those  required  for  initial  placement  into  employment  with  the 
expectation  that  after  employment,  the  individual  would  be  able  to  take 
care  of  his  own  medical  needs.  Again,  neither  the  agency  nor  the  physician 
considered  a disabled  individual  as  a pure  charity  case;  actually,  the  phy- 
sician accepted  a fee  below  the  usual  to  help  the  individual  re-enter  employ- 
ment and  because  of  the  severe  limitation  of  the  Vocational  Rehabilitation 
budget.  The  services  of  physicians  of  the  Commonwealth  are  most  gratefully 
recognized,  and  in  fact  these  services  are  frequently  the  key  to  successful 
rehabilitation. 

As  Vocational  Rehabilitation  slowly  expanded  in  the  1940’s,  1950’s,  and 
1960’s,  there  developed  an  unwritten  understanding  and  a fellowship  of 
endeavor  between  the  dedicated  physician  and  the  dedicated  rehabilitation 
counselor  to  serve  disabled  individuals  and  restore  them  to  employment. 
Although  funds  for  physical  restoration  services  were  severely  restricted, 
rarely  were  there  complaints  over  fee  schedules.  Perhaps  this  was  due  to 
the  fact  that  persons  with  the  more  severe  disabilities  requiring  extensive 
medical  and  surgical  procedures  were  not  too  frequently  accepted  for 
vocational  rehabilitation.  However,  as  rehabilitation  techniques  have  been 
improved  and  we  have  realized  that  the  severely  disabled  also  have  a good 
chance  for  work,  we  have  gone  deeper  into  the  barrel  of  disabilities. 

Vocational  Rehabilitation  now  finds  itself  in  a dilemma:  at  no  time  in 
the  history  of  the  program  has  the  physician  been  more  important  to  the 
over-all  services,  while  at  the  same  time  our  fiscal  resources  are  such 
that  only  by  help  from  the  physician  can  we  serve  the  more  severely 
disabled.  Those  individuals  covered  by  insurance,  by  Medicare  and  Med- 
icaid present  no  problems  to  us  since  these  resources  are  used;  but  they 
represent  only  a small  percentage  of  our  clients.  Most  rehabilitation  clients 
do  not  have  such  resources  themselves  nor  do  their  families.  What  to  do 
with  these  disabled,  who  must  have  physical  restoration  services  if  they  are 
to  also  receive  training  and  other  services  to  become  employed,  is  the  problem. 
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Our  Medical  Fee  Schedules  are  arrived  at  in  consultation  with  our  Medi- 
cal Advisory  Committee,  whose  main  function  is  advising  us  on  general 
medical  policy  matters.  They  are  members  of  the  Rehabilitation  Committee 
of  The  Medical  Society  of  Virginia.  We  use  a Relative  Value  comparable 
to  Blue  Cross-Blue  Shield  for  medical  and  surgical  procedures,  with  a unit 
value  comparable  with  those  of  the  7500  Series  of  Blue  Cross-Blue  Shield. 
These  fees  are  generally  less  than  the  usual  and  customary  fee  paid  by  some 
other  agencies  and  insurance  companies. 

Private  insurance  companies  and  most  State-Federal  agencies  in  the  medi- 
cal field  have  “open  ended”  financing— that  is,  funds  are  available  to  pay 
whatever  cost  is  determined.  Vocational  Rehabilitation,  on  the  other  hand, 
has  a “closed  end”  budget— that  is,  we  have  a specific  amount  of  Federal  and 
State  dollars,  and  there  are  no  more  for  any  given  fiscal  year.  This  simply 
means  that  we  must  operate  within  a specified  budget  amount  and,  therefore, 
must  allocate  a specific  amount  of  expenditures  for  each  category  of  services. 
Due  to  this  restricted  budget  for  medical  services,  the  payment  of  usual 
and  customary  fees  would  decidedly  limit  the  number  of  physically  handi- 
capped individuals  we  could  serve  as  well  as  the  severity  of  physically 
handicapping  conditions. 

This  report  to  you  resolves  itself  into  a plea  for  understanding  and  your 
much  needed  help  in  serving  the  disabled  citizens  of  Virginia. 

I am  sure  I can  hear  some  say,  Commissioner  Russell  is  too  idealistic— he 
is  living  in  a dream  world.  But  from  a practical  standpoint,  I know  of  no 
greater  personal  satisfaction  that  any  of  us  can  have  than  to  watch  the  res- 
toration of  a depresssed,  defeated,  disabled  person  in  his  return  to  a pro- 
ductive life.  He  benefits,  his  family  benefits,  and  society  thereby  reaps 
great  benefit.  What  is  the  alternative  to  rehabilitation?  Probably  institu- 
tionalization or,  at  best,  public  assistance. 

Don  W.  Russell,  Commissioner 


Department  of  Vocational  Rehabilitation 
4-615  West  Broad  Street 
Richmond , Virginia  23230 
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Management  of  the  Keratoplasty  Patient 


Proper  pre-  and  post-operative 
care  of  keratoplasties  probably 
has  more  to  do  with  eventual  re- 
sults than  the  operation  itself. 

THOSE  OF  US  who  come  in  contact  with 
a new  generation  of  residents  every  year, 
eager  and  anxious  to  try  their  hand  at  a kera- 
toplasty at  the  first  opportunity,  have  learned 
by  experience  that  the  proper  management  of 
the  patient  before  and  after  surgery  while  not 
nearly  as  glamorous  as  the  surgery  itself,  prob- 
ably has  more  to  do  with  the  eventual  results 
than  is  apparent  to  the  occasional  corneal 
surgeon. 

This  paper  will  deal  with  those  therapeutic 
measures  which  we  feel  assure  us  the  greatest 
number  of  clear  grafts.  Naturally  the  steps 
we  will  outline  are  my  personal  preferences 
and  are  probably  not  the  measures  other  cor- 
neal surgeons  would  follow  routinely  in  their 
cases,  but  in  order  to  get  as  systematic  an  ap- 
proach to  a problem  of  management  as  pos- 
sible, it  would  be  impossible  to  discuss  all  the 
different  ideas  from  different  surgeons.  We 
will  not  discuss  general  indications  for  kerato- 
plasties, neither  will  we  discuss  all  the  multiple 
complications  which  can  arise.  The  limited 
time  we  have  for  our  presentation  will  not 
allow  us  to  discuss  every  point  we  consider 
significant  and  while  each  topic  is  listed  on 
the  slides  we  will  limit  our  discussion  to  those 
topics  we  consider  the  most  important  ones. 

From  the  Department  of  Ophthalmology, 
Health  Science  Division,  Virginia  Common- 
wealth University. 

Presented  before  the  Virginia  Society  of  Oph- 
thalmology and  Otolaryngology,  Williamsburg, 
May  11,  1972. 


WALTER  MAYER,  M.D. 

Richmond,  Virginia 

Proper  management  of  keratoplasties  can  be 
divided  into  three  different  stages: 

A.  The  Preoperative  Phase 

B.  The  Immediate  Postoperative  Phase 
from  1-14  days 

C.  The  Long  Term  Postoperative  Phase 
from  1 5 days  to  3 months 

A.  Preoperative  Phase 

1.  Availability  of  patient  and  surgeon: 
Once  the  patient  is  scheduled  for  a transplant, 
it  behooves  the  surgeon  to  keep  his  name, 
phone  number  and  other  pertinent  information 
in  his  wallet  at  all  times.  The  hard  working 
people  at  the  Eye  Bank  deserve  to  know 
when  they  call  us  in  the  middle  of  the  night 
if  we  will  actually  use  or  not  use  their  eye. 
We  don’t  have  to  operate  in  the  middle  of 
the  night,  but  we  should  know  whom  to  call 
to  come  to  the  Hospital.  In  the  same  vein, 
as  management  of  a keratoplasty  is  such  a per- 
sonal affair,  in  my  opinion,  no  graft  should  be 
done  unless  the  surgeon  himself  will  be  in 
town  and  available  for  at  least  three  weeks. 
The  psychological  make-up  of  the  patient 
about  to  undergo  a keratoplasty  becomes  de- 
pendent of  the  surgeon,  and  we  can  do  no  less 
for  him  than  to  reassure  him  we  will  be  avail- 
able in  his  hour  of  need. 

2.  Glaucoma  control:  Unless  a pre-existing 
glaucoma  is  under  control,  either  by  medical 
therapy  or  previous  surgery,  there  is  no  point 
in  even  attempting  a keratoplasty.  They  will 
all  fail  and  should  not  be  undertaken  under 
any  circumstances. 

3.  Preoperative  treatment  of  vasculariza- 
tion: If  the  vascularization  is  superficial,  beta 
therapy  can  be  attempted.  In  cases  of  severe 
superficial  and  deep  vascularization,  a prelim- 
inary peritomy  with  actual  cutting  and  cau- 
terization of  the  vessels  and  resuturing  to  the 
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sclera  3-4  mm.  behind  the  limbus  can  be  done, 
either  as  a preliminary  procedure  or  at  the 
time  of  the  penetrating  keratoplasty.  In  cases 
of  massive  vascularization,  I personally  prefer 
a preliminary  lamellar  tectonic  graft  with  a 
glycerine  dehydrated  cornea  to  be  followed 
eight  months  later  by  a penetrating  fresh  graft. 

4.  Preoperative  steroids:  While  steroids 
systemically  play  a great  role  in  the  overall 
management  of  the  keratoplasty  patient,  it  is 
our  feeling  that  only  in  cases  of  sympathetic 
ophthalmia,  where  flare-up  can  occur  at  any 
time,  would  we  be  justified  in  placing  a patient 
on  a maintenance  dose  of  steroids  several  weeks 
before  the  planned  keratoplasty. 

5.  Special  measures  in  aphakia:  It  is  well 
known  that  the  technique  of  keratoplasty  in 
these  cases  is  considerably  more  complicated 
and  many  of  these  cases  following  surgery  will 
reveal  an  elevated  intraocular  tension.  The 
possible  loss  of  vitreous  and  probable  vitreous 
touch  with  the  newly  transplanted  endothe- 
lium can  have  disastrous  results;  therefore, 
everything  should  be  done  to  decrease  the  vi- 
treous tension:  carbonic  anhydrase  inhibitors, 
oral  glycerine,  vitreous  removal  either  by  pars 
plana  approach  or  direct  withdrawal  through 
the  pupil  in  those  cases  where  the  hyaloid  is 
already  broken.  The  use  of  either  a Flieringa 
ring  or  a Bonnacolto-Flieringa  ring  is,  of 
course,  essential  for  the  satisfactory  perform- 
ance of  surgery  under  these  circumstances. 

6.  Special  measures  in  combined  cataract 
and  keratoplasty  cases:  While  personally  not 
in  favor  of  these  procedures,  as  they  entail 
more  danger  to  the  eye  than  a keratoplasty  fol- 
lowed by  a cataract  extraction  six  to  eight 
months  later,  in  those  cases  where  it  has  to  be 
done,  either  intentionally  or  where  a rather 
hypermature  cataract  suddenly  becomes  sub- 
luxated and  pushes  forward  in  a keratoplasty, 
the  same  considerations  as  in  cases  of  aphakia 
apply.  Attempt  to  decrease  the  intraocular 
pressure,  use  a Flieringa  ring  and,  if  needed, 
do  an  anterior  vitrectomy  when  vitreous  has 
been  lost  and  is  freely  in  the  chamber. 

7.  Preoperative  topical  medication:  Unless 


a combined  procedure  is  contemplated,  we  feel 
that  all  pupils  should  be  constricted  prior  to 
surgery  and  our  personal  preference  are  drops 
of  4%  Pilocarpine  instilled  into  the  eye  to  be 
operated  every  15  minutes  for  about  four 
hours  before  surgery.  A miotic  pupil  is  always 
a better  protection  for  a clear  lens  against 
any  accidental  injury  by  the  trephine  or  the 
scissors  completing  the  graft  incision,  but  in 
our  opinion  it  also  allows  a better  centering 
of  the  trephine,  especially  in  those  cases  of 
keratoconus  where  the  apex  of  the  lesion  is 
quite  deviated  from  the  geometric  center  of 
the  cornea.  A further  exception  to  the  con- 
striction of  the  pupil  is  the  few  cases  where 
a rotating  autograft  may  take  care  of  the  prob- 
lem. In  those  cases  we  want  the  pupil  to  be 
as  normal  as  possible,  so  that  we  do  not  place 
the  suture  line  through  the  pupillary  axis. 

8.  Biomicroscopy  of  the  donor  eye:  Not 
only  from  a legal  standpoint,  but  it  just  makes 
plain  old  sense  to  look  at  the  eye  before  using 
it  for  a penetrating  graft.  I do  not  believe  it 
is  enough  to  take  the  word  from  the  Eye 
Bank  that  the  globe  is  suitable  for  a kerato- 
plasty. Their  surgical  director  may  have  over- 
looked something  of  importance  and  any  cor- 
neal surgeon  owes  it  to  himself  and  his  patient 
to  convince  himself  that  he  is  really  using 
suitable  material.  It  is  amazing  to  see  how 
many  eyes  are  picked  up  at  the  Eye  Bank, 
taken  to  the  operating  room  and  never  exam- 
ined with  a slitlamp  before  the  fateful  trephine 
incision  is  made  into  the  recipient  cornea. 

B.  Immediate  Postoperative  Phase: 
1-14  days 

1.  Monocular  or  binocular  patching:  The 
classical  studies  of  Dunnington  and  Reagan 
have  demonstrated  how  long  a corneal  wound 
needs  to  heal  and  the  fact  that  the  epith- 
elium can  slide  and  cover  a defect  within  24 
to  48  hours,  may  give  us  a false  sense  of  se- 
curity. It  would  seem  only  natural  to  us  that 
if  proper  position  of  the  graft,  particularly  in 
relation  to  its  posterior  edge  is  so  important, 
a good  case  can  and  should  be  made  for  a 
binocular  patch  for  the  first  four  days.  This 
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is  easily  tolerated  by  elder  as  well  as  very 
young  patients,  and  it  certainly  assures  us  of 
the  utmost  ocular  rest  during  the  first  96  hours. 
Tranquilizers  can  be  prescribed  during  this 
period,  but  usually  are  not  needed,  especially 
if  we  are  also  firm  in  keeping  visitors  to  the 
absolute  minimum  of  the  immediate  family. 

2.  Bed  rest  and  ambulation:  A natural  cor- 
rollary  from  the  above  heading  of  the  bilateral 
patching  for  four  days  is  that  during  this  time 
we  keep  our  patients  in  bed.  Some  reassuring 
words  usually  is  all  that  is  needed  to  get  the 
patients  to  accept  this  small  discomfort  and 
by  letting  them  turn  from  a nose  to  ceiling 
position  to  the  unoperated  side  while  at  the 
same  time  elevating  the  head  of  their  bed 
30-40  degrees  and  letting  them  move  their 
legs  will  usually  make  them  comfortable. 
While  an  occasional  male  patient  may  have 
some  prostatic  difficulties,  we  will  allow  him 
occasionally  to  stand  by  the  side  of  the  bed 
to  void,  while  in  other  cases  if  even  this  pro- 
duces too  great  an  amount  of  straining,  we 
will  use  an  indwelling  catheter. 

3.  Postoperative  photophobia  and  blepharo- 
spasm: Personally  we  are  convinced  that  the 
proper  dressing  of  the  keratoplasty  patient  and 
careful  attention  to  his  great  photophobia  and 
blepharospasm  are  probably  the  most  impor- 
tant steps  we  can  take  in  the  early  postopera- 
tive phase.  Nothing  is  more  important  than 
to  treat  the  patient’s  eye  with  the  utmost 
gentleness  during  the  first  few  dressings  and 
any  time  spent  doing  it  is  well  worth  it.  Per- 
sonally I dress  my  patients  only  every  two 
days,  which  gives  us  a good  enough  indication 
of  how  things  are  going  along  and  still  does 
not  traumatize  the  eye  any  more  than  neces- 
sary. During  the  first  10  days  no  dressing 
should  be  done  hurriedly  by  a surgeon  running 
behind  in  his  schedule.  He  should  and  must 
take  plenty  of  time  for  these  patients.  As  they 
all  have  marked  photophobia,  the  room  can 
be  moderately  dark  and  the  overhead  light 
should  certainly  be  turned  off.  As  the  sutures 
will  produce  some  blepharospasm,  it  is  im- 
portant to  avoid  it  as  much  as  possible  and  we 
like  to  follow  these  steps:  When  we  start 


working  on  the  patient,  we  ask  him  to  open 
his  mouth  and  to  keep  it  open  during  the 
entire  dressing.  It  is  extremely  difficult  to 
squeeze  one’s  lids  when  the  mouth  is  wide 
open.  As  I am  a firm  believer  of  a tight  patch, 
regular  adhesive,  rather  than  the  more  mod- 
ern paper  tapes  should  be  used.  Removing  the 
adhesive  could  be  another  reason  for  squeezing. 
By  cutting  the  adhesive  close  to  the  patch  over- 
lying  the  eye,  no  actual  pulling  of  the  skin  is 
ever  done  and  another  reason  for  squeezing 
is  avoided.  The  rest  of  the  adhesive  can  be 
left  on  the  cheek  and  forehead  until  the  fourth 
day,  when  the  unoperated  eye  is  left  open,  and 
then  removed  with  carbon  tetrachloride.  Be- 
fore we  ever  even  look  at  the  eye,  we  will 
instill  Ophthetic  or  some  other  anaesthetic 
into  both  eyes  repeatedly  over  a period  of 
about  two  minutes  and  only  then  will  we  in- 

y 

spect  the  operated  eye,  first  without  a light 
and  then  when  the  patient  can  keep  both  of 
his  eyes  open  using  a flashlight.  Clarity  of 
graft,  depth  of  chamber  and  position  of  su- 
tures is  all  that  is  required  in  this  inspection 
and  if  everything  is  OK,  the  flashlight  can  be 
turned  off  again  to  the  great  relief  of  the  pa- 
tient, who  then  can  be  allowed  to  close  his 
mouth  again,  or  that  can  wait  until  the  topical 
medication  has  been  instilled  and  the  binocular 
patching  started  again.  A tight  dressing  which 
will  not  allow  the  patient  to  open  his  eye  will 
help  make  the  patient  more  comfortable  and 
keep  the  graft  where  it  should  stay. 

4.  Postoperative  antibiotics:  I keep  my  pa- 
tients on  a broad  spectrum  antibiotic  for  five 
days  postoperatively,  more  for  a possible  legal 
complication  than  out  of  a firm  conviction 
that  we  are  really  doing  any  good  at  all.  It 
is  amazing  that  we  do  not  hear  any  more  about 
postoperative  infections  as  all  eyes  are  bound 
to  be  contaminated  no  matter  how  hard  we 
try  to  keep  them  sterile  after  postmortem 
enucleation. 

5.  Systemic  steroids:  Hovo  Long ? All  pa- 
tients are  routinely  placed  on  Medrol  Medules 
4 mgm.  q 8 hours  from  the  first  postoperative 
day.  Over  a period  of  about  three  weeks  we 
will  usually  decrease  the  dose  to  4 mgm.  daily, 


526 


Virginia  Medical  Monthly 


but  may  continue  this  maintenance  dose  for 
several  months  in  those  cases  where  we  were 
dealing  with  a vascularized  cornea  to  start 
with  or  if  there  are  any  signs  of  corneal  edema 
or  haze.  In  cases  where  there  are  absolutely 
no  inflammatory  signs,  we  will  usually  stop 
systemic  steroids  after  about  eight  weeks. 

6.  Topical  medications:  During  the  time 
the  patient  is  in  the  hospital  and  his  eye  is  left 
open  after  removal  of  cardinal  sutures,  we 
like  to  dress  these  eyes  with  atropine  and  a 
steroid  and  use  these  in  ointment  form  while 
the  patient  still  wears  a patch,  but  switch  to 
Mydrapred  drops  once  the  operated  eye  is  left 
open.  While  the  patient  is  wearing  a patch 
over  the  operated  eye  only,  we  instill  medica- 
tions which  will  assure  that  the  patch  is  always 
firm  and  tight.  I do  not  believe  that  anyone 
but  the  surgeon  should  remove  the  patch  to 
instill  medications  and  I have  seen  too  many 
dislocated  grafts  when  medications  are  ordered 
around  the  clock  with  the  understanding  that 
a patch  should  be  replaced. 

7.  Midriatics  in  Keratoconus:  This  is  an 
exception  to  the  above.  For  some  reason,  pos- 
sibly related  to  the  thinness  of  the  entire  re- 
cipient cornea  and  increased  pressure  of  the 
sutures  over  the  peripheral  iris,  some  post- 
keratoconus  cases  develop  a pupillary  paralysis 
which  persists  for  life.  Therefore,  in  Kerato- 
conus cases  only  Homatropine  should  be  used 
and  rather  sparingly  to  prevent  this  unfortu- 
nate complication. 

8.  Carbonic  anhydrase  inhibitors:  We  do 
not  advise  the  use  of  them  routinely  in  all 
postoperative  cases,  but  rather  in  all  cases  of 
aphakia  and  combined  keratoplasty  and  cata- 
ract extractions.  In  those  cases  we  feel  they 
should  be  continued  for  several  months  until 
the  eye  is  white  and  all  topical  medications, 
especially  midriatics,  have  been  discontinued. 

9.  Clouding  of  graft  in  early  stages:  Except 
in  very  rare  circumstances,  early  clouding  of 
the  graft  is  probably  more  a technical  surgical 
problem  than  any  reaction  to  the  graft.  Under 
normal  circumstances  the  graft  should  be  per- 
fectly clear  whenever  we  change  the  dressing, 


lustrous  and  well  in  place.  Unless  there  is  an 
overwhelming  graft  rejection,  all  the  other 
degrees  of  edema  and  slight  haziness  are  tech- 
nical pitfalls,  either  due  to  faulty  donor  mate- 
rial, faulty  position  of  the  sutures  or  improper 
alignment  of  the  graft  edges.  We  will  try  to 
treat  these  cases  of  haziness  with  extra  doses 
of  steroids  and  more  topical  antibiotics  and 
possibly  some  hypertonic  sodium  chloride 
ointment,  but  our  general  feeling  is  that  if  a 
graft  is  not  clear  at  the  beginning,  very  little 
hope  remains  that  it  will  ever  clear  and  be 
satisfactory.  If  we  have  a graft  which  is  not 
completely  clear,  most  of  us  will  try  to  be 
optimists  and  hope  for  the  best,  but  it  probably 
would  be  much  better  to  deal  with  the  prob- 
lem effectively  and  vigorously  from  the  start, 
as  advised  by  Joaquin  Barraquer,  who  will  not 
hesitate  to  remove  a cloudy  graft  three  or  four 
days  after  surgery  and  immediately  substitute 
it  with  a fresh  graft. 

C.  Long  Term  Postoperative  Phase: 
14  days  to  three  months 

1.  Removal  of  sutures:  cardinal  and  base- 
ball: Suture  removal  is  one  of  the  critical  steps 
in  the  postoperative  management  of  keratoplas- 
ties. For  simplicity,  we  will  assume  that  most 
surgeons  now  use  a limited  number  of  cardinal 
silk  sutures,  usually  of  the  8 o size,  combined 
with  a baseball  suture  of  10  o Ethilon.  This 
last  suture,  of  course,  is  beautifully  tolerated 
and  can  be  left  in  place  for  several  months 
if  it  does  not  become  loose.  Personally,  except 
in  most  unusual  cases,  we  now  use  only  four 
silk  sutures,  as  they  are  always  more  irritating, 
attract  more  mucus  and  can  eventually  attract 
some  neovascularization.  It,  therefore,  is  im- 
perative to  remove  these  silk  sutures  at  the 
earliest  moment  it  is  safe  to  do  so,  which 
usually  is  after  the  first  14  days.  If  the  re- 
moval of  sutures  is  done  with  the  same  pre- 
cautions as  the  first  dressings,  unhurriedly, 
with  plenty  of  topical  anesthesia,  it  usually 
is  an  easy  procedure.  If  one  of  the  cardinal 
sutures  is  still  very  tight,  it  is  best  to  leave  its 
removal  for  a few  days  later.  The  same  tech- 
nique, which  has  routinely  applied  to  cataract 
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sutures,  applies  to  those  in  keratoplasties.  The 
suture  should  always  be  cut  before  it  is  picked 
up  with  forceps,  and  if  the  unfortunate  mishap 
of  accidental  loss  of  the  chamber  occurs  at 
this  moment,  any  further  attempts  at  suture 
removal  should  be  stopped  and  a tight  pres- 
sure bandage  applied.  Usually  within  two  days 
the  chamber  will  be  reformed  and  the  minimal 
damage  will  have  been  repaired.  Of  course, 
the  fact  that  now  we  usually  have  a baseball 
suture  of  Ethilon  in  place  prevents  in  most 
cases  the  collapse  of  the  chamber.  However, 
should  the  chamber  be  collapsed  or  worse  yet, 
if  an  incarceration  of  iris  should  occur,  the 
patient  should  be  immediately  taken  back  to 
the  operating  room  for  resuturing.  Another 
problem  which  may  occur  at  the  time  of  suture 
removal  may  be  some  overriding  of  the  graft 
edge,  but  we  will  deal  with  this  under  a sep- 
arate heading.  The  Ethilon  suture  usually  is 
removed  either  totally  by  cutting  every  arm  of 
this  suture  at  one  time  or  at  different  times 
piecemeal. 

2.  Topical  steroids:  As  mentioned  in  the 
early  postoperative  phase,  we  use  them  rou- 
tinely at  the  beginning  combined  with  a midri- 
atics  and  after  the  eye  whitens  and  is  quiet, 
we  will  continue  using  them  two  or  three 
times  daily  probably  for  about  three  months. 
We  will  not  hesitate,  in  those  patients  where 
some  vascularization  of  the  graft  edge  appears 
or  where  some  other  inflammatory  signs  per- 
sist, to  continue  using  a maintenance  dose  of 
one  drop  of  steroid  daily  sometimes  for  years. 

3.  Subconjunctival  steroids : In  those  cases 
of  keratoplasties  where  we  are  dealing  with  an 
extremely  vascularized  host  cornea,  we  prob- 
ably do  well  in  using  subconjunctival  steroids 
almost  prophylactically,  but  certainly  when- 
ever signs  of  neovascularization  of  the  graft 
appear.  We  should,  however,  distinguish  be- 
tween a vessel  which  reaches  to  the  graft  edge 
and  then  runs  along  the  graft  edge  and  a ves- 
sel which  actually  penetrates  into  the  graft 
itself.  It  is  this  last  possibility  which  will  make 
us  use  subconjunctival  steroids.  Personally  we 
prefer  Depro  Medrol  which  usually  lasts  from 
12-14  days  before  another  injection  has  to  be 


given.  As  these  subconjunctival  injections  are 
irritating  to  the  eye,  I believe  it  is  best  to  post- 
pone them  for  at  least  three  weeks  after  sur- 
gery, after  which  time  the  eye  usually  is  again 
quiet  enough  to  accept  the  added  trauma  of  a 
subconjunctival  injection. 

4.  Overriding  edge:  An  overriding  edge 
in  one  sector  of  a graft  can  occur  immediately 
due  to  faulty  suturing,  but  is  usually  found 
a few  days  after  suture  removal,  especially  in 
those  cases  where  no  Ethilon  continuous  suture 
is  being  used.  In  most  cases  nothing  needs  to 
be  done,  maybe  a slight  pressure  dressing  for  a 
few  days  and  at  other  times  just  patience  is 
all  that  is  required.  Unless  there  is  actually 
a leakage  of  aqueous,  we  feel  that  “benign 
neglect”  is  the  best  therapy  and  most  of  these 
cases  will  clear  up  quite  nicely  without  any 
further  trauma  induced  by  us.  It  will  take 
longer  for  these  eyes  to  quiet  down  and  be 
ready  to  be  fitted  with  glasses  or  contact 
lens,  but  undue  alarm  and  resuturing  when  not 
absolutely  necessary  can  do  more  damage  to 
the  survival  of  the  graft.  It  is  imperative  to 
eliminate  any  additional  surgery  and  it  is  amaz- 
ing to  observe  how  even  some  cases  of  severe 
overriding  eventually  settle  down  allowing 
a quiet  eye  with  good  acuity. 

5.  Graft  reaction:  The  typical  graft  reac- 
tion, maladie  de  la  greffe,  as  the  French  call 
it,  and  on  which  we  used  to  blame  each  and 
every  one  of  our  cloudy  grafts,  is  a distinct 
possibility  in  any  penetrating  graft,  particu- 
larly in  those  cases  where  we  are  dealing  with 
a very  vascularized  host  cornea.  It  can  appear 
at  any  time  from  a few  months  to  many  years 
following  the  surgery  and  is  manifested  by 
large  amounts  of  edema,  thickening  of  the 
graft,  folds  in  Descemet’s  and  marked  reduc- 
tion in  acuity.  Massive  doses  of  steroids  sys- 
temically,  topically  and  subcon junctiv ally  are 
required  to  return  the  graft  to  normal  and 
occasionally  we  are  able  to  do  this.  A strong 
point  can  be  made  to  keep  patients  who  have 
gone  through  such  a clear  episode  of  homo- 
graft reaction  on  either  one  drop  of  a topical 
steroid  suspension  daily  or  even  a small  main- 
tenance dose  of  systemic  steroid. 
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6.  Regrafting : If  everything  has  failed  and 
a decision  has  been  made  to  regraft  again,  our 
personal  preference  is  to  wait  about  eight  to  12 
months  before  another  surgical  procedure  is 
attempted,  unless  the  circumstances  are  such. 


as  for  example  in  an  only  eye,  that  something 
has  to  be  done  sooner,  which  probably  should, 
however,  not  be  sooner  than  six  months, 

404  Professional  Building 
Richmond , Virginia  23219 


Fishing 


Fishing  is  good  therapy— both  physical  and 
emotional— says  the  American  Medical  Asso- 

J 

ciation. 

The  millions  of  Americans  who  head  for 
the  lakes  and  streams  across  the  nation  each 
fishing  season  don’t  need  a doctor  to  tell  them 
fishing  is  relaxing.  They  probably  have  seen 
the  doctor  sitting  in  the  next  boat  with  a line 
in  the  wTater. 

Fishing  can  be  elaborate,  complete  with  trip 
to  the  seashore  and  renting  deepsea  boats  and 
equipment.  Or  it  can  be  the  cane  pole  and 
worms  affair  on  the  banks  of  a neighborhood 
creek.  Either  way  it  gets  us  out  in  the  fresh 
air  and  sunshine,  gets  our  minds  off  the  cares 
of  the  day. 

Unless  you  are  the  vigorous  type  who  wades 
through  racing  rapids  or  rows  hard  for  miles, 
fishing  is  only  mild  exercise.  Fishing  is  good 
for  the  body  and  spirit.  But  fishing  has  some 
built-in  hazards.  The  most  common  fishing 
accident  is  catching  a barbed  hook  in  the  flesh, 
usually  a finger  or  hand,  but  sometimes  a le^ 
or  other  parts  of  the  body.  Lures  and  hooks 


left  unprotected  on  a dock  or  on  the  bottom 
of  a boat  cause  many  of  these  accidents.  The 
wise  fisherman  shields  the  hook.  Stick  a small 
cork  over  the  barbed  point.  Store  lures  in  the 
tackle  box  until  needed;  return  them  to  the 
box  when  removed  from  the  leader.  The  band 
of  your  favorite  fishing  hat,  of  course,  is  a 
reasonably  safe  place  to  keep  lures  you  intend 
to  use  later  in  the  day. 

Fly  or  bait  casters  are  responsible  for  many 
hook  accidents  to  their  fellow  fishermen.  Look 
before  each  cast  to  make  certain  no  one  is  in 
the  way.  This  will  also  save  lures  from  snag- 
ging on  trees  and  bushes  as  you  cast. 

To  remove  the  hook  from  a fish,  hold  the 
fish  firmly  under  the  gills,  so  that  its  head  can’t 
flop  or  wiggle.  Get  a firm  grip  before  remov- 
ing the  hook. 

If,  despite  precautions,  a hook  becomes  im- 
bedded in  your  hand  or  finger,  don't  try  to 
pull  it  out.  If  you  have  a pair  of  cutting  pliers 
in  your  tackle  box,  cut  off  the  shank  and  push 
it  through,  thus  causing  less  further  damage 
to  torn  flesh.  Hook  wounds  often  lead  to 
infection  unless  treated  properly. 
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Delayed  Rupture  of  the  Spleen 


Rupture  of  the  spleen  may  not 
produce  symptoms  for  48  hours 
or  longer  after  injury.  Abdominal 
pain  is  the  most  reliable  symptom 
as  a fall  in  hematocrit  occurs  in 
only  half  of  the  cases.  Splenec- 
tomy should  be  done  as  soon  as 
the  diagnosis  is  made. 

ANY  INJURY  to  the  spleen  may  produce 
a life  threatening  situation  because  of  the 
immediate  danger  of  intra-abdominal  hemor- 
rhage. Trauma  to  the  spleen  may  be  direct  or 
indirect  in  nature  and  may  be  a definite  pene- 
trating injury  into  the  spleen  or  due  to  the 
transmission  of  forces  through  the  spleen  as 
in  blunt  trauma.  The  result  of  the  injury  may 
become  apparent  at  once  or  it  may  produce  a 
series  of  symptoms  which  cause  some  delay  in 
the  diagnosis.  Those  cases  which  do  not  pro- 
duce symptoms  within  the  first  48  hours  have 
been  called  delayed  ruptures  of  the  spleen.  In 
rare  cases  the  diagnosis  might  remain  obscure 
for  weeks,  months  or  years  and  this  type  of 
case  has  been  entitled  occult  rupture  of  the 
spleen.  A recent  analysis1  of  75  cases  of  trau- 
matic rupture  of  the  spleen  at  the  Norfolk 
General  Hospital  (table  1 ) resulted  in  1 1 cases 
falling  in  the  category  of  delayed  rupture  of 
the  spleen.  This  accounts  for  14.6  per  cent  of 
the  entire  series.  An  analysis  of  these  1 1 cases 
is  now  made  in  order  to  shed  some  light  on  this 
phenomenon. 

From  the  Department  of  Surgery,  Norfolk 
General  Hospital. 


CLAIBORNE  W.  FITCHETT,  M.D. 
SPYROS  PHILIPP AKIS,  M.D. 

Norfolk,  Virginia 

Analysis  of  Cases 

The  11  cases  of  delayed  splenic  rupture  at 
the  Norfolk  General  Hospital  are  summarized 

TABLE  1 

Traumatic  Rupture  of  Spleen 
Norfolk  General  Hospital 
1960-1969 


Type  of  Injury  Number  Cases 

1.  Blunt  Trauma 44 

Immediate  Rupture ...  32 
Delayed  Rupture 11 

2.  Penetrating  Trauma 7 

3.  Iatrogenic 24 

Total 75 


in  table  2.  Analysis  of  these  cases  reveals  that 
five  of  these  occurred  in  children  and  six  in 
adults.  All  of  the  adults  were  males  and  all 
sustained  blunt  trauma  to  the  abdomen.  In 
the  adults  the  time  interval  between  injury  and 
diagnosis  was  as  short  as  four  days  and  as  long 
as  14  months.  One-half  of  the  adults  were 
involved  in  automobile  accidents  and  in  three 
of  the  adults,  there  were  associated  injuries 
to  the  rib  cage. 

Analysis  of  the  injured  children  revealed 
that  three  were  girls.  All  of  the  children  were 
between  six  and  ten  years  of  age  and  all  sus- 
tained blunt  injury  to  the  abdomen  from  a fall. 
The  delay  in  diagnosis  from  time  of  injury 
in  all  children  was  either  two  or  three  days. 
Three  of  the  five  children  had  associated 
injuries. 

All  11  cases  underwent  splenectomy  with- 
out operative  death.  One  adult  male  had  a 
myocardial  infarction  following  surgery  but 
recovered.  There  were  no  other  significant 
complications. 

In  reviewing  the  symptoms  prior  to  diag- 
nosis all  patients  complained  of  abdominal 
pain.  In  eight  of  the  11  cases  the  abdominal 
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pain  was  severe  enough  that  the  examiner  clas-  anemia,  weight  loss  and  x-rav  evidence  of  a 

sified  the  patient  as  having  an  acute  surgical  mass  displacing  the  stomach  anteriorly  and 

abdomen.  In  two  other  cases  the  pain  was  to-ward  the  midline  (fig.  1).  This  case,  at 

TABLE  2 


Delated  Rltture  of  Spleen 


Case 

Sex 

Age 

Type  Trauma 

Time  Interval 

Type  Injury 

Acute  Abdomen 

H & H 

Assoc.  Injury 

1 

F 

7 

Blunt 

3 Days 

Fall 

Yes 

Low 

2 

M 

7 

Blunt 

3 Days 

Fall 

Yes 

— 

— 

3 

F 

10 

Blunt 

2 Days 

Fall 

Yes 

— 

Fracture  Ribs 

4 

M 

8 

Blunt 

2 Days 

Fall 

LLTQ  Only 

— 

Concussion 

5 

F 

6 

Blunt 

2 Days 

Fall 

LUQ  Only 

Low 

Contusion  Colon 

6 

M 

34 

Blunt 

4 Days 

Blow 

Yes 

— 

— 

7 

M 

38 

Blunt 

4 Weeks 

Auto 

Yes 

— 

— 

8 

M 

63 

Blunt 

5 Days 

Auto 

Yes 

— 

Fracture  Ribs 

9 

M 

56 

Blunt 

10  Days 

Fall 

Yes 

Low 

Fracture  Ribs 

10 

M 

63 

Blunt 

5 Davs 

Fall 

Yes 

Low 

— 

11 

M 

47 

Blunt 

14  Mos. 

Auto 

Mass  LUQ 

Low 

Contusion  Chest 

Summary 

Children — 5 (3  Females) — All  from  falls 
Adults  — 6 (All  Males) — 3 auto  accidents 

2 falls 

1 direct  blow 

Treatment — Splenectomy — 11  Cases — No  deaths 


confined  to  the  left  upper  quadrant  only  and 
in  a single  case,  there  was  a mass  in  the  left 
upper  quadrant.  Five  of  the  11  cases  presented 
with  falling  hematocrits  and  varying  degrees 
of  other  evidence  of  blood  loss.  In  no  case 
is  there  any  record  of  a paracentesis  being  per- 
formed. X-ray  examinations  are  inconclusive 
for  this  group  of  patients. 

No  case  was  classified  as  a delayed  rupture 
of  the  spleen  whose  time  interval  from  injury 
to  diagnosis  was  less  than  48  hours.  Two  cases 
in  this  series  are  unusual  in  the  prolonged  in- 
terval between  injury  and  diagnosis.  Both  of 
these  cases  occurred  in  adult  males,  one  being 
diagnosed  four  weeks  after  a minor  automobile 
accident,  the  other  being  diagnosed  14  months 
following  an  automobile  injury.  The  former 
of  these  was  explored  with  a diagnosis  of  acute 
appendicitis  because  of  an  acute  surgical  ab- 
domen with  a 19,000  white  count.  The  peri- 
toneal cavity  contained  clotted  old  blood  as 
well  as  fresh  blood  and  the  spleen  showed  an 
old  laceration  with  a partially  organized  hema- 
toma which  had  ruptured.  The  latter  case  was 
explored  with  a diagnosis  of  pseudocyst  of 
the  pancreas  because  of  an  abdominal  mass, 


operation,  revealed  a huge  splenic  mass  con- 
sistent with  an  old  organized  hematoma  of  the 


Fig.  1 

spleen.  This  latter  case  would  probably  fall 
in  the  category  of  occult  rupture  of  the  spleen. 
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Discussion 

Blunt  trauma  to  the  spleen  is  a frequent 
cause  of  splenic  rupture.2,3  The  force  of  the 
injury  is  significant  enough  to  cause  a major 
disruption  of  the  splenic  pulp  with  or  without 
a tear  of  the  splenic  capsule  (chart  no.  1).  If 


RUPTURE  CF  SPLEEN 
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CHART  I« 


both  the  splenic  pulp  and  the  splenic  capsule 
are  torn  immediate  intraperitoneal  hemorrhage 
occurs  and,  depending  upon  the  degree  of 
hemorrhage,  diagnosis  is  usually  made  within 
a number  of  hours.  If  the  force  of  injury, 
however,  causes  a tear  or  laceration  only  of 
the  splenic  pulp  and  leaves  the  capsule  intact 
a different  sequence  of  pathological  changes 
may  occur.  Immediately  following  the  injury 
a hematoma  will  form  in  the  splenic  pulp  but 
will  be  contained  by  the  intact  splenic  capsule. 
With  the  passage  of  time  the  hematoma  may 
enlarge  rapidly  enough  to  cause  a rupture  of 
the  splenic  capsule  with  immediate  hemorrhage 
into  the  peritoneal  cavity.  In  other  cases  the 
hematoma  may  form  more  slowly  and  have 
the  opportunity  to  organize  within  the  splenic 
capsule.  This  process  over  a period  of  time 
may  produce  an  extremely  large  splenic  mass 
and  would  account  for  the  cases  that  have  been 
classified  as  occult  splenic  rupture.  The  hema- 
toma within  the  splenic  capsule  may  form  and 
later  liquefy  and  would  then  explain  the  case 
of  the  so-called  traumatic  splenic  cysts.4  Thus 
the  amount  of  injury  transmitted  to  the  spleen 
is  of  paramount  importance  and  the  secondary 


factor  of  time  is  necessary  for  pathological 
processes  to  occur. 

It  would  appear  that  in  many  cases  the 
splenic  capsule  does  not  rupture  or  tear  at 
the  time  of  injury.5  A number  of  these  will 
not  tear  for  a couple  of  days  but  the  presence 
of  the  hematoma  within  the  spleen  begins  to 
weaken  the  capsule  which  eventually  ruptures 
or  tears  resulting  in  intraperitoneal  hemor- 
rhage. The  degree  of  organization  of  the  he- 
matoma appears  to  be  important  as  well  as 
the  capacity  of  the  splenic  capsule  to  stretch 
as  the  hematoma  enlarges.  The  extremely  large 
and  bizarre  splenic  masses  have  been  produced 
in  this  manner. 

The  patient  with  the  organized  hematoma 
of  the  spleen  usually  does  not  present  evidence 
of  intraperitoneal  bleeding  but  rather  with  a 
tumor  mass  in  the  upper  abdomen.  Larimer,6 
Foley7  and  Drapanas8  have  all  documented  the 
bizarre  symptomatology  produced  by  such 
splenic  masses.  Occult  rupture  of  the  spleen 
should  be  considered  in  the  differential  diag- 
nosis of  any  mass  in  the  upper  abdomen  es- 
pecially on  the  left  side.  Detailed  x-ray  studies 
of  the  upper  gastrointestinal  tract  and  perhaps 
selective  angiography  may  help  in  making  a 
proper  diagnosis  prior  to  surgery. 

Summary 

Delayed  rupture  of  the  spleen  may  not  mani- 
fest any  symptoms  for  several  days  after  in- 
jury. It  is  more  apt  to  occur  in  children 
sustaining  blunt  injury  to  the  abdomen,  espe- 
cially following  falls.  The  most  prominent 
and  only  reliable  symptom  appears  to  be  ab- 
dominal pain.  The  fall  in  the  blood  count  and 
hematocrit  occurs  in  only  half  of  the  cases. 
Splenectomy  is  the  method  of  treatment  and 
should  be  performed  as  soon  as  diagnosis  can 
be  made. 

Occasionally  one  sees  symptoms  that  were 
caused  by  splenic  injury  weeks  or  months  prior 
to  diagnosis.  These  cases  have  been  classified 
as  occult  ruptures  of  the  spleen  and  traumatic 
or  false  splenic  cysts  and  may  present  bizarre 
diagnostic  problems. 


532 


Virginia  Medical  Monthly 


References 

1.  Philippakis,  S.,  and  Fitchett,  C.  W.:  Trau- 

matic Rupture  of  the  Spleen.  Submitted 
for  publication. 

2.  Ballinger,  W.  F.  II,  and  Erslev,  A.  J.:  Sple- 

nectomy, Indications,  Technic  and  Com- 
plications. Chicago.  Yearbook  Medical 
Publishers,  Inc.,  Feb.  1965. 

3.  Slate,  R.  W.,  Getzen,  L.  C.,  and  Laning,  R. 

C.:  One  Hundred  Cases  of  Traumatic 

Rupture  of  the  Spleen.  Arch.  Surg.  99: 
498-500,  Oct.  1969. 

4.  Davis,  C.  E.,  Jr.,  Montero,  J.  M.,  VanHorn, 

C.  N.:  Large  Splenic  Cysts.  Ann.  Surg. 
173:686,  May  1971. 


5.  Shafer,  N.:  Blunt  Abdominal  Trauma.  Con- 
sultant 11:26,  Feb.  1971. 

6.  Lorimer,  W.  S.,  Jr.:  Occult  Rupture  of  the 

Spleen.  Arch.  Surg.  89:434-440,  Sept.  1964. 

7.  Foley,  W.  J.,  Thompson,  N.  W.,  Herlocher, 

J.  E.,  and  Campbell,  D.  A.:  Occult  Rup- 
ture of  the  Spleen.  Surg.  Gynec.  and 
Obstet.  128:1215-1220,  June  1969. 

8.  Drapanas,  T.,  Yates,  A.  J.,  Brickman,  R.,  and 

Wholely,  M.:  The  Syndrome  of  Occult 
Rupture  of  the  Spleen.  Arch.  Surg.  99: 
298-305,  Sept.  1969. 


803  Gray  don  Avenue 
Norfolk , Virginia  23501 


Federal  Ruling  May  Wipe  Out*  Many  Long-Used  Cough  Remedies 


Your  favorite  cough  medicine  may  soon  be 
gone.  Physicians  may  be  forced  to  revert  to 
the  practice  of  bygone  years  and  write  their 
own  cough  mixture  formulation  for  the  local 
pharmacist  to  prepare,  following  orders  from 
the  Food  and  Drug  Administration  withdraw- 
ing from  the  market  dozens  of  commercially 
prepared  cough  medications,  an  editorial  in  the 
April  30th  issue  of  the  Journal  of  the  American 
Medical  Association  declares.  The  FDA  rul- 
ing is  based  on  regulations  that  require  proof 
of  effectiveness  of  all  medications  through 
well-controlled  clinical  trials.  Many  of  the 
cough  medicines,  although  used  safely  and  ef- 
fectively for  many  years,  do  not  have  this 
clinical  proof,  and  may  be  withdrawn  from 
the  market. 

“Unfortunately,  neither  practicing  physi- 
cians nor  the  pharmaceutical  industry  can  pro- 
duce the  objective  evidence  required  under  the 
law  on  behalf  of  most  cough  mixtures.”  Au- 
thor is  William  R.  Barclay,  M.D.,  the  AMA’s 


assistant  executive  vice  president  for  scientific 
affairs. 

“Cough  mixtures  are  effective,”  says  Dr. 
Barclay,  “But,  in  addition  to  the  one  or  two 
principal  ingredients  that  make  them  effective, 
they  contain  a number  of  minor  ingredients 
that  cannot  be  shown  to  contribute  to  the  over- 
all effectiveness  of  the  mixture.” 

Several  years  ago  the  AMA  pointed  out  in 
its  drug  manual,  AMA  Drug  Evaluations,  that 
trying  to  evaluate  cough  medicines  is  at  best 
confusing,  and  suggested  to  physicians  that 
they  become  familiar  with  a few  preparations 
that  they  know  from  experience  are  useful,  and 
stick  to  these  few. 

“The  FDA,  the  medical  profession,  phar- 
maceutical industry  and  the  public  are  placed 
in  a difficult  situation.  . . . Preparations  in  long 
and  general  use,  generally  harmless,  and  sig- 
nificantly beneficial  as  judged  by  physician 
and  patient  experience,  must,  under  act  of 
Congress,  be  either  withdrawn,  reformulated 
or  relabeled.” 
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Hodgkins  Sarcoma  Involving  the  Testicle  and  Adnexa 


An  exceptionally  rare  case  of 
Hodgkin's  sarcoma  involving  the 
right  testicle  and  its  adnexa  sim- 
ulating an  inguinal  hernia  is  de- 
scribed. The  tumor  mass  of  the 
testicle  was  large  and  extended 
through  the  spermatic  cord  to  the 
retroperitoneum  where  it  formed 
a huge  tumor  mass.  The  lung, 
perirenal  fat,  spleen,  jejunum, 
vertebrae,  and  lymp  nodes  were 
infiltrated  by  the  neoplasm. 

RIM  ARY  TUMORS  of  the  testicle  are  not 
uncommon,  but  metastases  to  this  organ 
are  very  rare.  Lymphosarcoma,  including 
Hodgkin’s  Sarcoma,  is  exceptional  since  the 
testicle  normally  does  not  contain  lymphoid 
tissue. 

Case  Report 

A 79-year-old  veteran  was  admitted  to  the 
hospital  on  4-12-71  for  progressively  enlarg- 
ing right  inguinal  hernia  over  a period  of 
seven  months.  This  patient  felt  some  discom- 
fort and  occasional  pain  in  the  right  groin  and 
scrotum  due  to  enlarged  hernia  (10x10  cm.). 
He  had  complained  of  generalized  weakness. 
He  gave  a history  of  obstructive  urinary  symp- 
toms, occasional  discomfort  in  the  cervical 
spine,  cough  with  slight  expectoration,  and 
shortness  of  breath  on  moderate  exercise.  In 
the  past  history  he  mentioned  that  he  had  been 
smoking  10  cigarettes  a day  for  over  50  years 
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and  drinking  socially.  Family  history  and 
childhood  illnesses  were  non-contributory. 
In  1955  he  was  diagnosed  to  have  osteoarthritis 
and  obstructive  emphysema. 

Physical  Examination  revealed:  T-97,  P-88, 
BP- 170/ 104.  He  was  alert  with  an  average 
intelligence,  but  markedly  dehydrated  and 
emaciated.  He  appeared  in  distress  with  mul- 
tiple skin  bruises  on  his  forearms.  Head,  neck, 
ears,  nose,  mouth,  and  throat  were  unremark- 
able. Few  rhonchi  and  rales  were  heard  on 
both  lung  bases.  The  heart  was  not  enlarged 
and  no  murmurs  or  thrills  were  noted.  Liver, 
spleen  and  kidneys  were  not  palpable.  A large 
mass  was  noted  extending  from  the  right 
groin  to  the  right  scrotum.  It  was  inter- 
preted as  an  indirect  type  of  inguinal  hernia. 
Right  testicle  was  not  palpable,  left  testicle 
was  normal  in  size  and  location.  There  was 
a severe  degree  of  phimosis.  Rectal  examina- 
tion revealed  an  enlarged  prostate  but  clini- 
cally there  was  no  evidence  of  malignancy. 
Neurological  examination  did  not  reveal  any 
abnormalities.  The  vertebral  column  did  not 
show  any  abnormality  or  tenderness. 

Laboratory  studies:  On  admission,  blood 
count  showed  13,400  WBC;  74%  neutr.; 
Hgb.-15.6;  Hct.-53;  FBS  126  mg%;  BUN  21 
mg%.;  Bilirubin  0.5  mg%.;  Alkaline  phospha- 
tase 9.5  BU;  SGOT  51;  LDH  319.  Urine 
showed  pyuria  with  4-6  RBC/hpf.  Albumin 
and  sugar  were  negative.  CO  2 combining  pow- 
er 32.5;  chlorides  99;  sodium  145;  potassium 
4.2  and  calcium  7.9  meq/L.  Bleeding  and  coag- 
ulation time  were  normal.  Platelet  count- 
42  5,000.  Prothrombin  time  normal.  Liver  func- 
tion studies  were  within  normal  limits.  E.K.G. 
normal.  Liver  scan  for  possible  occult  metas- 
tases negative. 

On  the  day  of  admission  he  was  examined 
by  the  urologist  who  found  urinary  retention 
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up  to  the  umbilicus.  This  was  drained,  and 
an  indwelling  Foley  catheter  was  inserted.  On 
April  28th  the  patient  underwent  a transure- 
thral resection  of  the  bladder  neck,  urethral 
dilatation  and  circumcision  with  no  compli- 
cations. The  patient  complained  of  constant 
weakness  and  was  unable  to  support  himself. 
His  condition  did  not  improve.  Hgb.  dropped 
to  10.6  gms.  without  any  apparent  bleeding. 
Two  weeks  following  the  surgery,  the  patient 
lost  appetite  and  was  placed  on  intravenous 
fluids.  On  May  19th  the  patient  became  fe- 
brile, T-101°F  with  slight  confusion  and  dis- 
orientation. Physical  examination  at  that  time 
revealed  generalized  rales  and  rhonchi  on  both 
lung  fields  suggesting  pneumonia.  Antibiotics 
were  added  to  the  I.V.  fluids  and  two  days 
later  patient  was  afebrile,  responsive  and  more 
alert.  However,  he  required  maintenance  on 
continuous  I.V.  fluids  and  antibiotics.  His 
general  condition  and  mental  state  fluctuated 
and  finally  he  expired  on  May  29,  1971. 

Autopsy  Findings 

The  pertinent  finding  on  external  examina- 
tion of  the  body  was  an  elevated  mass  in  the 
right  lower  quadrant  above  the  inguinal  area 
measuring  15  cm.  in  length  and  3.5-4  cm.  in 
width.  This  mass  was  in  continuity  with  a 
right  scrotal  mass  which  was  firm  and  esti- 
mated to  be  14x  14x  8 cm.  in  size.  The  over- 
lying  skin  was  purplish  in  color  and  smooth. 
The  left  scrotum  was  unremarkable. 

Internal  examination  revealed  a minimal 
amount  of  straw  color  fluid  of  the  peritoneal 
cavity.  In  the  right  lower  quadrant  an  elevated 
mass  was  noted  which  replaced  and  followed 
the  course  of  the  right  spermatic  cord  extend- 
ing into  the  scrotal  sac,  and  was  attached  to 
the  right  testicle  which  measured  12  x 14  x 8 
cm.  and  weighed  200  gms.  (Fig.  1)  Both  the 
testicle  and  the  spermatic  cord  were  firm  in 
consistency  and  gray-white  in  color.  The  left 
testicle  was  unremarkable,  weighing  30  grams. 
The  inguinal  mass  was  also  connected  to  a 
retroperitoneal  mass  measuring  20  x 17  x 18  cm. 
that  pushed  the  duodenum  anteriorly  and  to 
the  left.  There  was  minimal  amount  of  straw 


colored  fluid  in  the  pericardial  and  pleural 
cavities.  Cervical  and  mediastinal  lymph  nodes 
were  not  enlarged  but  the  retroperitoneal, 
mesenteric,  peripancreatic  and  celiac  lymph 


Fig.  1.  Gross  specimen  of  the  testicle  (right)  and 
spermatic  cord  (left). 

nodes  were  enlarged  and  formed  confluent 
masses.  The  lungs  showed  bilateral  broncho- 
pneumonia of  the  lower  lobes  with  severe 
edema  and  congestion.  Emphysema  of  both 
lungs  was  marked.  There  was  marked  gener- 
alized arteriosclerosis  with  arteriolonephroscle- 
rosis  and  old  scars  of  the  myocardium. 

Microscopic  Findings 

The  microscopic  findings  showed  that  the 
immediate  cause  of  death  was  a confluent 
bronchopneumonia.  The  heart  showed  old 
scars  in  the  myocardium  with  arteriosclerotic 
changes  of  the  coronary  vessels.  The  liver 
showed  congestion  with  minimal  fatty  meta- 
morphosis. The  testicle,  retroperitoneal  mass, 
spermatic  cord  and  lymph  nodes  from  the  dif- 
ferent sites  were  completely  replaced  by  sheets 
of  neoplastic  round  cells  with  numerous  giant 
cells.  These  giant  cells  were  either  multi- 
nucleated  or  binucleated  with  prominent  aci- 
dophilic nucleoli  consistent  with  Reed-Stern- 
berg  cells.  (Fig.  2)  The  cytoplasm  was  scanty. 
Mitotic  figures  were  conspicuous  in  number. 
Areas  of  necrosis  were  prominent.  Gomori’s 
reticulum  stain  appeared  positive  for  reticulin. 
Lymphocytes  were  essentially  absent.  The 
spleen  was  markedly  congested  with  some  neo- 
plastic cell  infiltration.  Pancreas  showed  no 
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remarkable  changes,  but  the  peripancreatic 
lymph  nodes  revealed  loss  of  architecture  with 
complete  replacement  by  neoplastic  reticulum 
cells  with  multinucleated  giant  cells  and  bilob- 
ular  nuclei  with  prominent  nucleoli. 


from  node  to  node  in  the  direction  of  the 
lymph  stream  but  it  is  by  no  means  unusual 
for  it  to  progress  against  this  current.  The 
lymph  nodes  that  receive  the  drainage  from 
the  testicle  are  located  near  the  aorta.  These 


Fig.  2.  Photomicrograph  of  testicle  (H&E  x 200)  showing  numerous  giant  reticulum 

cells  (Reed-Sternberg  cells). 


The  adrenals  were  moderately  fat  depleted. 
In  the  right  periadrenal  fat  there  were  scat- 
tered neoplastic  reticulum  cells.  The  peri- 
renal fat  showed  an  infiltration  of  neoplastic 
reticulum  cells.  In  addition,  there  were  arterio 
and  arteriolonephrosclerotic  changes.  The 
prostate  and  urinary  bladder  were  unre- 
markable. The  G.  I.  tract  showed  a nodule 
composed  of  neoplastic  reticulum  cell  infil- 
trate. 

Discussion 

The  testicle  is  almost  immune  to  metastatic 
involvement.5  Ewing  suggested  that  primary 
lymphosarcoma  of  the  testicle  can  occur  in 
fetal  rest.2  Lymphosarcoma  usually  spreads 


are  the  glands  that  are  always  affected  early 
when  a primary  malignant  tumor  of  the  tes- 
ticle spreads.  It  is  very  difficult  to  establish 
whether  the  testicular  lesion  is  primary  or 
merely  metastatic  lymphosarcoma.  Lympho- 
sarcoma of  the  testicle  is  very  rare,  occurring 
only  in  four  instances  among  400  malignant 
diseases  of  the  testes  found  at  the  Mayo 
Clinic.5,6  Mathe  (1946)  has  reported  a case 
of  lymphosarcoma  probably  primary  in  the 
testicle3  and  Dockerty  and  Priestly  (1942) 
were  able  to  collect  only  four  cases.5  Most  of 
the  authors  considered  the  lymphosarcomatous 
involvement  of  the  testis  to  be  metastatic.  The 
testis  may  be  the  seat  of  secondary  tumors  by 
retrograde  venous  extension  or  by  an  arterial 
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route.3  Lymphoid  tumors  may  develop  in  ex- 
tranodal  sites.  Sugarbaker  and  Crober  (1940) 
found  that  the  primary  site  was  clinically  ex- 
tranodal  in  34.5%  of  196  cases.4  The  greatest 
difficulty  arises  when  the  primary  focus  of 
lymphosarcoma  is  in  an  organ  histologically 
unrelated  to  lymphoid  tissue.  This  occurrence 
is  certainly  rare;  in  the  surgical  material  of 
the  Mayo  Clinic  from  1920  to  1944  Pearse  and 
McDonald  (1947)  could  find  only  fifteen  cases 
(breast  three,  prostate  three,  testis  four,  kid- 
ney two,  bladder  one,  bone  one,  and  liver 
one).  Extension  of  lymphosarcoma  can  be  by 
lymphatics  and  by  blood  vessels.  There  is 
enough  evidence  for  the  metastatic  spread  by 
the  frequent  finding  of  lymphosarcomatous 
invasion  of  veins  and  lymphatics  by  frequent 
colonization  in  lungs,  heart,  kidneys,  skin  or 
other  organs  histologically  unrelated  to  the 
lymphoid  tissue.4  The  proposition  that  a pri- 
mary focus  of  lymphosarcoma  may  sometimes 
develop  in  a non-lymphoid  organ  must  be 
admitted  but  the  interpretation  of  unusually 
situated  lesions  should  be  made  with  caution, 
more  often  such  lesions  should  be  attributed 
to  haemic  metastasis.4  “In  tumors  derived  from 
the  normally  migratory  cells  of  the  haemo- 
poietic  tissues,  free  cell  mobility  is  commonly 
present,  and  this  may  easily  be  an  important 
factor  in  the  wide  diffusion  of  the  malignant 
cells  in  the  leukemias  and  generalized  lympho- 
sarcomas”. (Willis,  1948,  p.  149.4) 

The  haemic  route  of  dissemination  of  lym- 
phosarcoma even  in  the  early  stages  of  the 
disease  must  be  considered  when  the  disease 
appears  in  unusual  sites  and  especially  in  non- 
lymphoid organs. 


Summary 

1.  A case  of  Hodgkin’s  sarcoma  involving 
the  testicle  and  its  adnexa  is  presented. 

2.  Metastases  of  malignant  tumors  to  the 
testicle  are  rare,  and  metastases  of  lymphosar- 
coma including  Hodgkin’s  varient  are  excep- 
tional. 

3.  Whether  the  primary  is  in  the  lymph 
nodes  or  testicle  could  not  be  determined. 

4.  Cases  of  lymphosarcomas  of  all  types 
originating  extranodally,  including  the  testicle, 
have  been  reported.  It  is  impossible  to  ascer- 
tain, either  clinically  or  by  post  mortem  ex- 
amination the  primary  site  of  the  neoplasm.1 
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Mayan  Physician 

Dr.  Thomas  Gann's  Medical  Experiences  in  the  Jungles  of  British  Honduras 


Dr.  Thomas  Gann's  account  of  his 
explorations  in  Central  America 
give  an  interesting  picture  of  the 
medical  problems  of  the  natives 
as  well  as  the  hazards  of  explora- 
tion during  the  early  part  of  this 
century. 

CCORDING  TO  FRANCISCO  GUER- 
RA,1 the  three  great  pre-Columbian  Amer- 
ican civilizations— Maya,  Inca,  and  Aztec- 
achieved  their  high  degree  of  development 
without  the  use  of  domesticated  animals,  a 
knowledge  of  the  wheel,  or  the  use  of  the 
plough  or  iron  implements.  Of  the  three,  the 
Maya  are  unique  because  they  alone  devised 
an  advanced  writing  system,  a highly  accurate 
calendar,  and  they  created  the  corbelled  vault. 
In  addition,  the  Maya  showed  a distinct  su- 
periority in  mathematics  and  in  astronomy, 
and,  above  all,  produced  an  architectural  style 
unrivaled  in  the  ancient  American  world  in 
its  artistic  appeal. 

The  first  to  extensively  explore  the  Mayan 
ruins  in  modern  times  (in  the  middle  of  the 
last  century)  was  John  L.  Stephens,  the 
American  lawyer,  and  Frederick  Catherwood, 
the  English  artist.  Since  that  time  the  mystique 
of  the  Maya  has  intrigued  the  minds  of  men 
interested  in  lost  cultures.  Why  did  such  a 
brilliant  civilization  thrive  for  more  than  a 
thousand  years  and  decline  without  apparent 
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cause?  Who  will  solve  the  riddle  of  the  aban- 
doned magnificent,  pyramided  cities  of  stone 
buried  deep  in  the  jungle  forests  of  Central 
America? 

The  remarkable  career  of  Thomas  Gann 
and  his  achievements  as  a Mayan  explorer  are 
outlined  in  a previous  paper.2  The  purpose  of 
this  report  is  to  describe  some  of  Gann’s  med- 
ical experiences  as  gleaned  from  his  descrip- 
tions of  his  jungle  travels.  Gann  seemed  to 
have  an  uncanny  knack  for  remembering  the 
details  of  his  many  trips  through  the  forests 
of  British  Honduras.  In  the  introduction  to 
Gann’s  book  Discoveries  and  Adventures  in 
Central  Aw  eric  a3  the  eminent  archeologist 
Thomas  A.  Joyce  explained  how  Gann  re- 
tained his  daily  impressions. 

Meticulous  writing-up  of  the  day’s  expe- 
riences and  results,  in  spite  of  the  fatigue 
of  bush-travel  or  excavation  work,  in  the 
unrestful  atmosphere  of  a fly-infested  jun- 
gle, requires  a stern  quality  of  persistence 
and  discipline.  This  recording  not  only 
includes  a record  of  events  but  also  an  inter- 
pretation and  comments  based  on  a careful 
study  of  earlier  literature.  Gann  had  the 
ability  to  record  and  interpret  and  to  write 
an  entertaining  narrative  without  accen- 
tuating the  hard  work  and  exhausting  labor 
that  went  into  his  experiences.  On  the  con- 
trary he  wrote  in  a humorous  and  light  vein. 

Gann’s  contact  with  the  Maya  Indians  of 
British  Honduras  began  soon  after  his  arrival 
in  Belize  in  1894  as  a district  medical  officer. 
By  that  time  the  Maya  civilization  had  dete- 
riorated into  a primitive,  incohesive  group  of 
people  living  in  isolated  villages  deep  in  the 
tropical  mahogany  forests  of  British  Honduras, 
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Guatemala,  Mexico  and  Yucatan.  The  Toltec 
domination  a century  before  the  landing  of 
Cortez  initiated  the  decline  of  the  Maya.  The 
years  of  Spanish  repression  completely  de- 
stroyed the  Maya  as  a unified  nation. 

In  The  History  of  the  Maya 4 authored  by 
Gann  and  J.  Eric  Thompson,  Gann  devotes 
only  a few  paragraphs  to  the  diseases  and  med- 
icines of  the  Maya.  The  medical  material  was 
taken  from  his  extensive  monograph  The 
Maya  Indians  of  Yucatan  and  British  Hon- 
duras;5 published  by  the  Bureau  of  American 
Ethnology  fifteen  years  before.  This  mono- 
graph established  Gann  as  a knowledgable 
scientist,  an  archeologist,  and  a captivating 
writer.  The  following  excerpts  from  this 
monograph  are  samples  of  Gann’s  comments 
on  a Mayan  medical  problem: 

The  Indian’s  hold  on  life  is  a loose  one,  and 
easily  detached.  An  elderly  man  without 
any  apparent  physical  symptoms,  except 
anemia  and  enlarged  spleen,  from  which  all 
suffer,  will  suddenly  take  to  his  hammock 
and  announce  to  friends  and  relatives,  “He 
in  cimil,  I am  going  to  die,”  whereupon  he 
wraps  himself  in  a sheet,  refuses  food  and 
drink,  turns  his  face  to  the  wall,  and  does 
die,  apparently  from  sheer  disinclination  to 
live. 

Malaria,  with  enlarged  spleen,  and  hook- 
worm are  the  commonest  disease  amongst 
the  Indians.  For  malaria,  a sudorific  made 
by  boiling  the  leaves  of  the  sisim  tree  in 
water  is  used,  the  patient  lying  wrapped  in 
a blanket,  in  his  hammock,  with  a fire  un- 
derneath, to  help  the  action  of  the  drug. 

This  treatment  is  successful,  but  unfor- 
tunately the  patient,  after  he  begins  to 
sweat,  often  plunges  into  cold  water,  and 
takes  a severe  chill,  more  dangerous  than 
the  fever. 

Smallpox,  when  it  visits  an  Indian  village, 
is  a terrible  scourge,  as  the  native  has  not 
acquired  the  partial  immunity  of  a civilized 
community.  Sometimes  the  whole  popula- 
tion of  a village  will  depart  in  masse,  leav- 
ing the  dead  unburied,  and  the  stricken  ly- 


ing in  their  hammocks,  with  a supply  of 
food  and  drink  beside  them,  to  do  the  best 
they  can. 

Venereal  diseases  are  rare  amongst  the 
Maya,  and  syphilis  is  practically  unknown; 
indeed,  they  seem  to  be  immune  to  the  at- 
tacks of  this  disease.  It  has  been  suggested 
that  this  partial  immunity  was  acquired 
owing  to  the  fact  that  the  disease  had  been 
prevalent  in  the  New  World  long  before 
the  Conquest,  and  that  it  was  originally 
brought  from  the  New  World  to  the  Old, 
and  not  vice  versa. 

Simple  fractures  are  set  very  successfully 
by  getting  the  fractured  ends  in  apposition 
by  extension,  surrounding  the  seat  of  frac- 
ture with  a layer  of  cotton  wool,  and  ap- 
plying over  this,  round  the  whole  limb,  a 
series  of  small  splints,  over  which  a hene- 
quen  cord  is  wound  to  keep  the  whole  in 
apposition.  Excellent  results  are  obtained 
in  this  way. 

Eye  troubles  are  treated  by  placing  a small 
seed,  for  twenty-four  hours,  beneath  the 
lower  lid.  On  withdrawing  the  seed,  it  is 
naturally  covered  with  a layer  of  mucus, 
to  which  the  doctor  points  as  the  injurious 
matter,  the  cause  of  the  trouble,  which  he 
has  successfully  removed. 

In  parturition,  the  dorsal  position,  upon 
the  floor,  is  usual.  Vigorous  massage  is  car- 
ried out  by  the  midwife,  especially  over  the 
uterus.  If  this  fails,  the  patient  is  made  to 
vomit,  by  pushing  a coil  of  her  own  hair 
down  her  throat,  and  failing  this,  a woman 
of  exceptional  lung  power  blows  into  her 
open  mouth;  all  obviously  methods  of  ap- 
plying the  “vis  a tergo”,  where  “vis  a 
fronte”  is  not  applicable. 

The  existence  of  the  modern  Mayan  Indian 
observed  by  Gann  was  a hard  one.  Death 
was  sometimes  a welcome  relief.  As  Gann 
said,  “Existence  from  the  cradle  to  the  grave 
is  one  long  struggle  with  a far  from  bountiful 
nature,  in  order  to  keep  soul  and  body  to- 
gether. Poor  and  insufficient  food,  without 
change  or  variety  to  eat,  inadequate  clothes 
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to  meet  the  damp  cold  or  winter  night,  a clay- 
floored  hut  to  live  in— an  almost  constant  state 
of  physical  discomfort  from  rheumatism,  due 
to  exposure  without  proper  clothes  in  all 
weathers,  hookworm,  anemia,  enlarged  spleen 
and  malaria— the  game  is  hardly  worth  the 
candle— is  it  any  wonder  that  death,  when  it 
comes,  is  looked  upon  by  them  without  terror 
and  without  regret.” 

The  most  common  diseases  of  the  Indians 
were  hookworm,  leg  ulcers,  and  enlarged 
spleens.  Gann  said,  “The  first  I was  able  to 
attack  successfully,  the  second  with  a moderate 
amount  of  success  when  the  patient  would 
obey  orders  as  to  complete  rest,  which  as  a 
rule  he  couldn’t,  but  the  last  I could  do  very 
little  indeed.  I’m  sure  that  the  Indians  own 
remedy  of  drops  of  the  latex  of  the  poison- 
wood  tree  sprinkled  over  the  spleen  is  not  as 
efficacious  as  any  more  orthodox  treatment.” 
Gann  also  wrote,  “One  reads  of  the  spectacular 
cures  effected  among  native  tribes  by  travelers 
equipped  with  a small  medicine  chest  and  a 
complete  ignorance  of  therapeutics  which 
raises  them  at  once  to  the  status  of  minor 
deities,  but  I must  say  that  in  twenty-odd  years 
of  experience  among  the  Central  American 
Indians,  I’ve  never  found  the  medicine  chest 
route  to  their  confidence  and  trust  an  easy  one. 
They  will  accept  capsules,  tablets  or  pills,  it 
is  true,  on  the  principal,  I imagine,  that  any 
deal  in  which  something  is  acquired  for  noth- 
ing is  a desirable  one,  but  they  rarely  take 
them  and  when  they  do,  unless  a cure  is  af- 
fected after  the  first  doses,  they  are  rejected 
as  ineffectual  and  the  good  old  conservative 
remedies  of  their  ancestors  as  scorched  rat 
for  whooping  cough  and  ice  cold  plunge  for 
pneumonia,  which  have  already  killed  thou- 
sands, are  again  resorted  to.  A little  spectacu- 
lar work  can  sometimes,  if  occasion  offers,  be 
got  in  with  a minor  surgical  instrument  case, 
especially  if  supplemented  by  a few  tooth  ex- 
traction forceps,  but  these  are  two  edged 
weapons  for  the  amateur,  completely  ignorant 
of  surgical  or  dental  technique,  and  may  end 
in  disaster  for  the  patient  and  for  the  operator.” 
In  fact,  Gann  later  said  that  unless  you  can 


cut  it  off,  as  an  amputation,  or  take  it  out, 
as  a tooth,  the  native  has  a low  opinion  of  the 
methodology  of  modern  medicine. 

Gann  told  of  one  tragic  case  in  which  a 
Spanish  Negro  of  magnificent  physique  had 
been  feeding  pieces  of  sugar  cane  into  a rude 
pressing  machine  operated  by  bullocks.  In  a 
careless  moment  he  rested  his  hands  on  the 
roller  and  his  fingers  were  caught  between  the 
revolving  cylinders.  Before  they  stopped  the 
bullocks,  his  arms  to  the  shoulder- joints  were 
crushed.  When  Gann  arrived,  the  man  was 
quite  conscious;  but  he  had  made  up  his  mind 
to  die,  for  as  he  said,  without  his  arms,  he 
had  no  particular  use  for  life.  Fortunately  the 
shock  was  so  severe  that  he  was  not  in  very 
much  pain.  Without  proper  instruments  Gann 
“procured  a hunting  knife  with  a blade  about 
ten  inches  long,  which  I ground  till  it  was 
razor-edged,  and  afterwards  sterilized  by  boil- 
ing, and  with  this  instrument  I removed  both 
his  arms.”  The  anesthetic  was  a large  shot 
of  rum.  The  patient  died  later  from  the  shock 
of  his  injuries. 

Gann  complained  of  the  difficulty  in  em- 
ploying workers  to  help  transform  the  vast 
buried  ruins  into  some  semblance  of  recogni- 
tion. He  indicated,  “between  the  large  spleens 
and  malaria,  from  which  nearly  all  the  men 
suffer,  one  can  never  expect  an  entire  gang 
to  report  to  work  on  any  particular  day.” 

Gann’s  interest  in  the  native  methods  of 
treating  illness  started  early  in  his  travels.  He 
told  the  story  of  sending  a Mayan  Indian  into 
the  bush  to  collect  botanical  specimens.  When 
the  Indian  returned  later  in  the  day,  be 
brought  more  than  twenty  samples  of  bark, 
leaves,  fruit,  nuts,  roots,  and  latex— all  of  which, 
he  assured  Gann,  were  to  have  the  most  valu- 
able medicinal  qualities.  Gann  said,  “I  wrote 
down  their  native  names  and  uses  in  a note- 
book though  I accepted  the  information  with 
reserve,  for  during  his  absence,  I had  made  a 
haphazard  collection  of  various  botanical  spec- 
imens from  the  immediate  neighborhood  of 
the  ruins  which  I showed  him  and  to  each  he 
had  no  hesitation  in  fitting  an  unpronounce- 
able Mayan  name  and  a string  of  useful  medi- 
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cinal  qualities.  Some  of  the  bush  remedies  are 
really  useful  as  fever  grass  which  is  a powerful 
diaphoretic  and  diuretic  and  is  given  in  ma- 
laria with  good  effect.  Also  the  milky  juice  of 
the  poisonwood  tree  which  blisters  whenever 
it  touches  the  skin  and  is  used  as  a local  appli- 
cation over  enlarged  spleens;  but  many  are 
used  quite  empirically  or  because  of  a fancied 
resemblance  to  the  diseased  organ  or  to  the 
cause  of  the  disease.  The  surface  root  which 
grows  on  the  mounds  and  so  closely  resembles 
a centipede,  that  in  climbing,  I have  often 
started  back  under  the  impression  that  I was 
about  to  put  my  hand  on  one  of  these  insects 
when  as  a matter  of  fact  it  was  one  of  the 
roots  is  regarded  as  a sovereign  remedy  for 
centipede  stings.”  Gann  continued,  “The  next 
morning  the  Indian  again  started  off  into  the 
bush  returning  in  the  afternoon  with  thirty 
more  botanical  specimens  used  by  the  Indians 
for  medicinal  purposes.  Some  of  these  applied 
externally  in  the  form  of  fomentations  or  poul- 
tices, others  are  taken  internally  as  powders 
or  infusions.  Every  conceivable  disease  has 
its  own  remedy  and  many  of  them  two  or 
three,  while  for  such  prevalent  diseases  as 
fever,  boils,  ulcers,  headache,  constipation, 
and  diarrhea,  there  are  at  least  a dozen  reme- 
dies which  may  be  given  together  or  one  after 
the  other  until  it  is  effective  or  the  patient 
dies.  One  most  excellent— and  I can  personally 
vouch— efficacious  remedy  was  tried  on  my- 
self. While  sitting  on  a log  talking  to  the 
old  man,  I was  bitten  on  the  arm  by  an  enor- 
mous ant,  the  poison  of  which  is  fully  as  pain- 
ful as  that  of  a bee.  I was  always  under  the 
impression  that  this  was  injected  by  the  insects 
formidable  mandibles  but  the  Indian  pointed 
out  that  the  beast  is  armed  fore  and  aft,  for  its 
tail  possesses  a long  hollow  retractable  needle 
through  which  its  poison  is  injected  beneath 
the  skin.  The  remedy,  however,  lies  in  the 
ant  itself  for  it  is  eviscerated  and  the  innards 
applied  at  once  to  the  sting  and  the  pain  dis- 
appeared as  if  by  magic  nor  does  the  place 
swell  or  inflame  afterwards  as  it  otherwise 
would.  From  the  ant’s  point  of  view,  nature 
seems  *0  have  provided  it  with  but  a poor  pro- 


tective mechanism  as  the  first  sting  is  apt  to 
be  its  last  if  the  stingee  is  acquainted  with  its 
secret.”  The  same  type  of  treatment  was  used 
by  the  Indians  in  the  case  of  snake  bite. 

“Later  in  the  day,”  Gann  wrote,  “I  witnessed 
the  method  of  bleeding  employed  by  the  In- 
dians: a favorite  remedy  amongst  them  for 
headaches  and  fevers.  The  patient  sits  down 
and  the  doctor,  standing  by  his  side  with  a 
little  obsidian  knife,  opens  the  temple  vein 
holding  the  head  steady  with  his  left  hand 
while  an  assistant  catches  the  blood  in  a small 
calabash.  When  the  doctor  thinks  sufficient 
blood  has  flowed,  he  binds  on  tightly  a pad  of 
raw  cotton  to  stop  the  hemorrhage.” 

Gann  told  the  following  story  to  pinpoint 
the  ignorance  and  fatalism  of  the  natives.  “On 
the  second  day  of  my  stay  in  a clean  little  hut 
occupied  only  by  a young  widow,  I noticed 
that  she  seemed  very  miserable  and  her  nose 
and  eyes  were  very  red,  evidentally  from  cry- 
ing, so  I inquired  what  was  wrong.  It  ap- 
peared that  her  husband  had  died  of  smallpox 
the  day  before  we  arrived  and  moreover  had 
died  on  the  very  bed  and  covered  with  the 
same  blankets  that  I had  used.  I tried  to  rub 
in  the  criminal  carelessness  of  her  conduct  in 
letting  me  sleep  in  an  infected  bed,  and  under 
an  infected  blanket,  but  she  was  so  thoroughly 
a fatalist  that  I had  to  give  it  up  as  hopeless, 
and  after  having  seen  the  bed  and  bedding 
burnt,  we  took  up  our  quarters  in  a little 
chapel  which  was  really  the  most  comfortable 
building  in  the  place.” 

While  uncovering  the  ruins  of  Lubaantum 
with  Lady  Richmond  Brown  and  Mr.  Mitchell 
Hedges,  Gann  conducted  a clinic  for  the  na- 
tives and  their  families  in  the  region.  At  that 
time  Gann  was  recovering  from  an  attack  of 
phlebitis  and  had  to  be  carried  in  a hammock 
slung  on  a long  pole.  His  clinic  was  patron- 
ized by  a motley  crew  of  Indians.  He  de- 
scribed one  of  the  Indians  as  follows:  “He 

was  a miserable,  thin,  sallow,  anemic  little 
runt,  suffering  from  hookworm,  chronic  ane- 
mia, splenic  enlargement,  and  sores  all  over 
his  legs.”  He  had  actually  visited  the  clinic 
in  order  to  introduce  his  wife  to  Dr.  Gann; 
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although  properly  married  by  the  Padre,  their 
union  had  been  childless.  Gann  said,  “I  gave 
them  a heart  to  heart  talk  on  the  folly  of  rais- 
ing children  when  they  had  not  the  energy 
to  raise  enough  chickens,  pigs,  or  corn  for 
themselves  but  I fear  it  was  wasted.”  Gann 
suggested  that  he  take  a job  of  bush  cutting 
at  good  wages.  “The  very  mention  of  regular 
work  scared  him  at  once  and  he  departed  say- 
ing he  would  think  it  over  and  let  me  know 
in  a week  but  he  knew  and  I knew  that  he 
had  not  the  slightest  intention  of  taking  the 
job.”  There  were  so  many  sick  Indians  turn- 
ing up  for  treatment  that  Gann  had  to  suspend 
the  free  list  and  treat  only  his  laborers  and 
their  families.  He  hoped  this  maneuver  might 
act  as  an  inducement  in  bringing  in  more 
workers. 

Even  to  this  day  the  Indian  seems  to  resent 
any  effort  to  bring  him  the  advantages  of 
scientific  advances.  Gann  wrote,  “The  Indian 
hates  more  than  anything  else  any  sort  of  in- 
terference from  the  outside— medical  officer 
coming  around  to  vaccinate  his  children;  Pub- 
lic Health  officials  to  treat  him  for  hookworm 
and  compel  him  to  build  latrines,  instead  of 
using  the  bush  as  his  ancestors  have  done  since 
time  immemorial;  malarial  experts  to  make 
blood  test  and  exhort  him  to  screen  his  water 
receptacle  against  mosquitoes;  School  Inspec- 
tors to  worry  about  the  education  of  his  chil- 
dren; . . .” 

In  his  book  entitled  Mystery  Cities ,6  pub- 
lished in  1925  there  are  many  references  to 
the  personal  aspects  of  his  journeys.  In  one 
paragraph  he  described  a prevalent  discomfort 
of  jungle  travel:  “One  never  realizes  what 

a boon  a bath  is  till  one  has  gone  without  it 
for  a week  or  two  in  a tropical  climate,  and 
the  warm  spongeover  taken  over  from  a small 
tin  dishpan  containing  about  two  quarts  of 
this  rock-hard  water  was  one  of  the  greatest 
luxuries  I ever  enjoyed.  It  was  preceded  by 
a good  rub  over  with  a mixture  of  kerosene 
oil  and  tobacco  juice  to  loosen  up  the  ticks 
and  red  bug  accumulated  during  the  last  few 
days.” 

Gann  wrote,  “Insects  are  undoubtedly  the 


main  curse  of  the  bush.  Ticks  of  all  sorts 
abound  here  varying  in  size  from  a large  split 
pea  to  microscopic  little  chaps  into  whole 
nest  along  the  bush  trail  one  is  constantly 
brushing,  when  a veritable  shower  of  these 
blood  thirsty  little  beasts  is  scattered  over 
one's  trousers  or  coat  spreading  rapidly  in  all 
directions,  and  digging  in  on  the  inner  side  of 
the  thighs,  all  around  the  waist  and  in  other 
spots  where  the  skin  is  thin  and  incidentally 
tender  and  the  anchorage  is  good.  Unless  re- 
moved with  kerosene  or  tobacco  juice,  they 
hang  on  like  grim  death  and  suck  blood  until 
they  turn  into  tiny  distended  bladders.  Red 
bugs  are  even  worse  than  ticks  as  they  burrow 
deeper  into  the  skin  causing  intolerable  itching 
and  are  much  more  difficult  to  get  rid  of. 
Mosquitoes  of  all  sorts  and  sizes  abounded 
but  one  gets  used  to  them;  and  her  buried  in 
the  depths  of  bush  are  no  microorganisms  of 
malaria,  yellow  fever,  of  filariasis  for  them  to 
carry,  so  their  attack  can  be  borne  philosophi- 
cally. Worse  than  the  mosquito,  however,  is 
the  batlas  fly,  a minute  peripatetic  suction 
pump  whose  bite  itches  intolerably  and  leaves 
a little  red  circle  of  blood  about  the  size  of  a 
small  pinhead,  which  in  a day  or  two  turns 
black  and  does  not  wear  off  for  weeks.  I’ve 
seen  a white  man’s  hand  turn  almost  black  on 
the  backs  after  a few  weeks  residence  in  the 
bush  where  these  flies  abound.” 

On  another  occasion  Gann  said,  “While 
moving  some  newspapers  left  on  the  floor  of 
my  house,  I was  stung  on  the  finger  by  a scor- 
pion. Fortunately  he  was  only  a small  one 
not  over  an  inch  long,  still  the  finger  swelled 
to  about  twice  its  natural  size  and  was  very 
painful  for  the  rest  of  the  day.  I have  on  sev- 
eral occasions  seen  people  stung  by  large  vig- 
orous scorpions  three  or  four  inches  long  and 
the  results  have  always  been  serious.  Great 
pain  and  swelling  around  the  part  stung,  diz- 
ziness, nausea,  vomiting,  faintness,  and  a heavi- 
ness of  the  tongue,  all  lasting  some  consider- 
able time.  One  Indian  girl  anemic  and  dibili- 
tated  as  a result  of  chronic  malaria,  nearly  died 
from  the  effects,  and  was  only  brought  around 
by  a liberal  dose  of  brandy  and  a hypodermic 
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of  strychnine,  and  did  not  fuily  recover  for 
a week.” 

It  would  appear  Gann’s  medical  practice 
among  the  Maya  was  limited  to  the  treatment 
of  malaria,  leg  ulcers,  hookworm,  enlarged 
spleen,  accidental  injuries,  carious  teeth,  die- 
tary problems,  insect,  scorpion  and  snake 
bites,  pneumonia,  and  the  ever  present  intes- 
tinal parasites.  George  Shattuck,7  who  headed 
the  three  Carnegie  Medical  Expeditions  into 
Yucatan  in  1929-30-31,  has  confirmed  the  fact 
that  these  diseases  were  exactly  the  ones  af- 
fecting the  Maya.  Shattuck’s  survey  found 
malaria  and  dysentery  to  be  the  outstanding 
diseases  and  the  causes  of  death.  The  conven- 
tional disorders  found  in  civilized  man  were 
practically  absent  in  the  Maya— arthritis,  dia- 
betes, cancer  and  tumors  of  any  kind,  heart 
disease,  liver  disease,  hypertension,  leprosy, 
syphilis,  peptic  ulcer,  arteriosclerosis  and 
nephritis.  Dietary  deficiencies,  amoebiasis, 
pellagra,  scurvy,  anemia  due  to  malaria,  hook- 
worm in  the  tribes  occupying  the  rain-forests, 
chronic  leg  ulcers,  and  a follicular  conjuncti- 
vitis were  more  commonly  seen. 

Panepidemics  of  smallpox,  influenza  and 
other  virus  diseases  undoubtedly  caused  great 
loss  of  life.  Famines  induced  by  storms,  and 
droughts  and  plagues  of  locusts  were  not  infre- 
quent in  ancient  times,  but  it  is  certain  that 
epidemic  diseases  decimated  the  Maya  in  the 
years  after  the  Conquest. 

The  presence  of  yellow  fever  in  Middle 
America  in  pre-Columbian  times  is  debatable. 
At  the  present  time  yellow  fever  is  endemic 
in  the  spider  monkeys  in  Central  America, 
and  cases  of  human  yellow  fever  are  described 
in  ancient  manuscripts  and  in  modern  litera- 

I 

ture. 

Gann  and  his  companions  suffered  the  hard- 
ships of  jungle  travel  without  complaint,  and 
apparently  contracted  little  disease  or  injury. 
Gann  wrote  light-heartedly  about  their  occa- 
sional accidents  or  illnesses.  He  himself  spent 
years  in  the  jungles  without  permanently  af- 
fecting his  health.  A severe  attack  of  malaria 
while  traveling  in  Yucatan,  phlebitis  while  at 
Lubaantun,  and  an  infected  thumb  are  men- 


tioned in  his  writings.  He  recorded  the  fol- 
lowing in  his  book  Maya  Cities ,8  published  in 
1927:  “Muddy  had  been  suffering  from  symp- 
toms of  dysentery  for  several  days  and  as  the 
simple  remedies  at  our  disposal  failed  to  check 
it,  I thought  it  best  to  return  to  civilization 
for  further  treatment,  and  in  this  climate 
dysentery  neglected  is  apt  to  give  rise  to  very 
serious  consequences.  Moreover  my  thumb 
split  by  the  accidental  discharge  of  the  gun, 
had  become  very  swollen  and  painful  and 
began  to  suppurate  ...” 

Gann’s  attack  of  malaria  occurred  in  1927 
and  is  also  described  in  Maya  Cities ,8  “The 
first  night  I arrived  at  the  ruins  I had  a slight 
rigor  and  a temperature  of  102°,  heralding  an 
attack  of  malaria;  and  on  going  to  search  for 
the  quinine  I found  I had  been  fool  enough 
to  leave  this  absolutely  essential  drug  behind 
while  bringing  a regular  apothecary’s  shop  of 
other  medicines.”  After  suffering  from  the 
fever  for  several  days  and  getting  weaker,  with 
reluctance  he  finally  decided  to  leave  the  ruins 
and  return  to  civilization.  This  return  trip 
was  a nightmare— he  suffered  from  a sequence 
of  chills,  aching  and  fever.  He  succeeded  in 
obtaining  some  quinine  at  the  first  town,  “and 
loaded  myself  full  of  the  drug  after  which  I 
had  no  return  of  fever.”  Gann  apparently 
had  a very  strong  physique— tall,  slender  and 
sinewy.  According  to  Joyce  he  was  able  to 
exist  on  a minimum  of  food— “A  couple  of 
eggs  and  tea  is  enough  for  Gann.” 
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Medicine's  Next  50  Years 


Medicine  will  be  able  to  turn  on  your  body’s 
immune  mechanisms  to  ward  off  cancer;  or 
turn  them  off  so  a transplanted  organ  will 
thrive  instead  of  being  rejected.  Transplan- 
tation of  lungs,  livers  and  other  organs  will  be 
routine.  But  people  won’t  need  heart  trans- 
plants—if  the  old  ‘'pump”  wears  out,  they  will 
get  a new,  artificial  heart,  as  they  now  get 
pacemakers  put  in  their  chests  to  regulate  an 
erratic  heartbeat.— The  tragedy  of  birth  defects 
will  be  averted  by  diagnosing  genetic  disorders 
in  the  fetus  and  correcting  them  before  the 
baby  is  born. 

These  are  among  the  likely  medical  advances 
of  the  next  50  years,  a famed  surgeon,  Dr. 
Alton  Ochsner,  New  Orleans,  writes  in  the 
50th  anniversary  (April)  issue  of  Today’s 
Health , published  by  the  American  Medical 
Association. 

“Medicine’s  recent  history  of  almost  unbe- 
lievable progress,  coupled  with  the  diligence 
of  . . . researchers  and  the  focusing  of  re- 
sources on  cancer  and  heart  disease,  make  me 
confident  there  will  be  many  more  dramatic 
developments  than  I have  seen  so  far  in  my 
52  years  as  a physician  and  surgeon.”  The 
most  important  of  these  developments  will 
come,  “perhaps  surprisingly  soon,  in  the  field 
of  immunology.”  The  body’s  immune  proc- 
esses help  it  fight  off  such  foreign  invaders  as 
viruses  and  bacteria,  “and  the  same  basic  proc- 
esses also  account  for  the  body’s  antagonism 
to  transplanted  organs,  as  well  as  to  the  multi- 
plying cells  of  invading  cancers.”  The  enor- 


mously complex  immune  processes  “are  yield- 
ing so  rapidly  to  investigation  that  I believe  it 
is  only  a matter  of  time,  and  not  much  time, 
before  we  learn  to  control  them,”  Dr.  Ochsner 
writes.  “When  we  achieve  that,  probably 
through  new  pharmacological  agents  that  will 
stimulate  specific  immune  responses  to  particu- 
lar threats,  then  the  battle  against  cancer  will 
be  won.  “With  the  same  tools  we  will  be  able 
to  suppress  the  body’s  immunity  to  foreign 
tissue,  which  is  what  makes  it  reject  trans- 
planted organs.” 

Even  while  looking  ahead  to  those  advances, 
Dr.  Ochsner  cautions  that  people  themselves 
also  can  help  turn  the  key  to  good  health, 
through  preventive  measures.  He  sees  no  cure 
forthcoming  for  arteriosclerosis,  the  blood  ves- 
sel disease  and  forerunner  of  heart  attacks  and 
strokes.  But  prevention  is  possible,  since  three 
of  the  four  leading  factors  in  that  disease  are 
relatively  easy  to  correct.  They  are  diet,  to- 
bacco and  physical  inactivity.  (“The  fourth  is 
heredity,  which  we  can  do  nothing  about.”) 

Finally,  Dr.  Ochsner  said,  there  will  be 
changes  in  the  practice  of  medicine:  The  old- 
time  family  doctor  is  coming  back,  better  edu- 
cated than  ever  and  bringing  with  him  the 
“art”  of  medicine— the  understanding,  interest 
in  people  and  other  qualities  of  the  physician 
that  have  been  overshadowed  in  recent  years 
by  emphasis  on  the  science  of  medicine.  And 
understanding,  compassion  and  quality  of 
“caring,”  the  surgeon  says,  make  up  “the  most 
valuable  healing  tool  that  medicine  has.” 
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Cancer  Prophylaxis  by  Subcutaneous  Mastectomy 

Indications  and  Recent  Trends  in  Reconstruction 

S.  DAWSON  THEOGARAJ,  M.D. 


To  an  average  woman,  her  breasts  are  a 
potent  external  index  of  her  feminity.  Con- 
versely, loss  of  this  organ  is  a crippling  physi- 
cal and  psychological  blow. 

The  concept  that  certain  potentially  dan- 
gerous lesions  of  the  breast  would  merit 
removal  of  the  breast  has  thus  met  with  quiet 
opposition  from  women  patients.  Some  sur- 
geons, however,  feel  that  a simple  mastectomy 
with  removal  of  the  whole  breast  including 
the  nipple  and  areola,  is  the  best  approach  to 
cancer  prophylaxis,  when  there  are  enough 
indications  to  warrant  such  a procedure.  For 
obvious  reasons,  most  women  would  shy  away 
from  such  a radical  approach  and  rather  chance 
the  later  occurrence  of  carcinoma  to  losing 
this  secondary  sexual  characteristic  in  one  full 
swoop. 

Subcutaneous  mastectomy  through  an  in- 
framammary route  has  been  known  since  1882 
(Thomas).19  Here  again,  the  retention  of  the 
nipple-areola  complex  has  not  detracted  from 
the  defeminizing  effects  of  the  operation. 

The  breakthrough  was  made  in  1961  when 
Freeman8  offered  a new  surgical  approach. 
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The  concept  of  cancer  prophylaxis  by  sub- 
cutaneous mastectomy  was  supported  vigor- 
ously by  him  and  he  followed  this  with  the 
insertion  of  prosthetic  implants  to  help  restore 
the  feminine  contour.  Here  was  the  logical 
solution  to  a difficult  problem.  With  the  ad- 
vent of  better  prostheses,  the  end  results  have 
become  estheticaliy  very  satisfactory  and  more 
predictable. 

Indications 

The  condition  for  which  this  procedure  is 
eminently  suited  for  is  the  patient  with  exten- 
sive “chronic  cystic  mastitis”,  otherwise  known 
as  severe  mammary  dysplasia.  It  has  been 
shown  by  Frantz6  that  cystic  lesions  are  prob- 
ably present  in  50%  of  the  breasts  of  all  wom- 
en. The  concerning  clinical  picture  is  one 
wherein  the  patient  develops  nodules  in  her 
breast,  which  may  necessitate  repeated  biop- 
sies and  cause  untold  mental  anguish  whilst  she 
awaits  the  reports.  There  is  a monotonous 
repetition  of  the  same  cycle  on  this  type  of 
patient.  A definite  relationship  may  also  exist 
between  cystic  mastitis  and  carcinoma.  War- 
ren20 in  a study  of  1000  patients  found  that 
the  risk  was  4.5  times  greater  in  this  group, 
when  compared  to  the  general  population. 
Other  authors  have  found  the  relationship  to 
be  less  impressive  but  there  is  always  a diag- 
nostic concern  in  this  type  of  patient. 
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Etiology 

It  has  been  postulated  that  a relative  lack 
of  progesterone  leads,  in  certain  women,  to 
an  excessive  estrogenic  stimulus  of  the  breasts. 
Thus  there  is  a proliferation  of  the  epithelium 
in  the  ducts,  with  blockage  and  dilatation 
proximal  to  it.  Microscopic  features  reveal 
epithelial  proliferation,  metaplasia,  cyst  for- 
mation and  fibrous  tissue  overgrowth.  There 
may  be  a microcystic  form  (adenosis)  or  a 
macrocystic  form.  The  lining  of  the  ducts  may 
proliferate  focallv  to  produce  papillary  pro- 
jections. Increase  in  the  connective  tissue  may 
give  rise  to  a picture  simulating  fibroadenoma. 

Symptomatology 

In  early  cases,  there  may  be  a localized  in- 
crease in  the  density  of  the  breast  with  asso- 
ciated tenderness.  Premenstrual  pain  in  the 
breasts  is  a common  symptom.  This  may 
progress  to  diffuse  nodularity  when  the  micro- 
cyst formation  and  epithelial  proliferation  be- 
come widespread.  This  is  the  stage  of  adeno- 
sis. At  a later  stage,  larger  cysts  may  form. 
Thus  Copeland3  has  classified  mammary  dys- 
plasia into: 

1.  Mastodynia 

2.  Microcystic  disease  (adenosis)  and 

3.  Macrocystic  disease. 

Out  of  collected  series  of  over  3000  cases, 
he  found  the  overall  incidence  of  carcinoma 
to  be  three  times  greater  than  in  the  average 
population.  Another  significant  finding  was 
that  in  the  microcystic  form  there  was  a seven 
times  greater  incidence  of  cancer.  It  is  from 
careful  studies  such  as  this  that  the  concept 
of  cancer  prophylaxis  by  subcutaneous  mas- 
tectomy for  selected  patients  has  evolved. 

Subcutaneous  Mastectomy  in 
Fibrocystic  Mastopathies 

As  has  already  been  touched  upon  before, 
a simple  mastectomy  for  extensive  benign  dis- 
ease of  the  breast  is  unnecessarily  mutilating. 
It  leaves  in  its  wake  a tender  scar  on  the  chest 
and  an  even  greater  scar  on  the  psyche.  Since 


such  a procedure  has  found  few  proponents, 
the  usual  course  in  the  care  of  patients  with 
extensive  fibrocystic  disease  has  been  a series 
of  biopsies  which,  in  the  end,  lead  to  numerous 
painful  scars  and  an  equally  crippling  deform- 
ity. Subcutaneous  mastectomy  with  prosthetic 
implant  is  a potential  solution  to  this  type  of 
problem. 

The  scope  of  subcutaneous  mastectomy  has 
been  extended  by  Fredricks  (1966)7  and 
Freeman  (1973)  to  include  lobular  carcinoma 
in  situ.  This  viewpoint  has  been  seriously  chal- 
lenged by  Simons  (1971) 18  and  Hutter 
(197  3) 13-15  among  others,  who  have  voiced 
polite  dissent.  It  is  well  known  that  in  situ 
lobular  carcinoma  of  the  breast  has  multiple 
sites  of  origin  in  90%  of  the  cases.  Further- 
more, some  of  these  lesions  may  be  more  in- 
vasive in  nature  than  initially  suspected  and 
an  occasional  lymphatic  metastasis  may  be 
found.  At  the  present  state  of  our  knowledge, 
therefore,  I do  not  believe  that  a subcutaneous 
mastectomy  ought  to  be  performed  for  these 
lesions  even  though  they  be  regarded  as  “min- 
imally malignant”.  The  analogy  that  comes  to 
mind  is  the  condition  of  the  unmarried  damsel 
who  was  pronounced  “just  a little  bit  preg- 
nant” by  the  wary  physician. 

To  summarize,  the  indication  for  subcuta- 
neous mastectomy  is  severe  cystic  disease  in  the 
premenopausal  woman  with  small  breasts  who 
requires  multiple  biopsies.  A strong  family 
history  of  cancer  of  the  breast  and  increasing 
anxiety  in  the  patient  with  cystic  disease  are 
supporting  factors.  The  procedure  is  prob- 
ably contraindicated  in  the  woman  who  is 
close  to  menopause  and  the  patient  with  ex- 
cessively large  breasts  (Simons).18 

Surgical  Technique 

First  Stage : Subcutaneous  Mastectomy : 

The  operation  should  be  performed  during 
the  mid-menstrual  cycle.  The  submammary 
creases  are  marked  preoperatively,  with  the 
patient  erect. 

The  patient  is  prepped  and  draped  with  the 
field  extending  from  clavicle  to  umbilicus.  An 
incision  is  made  in  the  inframammary  crease 
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and  the  dissection  is  carried  down  to  the  pec- 
toral fascia.  The  dissection,  which  is  both  sharp 
and  blunt  in  stages,  separates  the  breast  from 
the  fascia.  This  is  carried  up  to  the  infra-clav- 
icular  region  and  extends  medially  to  the  mid- 
line and  laterally  to  the  anterior  axillary  line. 
The  surgeon  returns  to  the  skin  incision  and 
elevates  the  skin  flap  from  the  breast  capsule. 
This  is  performed  very  carefully  by  sharp 
dissection,  because  it  is  mandatory  that  the 
breast  substance  be  totally  removed.  The  dis- 
section is  carried  all  around  the  ductal  system. 
The  nipple  is  held  up  by  the  assistant  and  the 
ducts  divided  close  to  it.  The  undermining  of 
the  skin  flap  is  then  completed  to  the  extent 
detailed  above.  By  a pincer  movement,  the 
final  dissection  is  made  towards  the  axillary 
tail  of  Spence.  The  breast  tissue  is  thus  re- 
moved as  a “total  glandular  resection”  by  this 
technique.  Hemostasis  is  achieved  meticulously, 
using  a combination  of  fine  ties  and  electro- 
coagulation. A Fibroptic  system  for  the  in- 
spection of  the  cavity  is  invaluable  during  this 
stage.  A large  moist  pack  is  placed  in  the  cav- 
ity, whilst  the  other  side  undergoes  a similar 
procedure.  The  procedure  is  bilateral  in  most 
patients  in  whom  this  procedure  is  indicated, 
as  they  usually  have  significant  bilateral  dis- 
ease. The  cavity  is  later  irrigated  thoroughly 
and  further  hemostasis  achieved. 

The  breast  tissue  that  has  been  removed  is 
treated  to  a careful  scrutiny  by  the  surgical 
pathologist,  and  frozen  sections  of  any  suspi- 
cious areas  are  performed.  Should  there  be 
carcinoma  in  the  specimen,  the  general  surgeon 
takes  over  and  converts  the  operation  into  an 
appropriate  mastectomy  for  cancer. 

After  one  or  both  breasts  have  been  re- 
moved, there  are  some  (Simons,18  Freeman8 
and  others)  who  would  advocate  immediate 
prosthetic  replacement  within  the  cavity.  We 
feel  that  this  is  not  advisable  at  the  initial  oper- 
ation. We  would  elect,  at  this  stage,  to  insert 
a Silastic®  spacer  as  advocated  by  Pennisi,17 
and  to  drain  the  cavity  routinely.  The  Silastic 
spacer  that  is  advocated  is  thick,  with  a 
base  area  equal  to  that  of  the  implant  that  is 
to  be  inserted  eventually.  Closure  is  carried 


out  using  catgut  sutures  in  the  deeper  layers 
and  a subcuticular  nylon  pull-out  suture,  for 
the  approximation  of  the  skin.  The  second 
stage  is  usually  deferred  for  two  to  six  months. 
This  is  dependant  on  the  shrinkage  of  skin 
flaps  and  the  time  required  for  softening  of 
the  skin. 

Second  Stage:  Insertion  of  Mammary 
Prosthesis : 

Many  implants  for  the  breast  have  been 
tried.  From  the  ox  cartilage  (Gillies),  Derma- 
fat  grafts  (Watson),  to  the  alloplastic  mate- 
rials, Polyvinyl  alcohol  sponge  (Ivalon®), 
Polyurethane  sponge  (Etheron®),  Polyethy- 
lene sponge  and  silicone  sponge  to  name  some 
of  the  more  popular  types.  All  of  these  gave 
good  initial  results  but  eventually  fibrosis  set 
in  and,  in  some,  even  calcification  took  place. 
Thus  a “shunken  apple”  appearance  resulted, 
which  was  aesthetically  and  palpably  displeas- 
ing. 

The  breakthrough  in  mammary  implants 
came  in  1963,  when  Cronin  and  Gerow4  in 
collaboration  with  the  Dow  Corning  Corpora- 
tion, introduced  their  new  “natural  feel”  pros- 
thesis. This  is  a Silastic®  (Silicone  Polymer) 
envelope  containing  Silastic  gel  with  a Dacron 
backing  on  the  envelope,  to  allow  fibrous  tis- 
sue fixation  of  the  base.  The  size  most  often 
used  for  patients  following  subcutaneous  mas- 
tectomy is  the  small,  overfill  prosthesis.  This 
has  the  same  size  of  envelope  as  the  small 
prosthesis,  but  contains  an  ounce  more  of  the 
gel  (265  c.c.)  (Fig.  1).  The  overfill  design 
does  not  readily  wrinkle  and  is  ideally  suited 
for  patient  following  subcutaneous  mastec- 
tomy. Furthermore,  the  new  seamless  “tear 
drop”  design  of  the  Cronin  prosthesis  also  gives 
a more  natural  contour  to  the  breast  in  these 
patients. 

During  the  second  stage,  the  old  incision  is 
entered  into  and  the  Silastic  spacer  removed. 
Without  further  dissection,  the  Silastic  mam- 
mary prosthesis  is  inserted  into  this  lined  cav- 
ity. The  ease  of  insertion  is  facilitated  by  the 
prior  capsule  formation,  bleeding  is  held  at  a 
minimum  and  there  is  usually  no  need  for 
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drainage  at  the  completion  of  this  stage.  Clo- 
sure is  effected  very  carefully  with  chromic 
catgut  in  two  layers  approximating  the  deeper 
tissues.  A 4/0  nylon  pull-out  suture  in  the 


Fig.  1:  Silastic®  (Cronin)  mammary  prosthesis. 

A.  Anterior  aspect  of  prosthesis  which  is  a thinwalled 
silicone  envelope,  filled  with  silicone  gel. 


B.  Posterior  aspect  of  prosthesis  with  Dacron  net 
patches. 


intradermal  layer  serves  to  draw  the  skin  edges 
together.  A few  fine  nylon  sutures  are  in- 
serted on  the  skin  to  further  align  the  edges 
and  Steristrips  are  also  used.  The  dressings 


after  the  operation  ought  to  be  placed  very 
carefully  and  we  follow  the  recommendations 
of  Cronin  and  Gerow4  in  this  regard. 

The  two-staged  operation  that  has  been  de- 
tailed above  is  fraught  with  a much  lower 
incidence  of  failure.  The  waiting  period  helps 
to  mature  the  overlying  skin  flaps  into  a more 
stable  cover  for  the  prosthesis. 

Follow-up  Care: 

Moderate  activity  is  restricted  for  three 
weeks  and  heavy  activities  of  the  arms  for  a 
further  three  weeks.  The  dressings  are  removed 
in  one  week  and  a specially  fitted  brassiere  is 
worn  for  a further  three  weeks. 

Bowers  and  Radlauer  (1969) 2 reported  on 
the  rare  incidence  of  breast  cancer  after  sub- 
cutaneous mastectomy  and  mammary  implant. 
This  is  a very  rare  occurrence  but  obviously 
arose  in  the  infinitesimally  small  areas  of  breast 
tissue  left  behind  by  the  subcutaneous  mastec- 
tomy technique.  This  report  certainly  points 
out  the  need  for  careful  follow-up  in  patients 
who  have  undergone  this  type  of  surgery. 
Palpation  of  the  skin  over  the  prosthesis  is  not 
particularly  difficult  and  any  suspicious  area 
can  be  readily  felt  by  the  discerning  hand  and 
adequately  dealt  with. 

Do  breast  implants  cause  breast  cancer? 

I quote  Hoopes  and  Edgerton12  in  toto: 
“After  15  years  of  clinical  trial,  there  exists 
no  current  evidence  to  suggest  that  mammary 
prosthetic  material  increases  the  incidence  of 
human  breast  cancer.” 

Summary 

In  women  during  the  peak  cancer  age, 
30-45  years,  presenting  with  severe  fibrocystic 
mastopathy,  subcutaneous  mastectomy  is  a 
logical  approach  towards  cancer  prophylaxis. 
A two-staged  procedure  is  to  be  recommended 
for  most  cases.  During  the  first  stage,  glandular 
resection  is  monitored  by  a careful  pathologi- 
cal evaluation.  A Silastic  spacer  is  inserted  to 
create  a potential  space.  At  the  second  stage, 
after  the  flaps  have  shrunken  and  become 
softer,  the  small,  Cronin  (overfill)  prosthesis 
is  advocated  for  insertion  on  each  side. 
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By  following  this  plan  of  treatment  in  a 
carefully  selected  group  of  patients,  cancer 
prophylaxis  is  wedded  to  esthetic  restoration 
of  the  female  form.  Such  an  approach  mani- 
fests a suitable  blending  of  the  science  of  sur- 
gery to  the  art. 
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COMMENT 

Most  patients  with  chronic  cystic  mastitis 
can  be  managed,  diagnostically,  by  relatively 
simple  biopsy  procedures,  and  we  believe  the 
subcutaneous  mastectomy  with  prosthetic  in- 
sert is  indicated  for  only  a small  proportion  of 
patients  with  benign  breast  disease.  There  are 
patients,  however,  who  have  multiple  cystic 
lesions  leading  to  a need  for  a number  of  repeat 
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performances  of  surgical  biopsy  to  rule  out  the 
presence  of  carcinoma.  Although  this  is  a se- 
lect group  of  patients,  it  is  a particularly  dis- 
turbing group  to  both  surgeons  and  the  patients 
themselves.  Another  type  of  patient  for  whom 
this  approach  is  useful  is  the  young  patient 
with  extensive  fibroadenomatosis  of  the  breast. 
Occasionally  the  breast  is  virtually  replaced  by 
these  multiple  lesions  and  they  may  produce 
a cosmetic  deformity  as  well  as  a diagnostic 
dilemma. 


The  approach  outlined  by  Dr.  Theogaraj 
for  these  types  of  patients  appears  to  have  merit, 
particularly  now  that  acceptable  implantable 
prostheses  are  available.  As  he  points  out,  the 
treatment  plan  has  both  patient  acceptability 
and  safety  if  patient  selection  is  carefully  per- 
formed. General  surgeons  have  had  a negative 
attitude  toward  this  approach  in  the  past,  but 
it  certainly  deserves  a place  in  our  armamen- 
tarium. 

The  Editors 


Poison  Svy 


Poison  ivy  season  is  here  again.  You  may 
have  handled  poison  ivy  last  year  and  escaped 
without  an  itch,  but  don’t  push  your  luck. 
No  one  is  permanently  immune  to  poison  ivy, 
or  oak,  or  sumac. 

The  American  Medical  Association  reminds 
you  that  your  next  meeting  with  this  pesky 
plant  could  take  place  in  your  own  yard,  as 
well  as  in  the  woods  and  fields.  Poison  ivy, 
oak  and  sumac  have  appeared  in  city  gardens; 
and  poison  ivy  has  been  known  to  form  a 
beautiful  growth  up  the  side  of  a house.  Poi- 
sonous oils  from  these  plants  can  come  your 
way  in  the  smoke  from  a neighbor’s  burning 
trash,  or  on  your  dog’s  coat. 

If  you  can  detect  poison  plants,  you  can 
often  avoid  them.  Poison  ivy  and  its  close  kin, 


poison  oak,  are  three-leafed  plants  which  may 
grow  as  low  bushes  or  climbing  vines.  They 
may  be  mixed  with  honeysuckle  and  other 
climbers.  Poison  sumac,  an  eastern  swamp 
plant  with  seven  to  thirteen  leaflets  and  small 
white  berries,  usually  grows  as  a shrub. 

If  you  have  been  exposed,  wash  thoroughly 
all  affected  areas  with  warm  water  and  soap; 
then  sponge  with  a strong  alcohol  solution. 
Using  rubber  gloves,  clean  your  clothes  in  an 
oil  solvent  and  soapy  water. 

If  you  know  that  you  will  be  near  poison 
plants  or  working  with  them,  have  your  drug- 
gist make  a 10  percent  cent  sodium  perborate 
ointment  and  apply  on  exposed  skin.  After 
contact  with  the  plant,  wash  off  ointment  and 
scrub  all  clothing— even  shoelaces. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Public  Health. 


• • 


Technical  Problems  with  FTA-ABS  Test  for  Syphilis 


In  the  past  two  years,  the  number  of  fluo- 
rescent treponemal  antibody  (FTA-ABS)  tests 
ordered  in  conjunction  with  the  VDRL  reagin 
test  by  Virginia  physicians  has  risen  sharply. 
Recently,  the  Division  of  Consolidated  Lab- 
oratories identified  several  hundred  patients 
with  negative  or  weakly  reactive  VDRL  tests 
and  borderline  or  positive  FTA-ABS  reac- 
tions. The  Bureau  of  Preventive  Medical  Serv- 
ices reviewed  the  epidemiologic  history  with 
many  of  these  individuals,  and  the  majority 
had  no  knowledge  of  previously  treated  syph- 
ilis, clinical  signs  of  active  syphilis,  or  sexual 
exposure  to  a proven  case  of  syphilis.  Also, 
there  was  no  consistent  pattern  of  an  altered 
immunologic  state,  intercurrent  infection  such 
as  influenza,  antibiotic  therapy,  or  drug  abuse. 
The  patients  investigated  lived  in  scattered 
areas  of  the  state  and  showed  no  unusual  char- 
acteristics of  age,  sex,  or  economic  status. 

A survey  of  three  of  the  seven  other  labora- 
tories licensed  by  the  Virginia  State  Depart- 
ment of  Health  to  perform  the  FTA-ABS  test 
revealed  similar  problems;  all  licensed  lab- 
oratories and  health  officers  in  Virginia  were 
notified  of  the  situation  by  the  Division  of 
Consolidated  Laboratories. 

Until  further  notice,  the  Division  of  Con- 
solidated Laboratories  will  not  report  FTA- 
ABS  results  on  patients  with  a negative  or 
weakly  reactive  VDRL  unless  the  physician 
provides  a clinical  history. 

The  State  Health  Department’s  Morbidity 
and  Mortality  Report  for  the  week  ending 
March  24,  1973,  contained  a report  on  this 
technical  problem. 

This  report  was  sent  to  the  Center  for  Dis- 
ease Control  in  Atlanta  and  their  observations 


and  reactions  are  submitted  for  your  informa- 
tion: 

“This  report  from  Virginia  adds  to  the 
number  of  accounts  of  positive  FTA-ABS 
tests  in  patients  in  whom  none  of  the  fac- 
tors thought  to  be  associated  with  ‘false  posi- 
tive’ FTA-ABS  reactions  (systemic  lupus 
erythematosus,  leprosy,  any  condition  re- 
sulting in  alterations  in  the  globulin  system, 
and  possibly  drug  abuse)  can  be  document- 
ed. The  Venereal  Disease  Branch,  CDC,  has 
begun  work  with  Virginia  and  other  se- 
lected areas  to  define  and  quantitate  this 
phenomenon  further.  Pending  the  results  of 
this  work,  the  following  points  are  note- 
worthy: 

“1.  The  FTA-ABS  test  should  be  done 
only  in  those  laboratories  whose  profi- 
ciency is  checked  periodically  by  the 
State  Health  Department  Laboratory. 
(Such  a proficiency  testing  program  does 
exist  in  Virginia.) 

“2.  The  FTA-ABS  test  has  never  been 
and  is  not  now  being  recommended  by 
CDC  as  a routine  screening  test  for 
syphilis.  Its  recommended  use  is  to  con- 
firm the  reactive  results  of  a sensitive  but 
less  specific  screening  test,  such  as  the 
VDRL,  or  as  a specific  diagnostic  test  in 
patients  with  signs  or  symptoms  sugges- 
tive of  late  syphilis.  Its  increasing  use  as 
a screening  test  apparently  stems  from  a 
desire  to  apply  the  most  sensitive  and  spe- 
cific test  available.  Paradoxically,  how- 
ever, such  use  robs  the  test  of  much  of 
its  special  value  in  the  diagnosis  of  syph- 
ilis. When  applied  broadly  to  a popula- 
tion with  low  risk  of  having  syphilis. 
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even  a test  with  a low  rate  of  false  posi- 
tive reactions  such  as  the  FTA-ABS  will 
tend  to  have  a high  ratio  of  false  positive 
reactions.  (In  the  extreme  case,  in  a pop- 
ulation where  no  syphilis  existed,  every 
positive  would  be  a false  positive.)  The 
prior  use  of  a screening  test  such  as  the 
VDRL  has  the  effect  of  converting  the 
population  to  which  the  FTA-ABS  test 
is  to  be  applied  from  one  of  low  risk, 
and  in  this  situation,  the  ratio  of  false 
positive  to  true  positive  FTA-ABS  tests 
will  be  very  low. 

“3.  Laboratories  experiencing  unexpect- 
edly high  numbers  of  FTA-ABS  reac- 
tions should  rigorously  review  their  tech- 
niques. A question  is  now  being  raised 
about  the  proper  use  of  sorbent;  although 


the  commercial  product  is  intended  for 
use  on  successive  days,  laboratories  using 
freshly  reconstituted  sorbent  at  the  be- 
ginning of  each  work  day  suspect  they 
are  finding  fewer  presumptively  false 
positive  reactions  than  when  the  sorbent 
was  being  used  over  long  periods.  This 
factor  is  still  being  evaluated. 

“4.  Laboratories  using  the  automated 
FTA-ABS  test  may  be  recording  unex- 
pectedly large  numbers  of  presumptively 
false  positive  reactions  for  both  of  the 
reasons  mentioned  above:  the  existence 
of  an  automated  technique  has  made  the 
FTA-ABS  test  more  attractive  as  a 
screening  test,  and  this  technique  gener- 
ally incorporates  the  use  of  sorbent  over 
a period  of  several  days.” 


Hyper-immune  Hepatitis-B  Globulin  Studies 


Two  clinical  studies  of  interest  to  practicing 
physicians  and  paramedical  personnel  are  cur- 
rently being  conducted  in  the  Washington- 
Virginia  area,  involving  the  use  of  hyper- 
immune hepatitis-B  globulin.  The  studies  have 
been  spurred  by  the  rapid  increase  in  reported 
cases  of  serum  hepatitis  and  the  recent  avail- 
ability of  gamma  globulin  with  a high  titer  of 
antibody  against  the  offending  agent  (Austra- 
lia Antigen). 

The  first  study  involves  the  administration 
of  hyper-immune  hepatitis-B  globulin  to  pa- 
tients with  acute  fulminant  hepatitis  secondary 
to  serum  hepatitis.  Recent  reports  indicate  the 
potential  therapeutic  usefulness  of  high-titer 
globulin  in  this  clinical  situation  and  the  study 
is  designed  to  evaluate  its  efficacy  in  a ran- 
domized, double-blind  trial.  Many  hospitals  in 
the  Washington  and  Virginia  areas  have  been 


notified  and  the  study  is  open  to  all  physicians 
with  patients  with  this  clinical  picture.  Further 
information  may  be  obtained  by  contacting 
Dr.  Hyman  J.  Zimmerman  or  Dr.  James  Kane, 
(Area  code  202-483-6666  ext.  337),  at  the  Vet- 
erans Administration  Hospital,  Washington, 
D.C. 

The  second  study  is  designed  to  evaluate 
the  efficacy  of  this  high  titer  globulin  in  pre- 
venting hepatitis  resulting  from  accidental  ex- 
posure to  contaminated  blood  via  needle-stick 
or  ingestion.  The  study  is  randomized  and 
double-blind,  utilizing  either  the  conventional 
gamma  globulin  normally  employed  or  the 
hyper-immune  type  and  is  open  to  any  person 
who  may  be  exposed.  Further  information  may 
be  obtained  by  contacting  either  Dr.  Finkel- 
stein  (483-6666  ext.  293)  or  Dr.  Seeff  (483- 
6666  ext.  241  or  242),  at  the  Veterans  Admin- 
istration Hospital,  Washington,  D.C. 


552 


Virginia  Medical  Monthly 


Medicare— Part  B.... 


CURTIS  J.  KELLY,  JD 


Medicare  for  the  Disabled 

The  1972  amendments  extended  Medicare 
protection  to  people  who  are  receiving  social 
security  or  railroad  retirement  monthly  bene- 
fits based  on  their  disability,  and  who  have 
been  entitled  to  monthly  disability  benefits  for 
at  least  24  consecutive  months.  The  groups 
of  beneficiaries  are  disabled  workers;  people 
1 8 and  over  receiving  benefits  based  on  a dis- 
ability that  began  before  age  22;  disabled 
widows  and  disabled  dependent  widowers  age 
50-64  (widows  and  widowers  will  be  able  to 
retain  their  Medicare  protection  until  age  65 
even  though  they  later  may  become  entitled 
to  reduced  retirement  insurance  benefits) ; dis- 
abled qualified  railroad  retirement  annuitants; 
and  women  age  50  or  older  entitled  to  mother’s 
benefits  who,  for  24  months  prior  to  the  first 
month  they  would  have  been  entitled  to  Medi- 
care, met  all  the  requirements  for  disability 
benefits  except  for  filing  a claim  for  such 
benefits. 

Under  this  provision,  such  beneficiaries  are 
eligible  for  both  hospital  insurance  (Part  A) 
and  supplementary  medical  insurance  (Part 
B).  The  ^Medicare  benefits  provided  disabled 
beneficiaries— the  days  of  inpatient  care,  phy- 
sicians’ services,  and  the  like— are  identical  to 
those  provided  the  aged. 

Part  A and  Part  B protection  begins  with 
the  later  of  (a)  July  1973  or  (b)  the  25th 
consecutive  month  of  an  individual’s  entitle- 
ment to  monthly  social  security  disability 
benefits. 

Medicare  for  Persons  with  Chronic 
Kidney  Disease 

The  amendments  extend  Medicare  coverage 
to  individuals  under  age  65  who  require  he- 
modialysis or  renal  transplantation  for  chronic 


renal  disease  and  who  are  currently  or  fully 
insured,  or  entitled  to  monthly  social  security 
benefits,  or  are  the  spouses  or  dependent  chil- 
dren of  such  insured  or  entitled  individuals. 

Eligibility  for  Medicare  coverage  will  begin 
with  the  3rd  month  after  the  month  in  which 
a course  or  renal  hemodialysis  begins,  but  only 
with  respect  to  services  provided  on  or  after 
July  i,  1973.  Medicare  coverage  under  this 
provision  ends  with  the  12th  month  after  the 
month  in  which  the  individual  has  a kidney 

J 

transplant  or  dialysis  terminates. 

The  Medicare  coverage  extended  to  indi- 
viduals under  this  provision  is  identical  to  the 
coverage  of  other  entitled  people.  The  Sec- 
retary of  Health,  Education,  and  Welfare  is 
authorized,  however,  to  limit  reimbursement 
for  hemodialysis  and  renal  transplantation  to 
those  kidney  disease  treatment  centers  which 
meet  regulatory  requirements,  provided  those 
requirements  include  a minimal  utilization  rate 
for  covered  procedures  and  a medical  review 
board  to  screen  patients  for  the  appropriateness 
of  the  proposed  treatment  procedures.  The 
purpose  of  the  requirements  is  to  assure  that 
Medicare  payments  are  made  only  for  quality, 
medically  necessary  care. 

Physical  Therapy  Services 

Beginning  July  1,  1973,  the  amendment 
broadens  the  coverage  under  supplementary 
medical  insurance  of  outpatient  physical  ther- 
apy to  include  the  home  and  office  services  of 
the  physical  therapist  in  independent  practice. 
Such  physical  therapist  must  meet  licensing 
and  other  standards  prescribed  by  the  Secre- 
tary in  regulations.  In  addition,  the  services 
would  have  to  be  furnished  under  such  condi- 
tions relating  to  health  and  safety  as  the  Sec- 
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retary  may  find  necessary.  Incurred  expenses 
for  these  services  could  not  exceed  $100  in  a 
calendar  year.  Payment  for  the  reasonable 
charges  for  the  covered  services,  less  coinsur- 
ance and  any  deductible  amounts  due,  would 
be  made  either  to  the  beneficiary  or,  on  as- 
signment, directly  to  the  physical  therapist. 

MEDICARE  B-WORKSHOPS  FOR  THE 
MEDICAL  ASSISTANT 

7/10/73-1:00  P.M.-4:00  P.M. 

R.  j.  Reynolds-Patrick  County  Memorial 
Hospital,  Stuart,  Virginia 

7/11/73-1:00  P.M. -4: 00  P.M. 

Galax  General  Hospital,  Conference  Room, 
Galax,  Virginia 

7/24/73-9:00  A.M.-12:00  P.M. 

Lee  General  Hospital,  Pennington  Gap, 
Virginia 

7/24/73-2:00  P.M.-5:00  P.M. 

Norton  Community  Hospital,  Norton,  Va. 

7/25/73-9:30  A.M.-12:30  P.M. 

Lebanon  General  Hospital,  Lebanon,  Va. 

7/25/73-2:30  P.M.-5:30  P.M. 

Johnston  Memorial  Hospital,  Abingdon,  Va. 


7/26/73-9:00  A.M.-12:00  P.M. 

Smyth  County  Community  Hospital,  Ma- 
rion, Virginia 

7/26/73-2:00  P.M.-5:00  P.M. 

Wytheville  Community  Hospital,  Wythe- 
ville,  Virginia 

8/7/73-9:00  A.M.-12:00  P.M. 

First  National  Exchange  Bank,  Richlands, 
Virginia 

8/7/73-2:30  P.M.-5:30  P.M. 

T.  K.  McKee  Hospital,  Saltville,  Virginia 

8/8/73-9:00  A.M.-12:00  P.M. 

Red  Carpet  Inn,  Interstate  81,  Exit  31,  Pu- 
laski, Virginia 

8/8/73-2:30  P.M.-5:30  P.M. 

Radford  Community  Hospital,  Radford, 
Virginia 

8/9/73-9:00  A.M.-12:00  P.M. 

Montgomery  County  Community  Hospital, 
Blacksburg,  Virginia 

8/9/73-2:30  P.M.-5:30  P.M. 

Giles  Memorial  Hospital,  Lunch  Room, 
Pearisburg,  Virginia 


Insecticides 


Are  the  bugs  eating  up  your  garden? 

Most  insects  can  be  knocked  out  with 
sprays,  powders  and  other  poisons,  but  the 
unwary  gardener  sometimes  can  suffer  from 
the  effects  of  the  bug  sprays  too. 

Some  tips  on  use  of  insecticides  are  offered 
by  the  American  Medical  Association. 

* Read  the  directions  on  the  container  care- 
fully—and  follow  them.  The  manufac- 
turer spells  out  the  proper  usage  and 
safety  precautions. 

* If  the  directions  call  for  rubber  gloves, 
protective  clothing  or  goggles,  leave  this 
one  for  the  experts  and  use  a less  potent 
poison. 

* Store  the  insecticide  in  its  original  con- 


tainer, with  original  label,  in  a safe,  locked 
compartment,  away  from  children  and 
pets. 

* Destroy  empty  containers  immediately. 

* Apply  downwind,  to  avoid  inhaling 
sprays  and  dusts.  Stay  out  of  freshly 
sprayed  areas. 

* Do  not  smoke  while  spraying  or  dusting. 
Some  of  the  chemicals  are  flammable. 

* If  chemicals  are  spilled  on  the  skin,  wash 
immediately  and  thoroughly. 

* Cover  bird  baths,  dog  dishes  and  fish  pools 
before  spraying.  Pour  left  over  spray 
down  a drain  or  into  the  soil.  Don’t  leave 
it  around  in  pans  or  pails. 

In  case  of  accident,  follow  the  directions 
on  the  container. 
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President Mrs.  William  J.  Reardon 

President-Elect . . .Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice-President Mrs.  William  Gordge 

2nd  Vice-President Mrs.  Wallace  Baker 

3rd  Vice-President . . . .Mrs.  M.  Pinson  Neal,  Jr- 
Corresponding  Secretary . Mrs.  Hans  Klapproth 

Recording  Secretary Mrs.  Richard  Clark 

Treasurer Mrs.  Harold  Williams 

Directors Mrs.  David  B.  Hill 

Mrs.  Reuben  F.  Simms 
Mrs.  Joseph  M.  Straughan 

Legislation 

Since  World  War  II,  the  United  States  has 
increased  tremendously  in  population,  by  in- 
dustrial expansion,  rapid  growth  of  cities  and 
towns  and  the  emergence  of  new  communities. 

One  enormous  result  of  these  strides  has 
been  that  people  feel  a stronger  commitment 
to  having  a stake  in  affairs  of  government. 
They  have  been  directly  affected  when  new 
local  governments  develop,  new  highways  are 
built,  and  new  laws  are  passed  which  cover 
vast  areas  which  directly  impinge  on  their 
everyday  lives.  Hence,  more  people  and 
groups  are  attempting  to  influence  the  actions 
of  government  that  affect  them. 

Our  auxiliary  has  also  felt  the  heartbeat  of 
people’s  influence  and  interest  and  has  realized 
the  need  to  be  a “helping  hand”  to  The  Medi- 
cal Society  of  Virginia.  However,  they  must 
first  become  informed.  The  key  to  the  infor- 
mation has  been  county  chairmen  who  become 
knowledgeable  by  material  presented  to  them 
at  workshops,  communications  provided  by 
the  national  and  state  auxiliary,  and  a telephone 
alert  system  through  our  LEGS  effort  (Legis- 
lative Effort  Group  System). 

Becoming  increasingly  more  aware  of  the 
urgent  need  to  take  an  active  role  in  legisla- 
tion, it  is  disheartening  to  learn  that  in  the 
November,  1972,  election  only  54.5  percent 
of  the  potential  voters  voted  and  that  this  was 
the  lowest  percentage  of  voters  to  turn  out  in 
a quarter  of  a century.  Immediate  response  to 


this  information  has  brought  inquiries  into 
developing  a systematic  approach  to  effective 
voter  registration  campaigns.  The  time  to  start 
is  now  and  be  ready  for  the  1973  and  1974 
elections. 

Bills  are  constantly  introduced  into  Con- 
gress that  are  of  interest  to  medicine.  It  is 
hard  to  believe  that  in  the  first  week  of  the 
93rd  Congress,  2,350  proposals  were  intro- 
duced and  375  of  them  had  a potential  impact 
on  medicine. 

Election  of  qualified  individuals  and  of 
those  who  are  in  tune  with  medicine’s  concerns 
is  of  utmost  importance.  However,  it  is  logical 
to  assume  that  those  elected— our  lawmakers— 
will  give  serious  consideration  to  the  views  of 
individuals  who  worked  actively  to  elect  them 
—and  upon  whom  they  will  look  for  support 
at  re-election  time. 

Being  politically  active  (individually  as  well 
as  collectively)  can  pay  dividends  never  before 
thought  possible.  Medicine  needs  friends  and 
you  as  physicians’  wives  can  help  elect  these 
friends  in  the  future. 

Physicians’  wives  . . . 

must  get  out  the  vote  for  an  election 
must  let  our  knowledgeable  voices  be 
heard 

77tust  take  a stand  on  that  which  is  impor- 
tant to  us  all 

must  be  willing  to  work 

Our  ongoing  objectives  will  continue  to  be 
to  assist  the  medical  profession  in  the  promo- 
tion of  national  and  state  legislation  that  will 
allow  for  the  continuation  of  high  quality 
medical  care  for  all  people.  Each  one  of  us 
must  make  a firm  commitment  to  help  fulfill 
these  objectives. 

Let  our  motto  be  one  of  Plato’s— “The  wise 
man  who  does  not  take  part  in  the  affairs  of 
government,  must  be  content  to  live  under 
the  government  of  unwise  men!” 

Gail  Neal 
Legislative  Chairman 
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VaMPAC 

Although  1972,  an  important  national  elec- 
tion year  is  over,  the  work  of  VaMPAC  is  not 
over.  Now  is  the  time  to  lay  the  ground  work, 
coordinate  efforts,  develop  plans,  and  garner 
resources  for  future  political  action  priorities. 

Enthusiasm  generated  at  the  AMP  AC  Public 
Affairs  Workshop  has  provided  an  impetus  for 
concentrated  action,  on  a continuing  basis,  to 
insure  a good  working  organization  at  next 
election  time.  This  workshop  served  as  an 
outstanding  means  of  promoting  interest  and 
more  importantly,  offering  information  rele- 
vant to  political  action. 

To  acquaint  the  members  of  the  medical 
community  who  were  unable  to  attend  this 
meeting,  this  VaMPAC  Board  Member  sub- 
mits an  abbreviated  report  of  the  proceedings: 

The  annual  AMP  AC  Public  Affairs  Work- 
shop was  held  in  Washington,  D.  C.,  March 
9 through  11,  1973. 

On  Saturday  morning,  ladies  present  for  the 
workshop  were  invited  to  participate  at  a 
breakfast  meeting,  organized  by  Mrs.  John  M. 
Chenault,  AMPAC  Board  Member.  There 
were  discussions  dealing  with  the  need  for 
more  women  Pac  memberships,  strengthening 
the  State  Pac  organizations  through  Auxiliary 
cooperations  and  the  need  for  a better  repoire 
between  Auxiliary  leaders  (especially  Legisla- 
tive Chairmen)  and  the  State  Pac  Boards. 
Awards  for  states  with  the  most  women  mem- 
bers were  announced.  They  were:  1st,  Indi- 
ana, 2nd,  Kentucky  and  3rd  Kansas. 

At  the  general  session,  a panel  consisting  of 
a political  strategist,  Mr.  F.  Clifton  White;  a 
political  statistician,  Mr.  Richard  Scammon; 
and  a political  author,  Mr.  Neil  Pierce,  ana- 


lyzed predictions  they  had  made  in  regards  to 
the  1972  elections.  This  panel  was  moderated 
by  Hoyt  D.  Gardner,  M.D.,  AMPAC  Board 
Member. 

On  Saturday  afternoon,  six  sessions  were 
offered  to  workshop  participants.  At  these 
sessions,  we  were  encouraged  to  ( 1 ) exchange 
ideas  in  methods  to  increase  membership,  (2) 
organize  candidate  support  committees,  (3) 
study  means  of  strengthening  Pac  Boards,  (4) 
refine  ways  in  managing  political  campaigns, 
(5 ) improve  communications  among  State  Pacs 
and  AMPAC,  and  (6)  become  informed  on 
pending  health  legislation.  These  sessions  were 
lively,  objective,  and  provided  valuable  infor- 
mation on  the  political  climate  of  the  nation. 
All  sessions  stressed  state  Pac  membership  as 
the  sensible  and  most  effective  way  to  involve 
the  physician  and  his  wife  in  politics. 

The  Annual  Awards  Dinner  was  held  on 
Saturday  evening.  FlamPac  was  the  recipient 
of  two  first  place  membership  awards. 

Goals  for  the  coming  year  were  presented 
by  W.  J.  Lewis,  M.D.,  Chairman,  at  the  Sun- 
day session.  They  include:  building  member- 
ship (especially  sustaining  membership),  form- 
ing candidate  support  committees,  and  encour- 
aging political  involvement,  looking  forward 
to  the  1974-1976  elections. 

After  the  traditional  Sunday  luncheon,  at 
which  the  Republican  National  Party  Chair- 
man, N.  George  Bush,  and  the  Democratic 
National  Party  Chairman,  Mr.  Robert  Strauss, 
spoke,  the  AMPAC  Public  Affairs  Workshop 
was  adjourned. 

Mrs.  Robert  D.  Keeling 
Auxiliary  Board  Member 
VaMPAC  Board  Member 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  held  at  Society  head- 
quarters on  Sunday,  April  8. 

Members  Present:  Dr.  Carl  E.  Stark,  Dr.  John 
A.  Martin,  Dr.  William  S.  Hotchkiss,  Dr.  Mack 
I.  Shanholtz,  Dr.  William  J.  Hagood,  Jr.,  Dr. 
Raymond  S.  Brown,  Dr.  Charles  E.  Davis,  Jr., 
Dr.  Percy  Wootton  (for  Dr.  Carrington  Wil- 
liams, Jr.),  Dr.  George  J.  Carroll,  Dr.  Baxter  H. 
Byerly,  Dr.  Walter  S.  Johnson  (for  Dr.  H.  C. 
Alexander,  III),  Dr.  James  C.  Respess,  Dr.  Thom- 
as L.  Lucas,  Dr.  James  Hal  Smith  and  Dr.  W. 
Leonard  Wevl. 

J 

Others  Present:  Dr.  Harry  G.  Hager,  Jr.,  Sec- 
ond Vice-President;  Dr.  Duncan  S.  Owen,  Jr., 
Third  Vice-President;  Dr.  William  R.  Hill  and 
Dr.  W.  Callier  Salley,  AMA  Delegates;  Dr.  F. 
Ashton  Carmines  and  Dr.  Michael  A.  Puzak, 
AMA  Alternate  Delegates;  Dr.  William  R. 
Drucker,  Dean,  University  of  Virginia  School  of 
Medicine;  Dr.  Warren  H.  Pearse,  Dean,  Medical 
College  of  Virginia;  Dr.  C.  Cooper  Bell,  Jr.,  As- 
sistant Dean,  Eastern  Virginia  Medical  School; 
Dr.  J.  B.  Funkhouser  (for  Dr.  William  S.  Aller- 
ton),  Deputy  Commissioner,  Department  of  Men- 
tal Hygiene  and  Hospitals;  Dr.  James  M.  Moss, 
Past-President;  Mr.  Robert  G.  Stuart,  Executive 
Secretary,  VaMPAC;  and  Mr.  William  R.  Miller, 
Attorney. 

Blue  Shield 

The  Board  of  Directors  of  Blue  Shield  of  Vir- 
ginia had  requested  an  opportunity  to  discuss 
several  matters  of  concern  and  was  represented 
bv  Mr.  Alden  Flory,  Mr.  Roy  Battista  and  Dr. 
Levi  W.  Hulley,  Jr.  Mr.  Flory  stated  that  Blue 
Shield  is  extremely  interested  in  peer  review  and 
stands  ready  to  cooperate  with  the  Society  in  its 
efforts  to  devise  an  acceptable  PSRO.  He  went 
on  to  say  that  Blue  Shield  has  acquired  a great 
amount  of  experience  as  a result  of  its  participa- 
tion in  CHAMPUS,  Medicare  and  Medicaid. 
Also,  Blue  Shield  of  Virginia  currently  has  avail- 
able sufficient  computer  capability  for  PSRO  use 
should  there  be  interest  in  its  utilization. 

Mr.  Battista  recalled  that  the  House  of  Dele- 
gates had  adopted  a resolution  calling  for  the 
Society  to  cooperate  with  Blue  Shield  and  pre- 
sented several  thoughts  along  this  line.  He  sug- 
gested that  Council  might  wish  to  invite  a Blue 
Shield  representative  to  attend  its  future  meetings 
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—thereby  assuring  an  effective  liaison  between 
the  two  organizations.  He  also  expressed  the  hope 
that  the  Society  would  encourage  its  members 
to  participate  in  Blue  Shield  and  thereby  accept 
usual  and  customary  fees  as  full  payment.  It 
was  brought  out  that  Blue  Shield  has  developed 
a very  fair  and  effective  system  of  reviewing  fees 
and  will  continue  to  use  The  Medical  Society  of 
Virginia  as  the  final  arbiter  when  necessary. 

Dr.  Hulley  indicated  that  acupuncture  is  be- 
ginning to  pose  something  of  a claims  problem 
and  told  of  a growing  interest  on  the  part  of  the 
public.  He  indicated  that  an  opinion  is  needed 
at  this  time  from  Council  as  to  whether  acupunc- 
ture is  good  medical  practice  and  whether  pay- 
ment should  be  made  for  such  services  under  Blue 
Shield  contracts.  It  was  learned  that  the  Attorney 
General  has  written  an  opinion  stating  that  acu- 
puncture does  constitute  the  practice  of  medicine. 

Council  was  next  advised  that  approximately 
80%  of  all  Blue  Shield  of  Virginia  contracts  are 
of  the  UCR  variety  (usual,  customary  and  reason- 
able). As  a result,  the  National  Blue  Shield.  Office 
feels  that  the  development  of  physicians’  profiles 
is  now  in  order.  Such  profiles  are  already  re- 
quired under  Federally  subsidized  programs.  The 
thought  was  expressed  that  a profile  developed 
from  a 90th  percentile  formula  would  be  much 
better  for  the  physician  than  that  based  on  a 
75th  percentile  formula— such  as  Medicare. 

Council  then  returned  to  the  acupuncture 
problem  and  was  advised  that  the  Food  and  Drug 
Administration  is  seeking  to  establish  reasonable 
controls. 

The  following  resolution  was  then  adopted: 

Whereas,  the  practice  of  acupuncture  is 
currently  being  studied  by  various  bodies— 
including  AMA,  FDA  and  NIH— therefore,  be 
it 

Resolved,  that  Blue  Shield  of  Virginia,  and 
other  carriers,  be  urged  not  to  pay  for  such 
services  until  such  time  as  the  practice  of 
acupuncture  has  been  established  as  an  accept- 
able mode  of  medical  treatment  rather  than  the 
experimental  procedure  it  is  considered  at  this 
time. 

Dr.  Hotchkiss  moved  that  the  Society  go  on 
record  as  considering  acupuncture  an  experimen- 
tal treatment  at  this  time  and  recommending  that 
its  use  be  confined  to  established  investigative 
medical  centers  where  controlled  experiments  can 
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be  carried  out.  The  statement  also  points  out  that 
acupuncture  is  subject  to  abuse  and  that  such 
abuse  apparently  exists  at  the  moment.  It  also 
points  out  that  in  the  case  of  experimental  treat- 
ment, the  physician  is  obligated  to  so  advise  his 
patient  in  writing.  Dr.  Hotchkiss’’  motion  was 
seconded  and  carried. 

Physicians’  profiles  were  then  discussed  at 
length  and  Dr.  Weyl  moved  that  the  Society, 
subject  to  a vote  of  approval  by  participating 
physicians,  endorse  the  development  of  a U.C.R. 
Program  for  participating  physicians  with  the 
understanding  that  all  final  decisions  having  to 
do  with  fees  would  be  made  by  the  appropriate 
component  medical  societies.  The  motion  was 
seconded  and  adopted. 

It  was  agreed  that  the  Society  should  cooperate 
with  Blue  Shield  in  every  possible  manner  and 
a motion  requesting  the  President  to  direct  a let- 
ter to  the  membership  urging  participation  in 
Blue  Shield  was  seconded  and  adopted. 

Consideration  was  then  given  the  suggestion 
that  a Blue  Shield  representative  be  invited  to 
attend  all  Council  meetings.  A motion  to  table 
the  matter  was  seconded  and  carried. 

Joint  Committee  on  Medical  Fees 

Dr.  Moss  reported  on  the  activities  of  his  spe- 
cial Joint  Committee  on  Medical  Fees.  The  Com- 
mittee was  formed  at  the  direction  of  the  House 
of  Delegates  and  was  comoosed  of  representatives 
of  the  Society,  Blue  Cross-Blue  Shield,  the  Vir- 
ginia Hospital  Association,  Virginia  Society  for 
Pathology,  and  Virginia  Chapter,  American  Col- 
lege of  Radiology. 

Dr.  Moss  pointed  out  that  the  medical  profes- 
sion has  been  severely  criticized  because  of  the 
high  cost  of  health  care.  Consequently,  it  was 
most  important  that  a study  be  made  of  the  meth- 
ods of  health  care  charges  and  their  interrelation- 
ship. 

Charges  made  by  hospitals  and  physicians  for 
laboratory  and  x-ray  services  have  caused  some 
of  the  biggest  problems  and  the  Committee  de- 
voted a great  deal  of  its  time  to  this  particular 
area.  Dr.  Moss  indicated  that  some  of  the  rec- 
ommendations made  by  his  Committee  did  not 
provide  an  immediate  solution  because  of  long- 
term contracts  that  exist  between  hospitals  and 
the  specialty  groups  concerned.  However,  the 
recommendations  should  obtain  results  as  time 
goes  on. 

It  was  then  moved  by  Dr.  Hagood  that  the 
following  Committee  recommendations  be  re- 
ferred to  the  House  of  Delegates  and  that  Dr. 
Moss’s  Committee  make  available  prior  to  the 


Annual  Meeting  any  and  all  material  having  to 
do  with  the  question.  The  motion  was  adopted 
and  the  following  recommendations  will  be  re- 
ferred to  the  House: 

“1.  The  fee  charged  for  each  service  should 
be  based  upon  the  full  cost  of  providing 
that  service  by  the  most  efficient  high- 
quality  method  that  is  available  plus  a 
reasonable  compensation  for  the  profes- 
sional skill  and  time  that  is  required. 

“2.  Excessive  charges  for  one  service  should 
not  be  used  to  compensate  for  inadequate 
charges  for  another  service— i.e.,  no  de- 
partment of  a hospital  should  subsidize 
another  department. 

“3.  In  applying  usual,  customary  and  reason- 
able guidelines,  such  factors  as  providing 
emergency  service  at  night  and  on  week- 
ends, taking  care  of  indigent  patients,  and 
sponsoring  educational  programs  must  be 
considered,  but  these  factors  should  not 
be  used  as  an  excuse  for  excessive  charges. 

“4.  These  same  principles  should  be  applied 
to  all  other  diagnostic  procedures,  such  as 
blood  counts,  electrocardiograms,  electro- 
encephalograms, and  x-rays.  Physicians 
should  not  make  a profit  from  selling  an- 
other physician’s  professional  opinion,  and 
there  should  be  no  collection  and  handling 
charge  for  such  things  as  urine  specimens 
which  require  no  professional  skill. 

“5.  If  these  guidelines  are  to  be  effective,  it 
will  be  necessary  for  third-party  payers 
and  patients  to  refer  all  questionable 
charges  to  a Review  Committee  of  The 
Medical  Society  of  Virginia  for  adjudica- 
tion.” 

It  was  then  moved  by  Dr.  Hagood  that  another 
recommendation  of  the  Committee  be  adopted. 
The  motion  was  carried  and  the  recommenda- 
tion reads  as  follows: 

“When  physicians  draw  blood  and  send  it 
out  to  a commercial  laboratory  for  testing,  they 
should  be  paid  a reasonable  fee  to  cover  the 
costs  of  drawing  the  blood,  but  they  should 
not  be  paid  or  expect  a fee  for  interpreting 
the  results  of  these  tests,  as  this  interpretation 
has  already  been  paid  for  when  the  patient 
pays  for  the  office  visit.” 

Student  AMA 

The  Student  AMA  Chapter  of  The  Medical 
College  of  Virginia  had  requested  Society  en- 
dorsement of  a program  designed  to  introduce 
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the  pre-ciinical  medical  student  to  community 
medicine  (MECO).  The  program  is  carried  on 
during  summer  “vacation"’  months  and  utilizes 
“outlying  hospitals  in  the  hope  that  students 
might  find  them  attractive,  it  is  the  feeling  of 
SAMA  that  an  effort  of  this  kind  will  help  solve 
the  problem  of  maldistribution. 

Mr.  Boyd  Myers,  SAMA  President  at  MCV, 
indicated  that  the  program  has  definitely  in- 
fluenced internship  and  practice  locations.  He 
reported  that  nine  hospitals  in  Virginia  have  ex- 
pressed an  interest  in  participating  in  the  program 
and  that  financing,  from  this  point  on,  will  be 
on  a local  basis.  Although  there  are  no  set  guide- 
lines, it  is  the  hope  of  MECO  that  each  student 
will  obtain  a broad  outlook  on  medical  care  in 
the  community.  For  example,  it  is  important  for 
the  student  to  understand  how  public  health  in- 
tegrates with  private  practice  and  how  the  hos- 
pital relates  to  all  other  segments  of  communin' 
health  care. 

It  was  then  moved  by  Dr.  Brown  that  the 
MECO  project  be  endorsed  in  principle  by  The 
Medical  Society  of  Virginia.  The  snotion  was 
seconded  and  carried. 

Liaison  Committee 

The  Virginia  Society  of  Ophthalmology  and 
Otolaryngology  had  requested  the  privilege  of 
discussing  with  Council  its  earlier  decision  to 
establish  a liaison  committee  to  the  Virginia  Op- 
tometric  Association.  x\ppearing  on  behalf  of 
the  Virginia  Society  of  Ophthalmology  and  Oto- 
laryngology were  Dr.  Charles  Young,  President, 
Dr.  Harry  Taylor,  Dr.  John  Nowell,  Dr.  Stanley 
Maoury  and  Air.  Warren  Magee. 

A motion  that  the  matter  be  discussed  in  ex- 
ecutive session  visas  seconded  and  adopted. 

Upon  emerging  from  executive  session,  a mo- 
tion was  made  by  Dr.  Hagood  that  the  Commit- 
tee be  appointed  for  not  longer  than  one  year, 
that  Society  representatives  be  members  of  the 
Society  of  Ophthalmology  and  Otolaryngology, 
and  that  its  responsibilities  be  confined  to  prob- 
lems of  a nonmedical  nature  as  determined  by  the 
physician  members.  The  motion  was  seconded. 

It  was  then  moved  by  Dr.  Weyl  that  the  mo- 
tion be  tabled.  The  motion  visas  seconded  and 
adopted. 

It  was  then  moved  by  Dr.  Byerly  that  Coun- 
cil’s previous  action  cailing  for  establishment  of 
a liaison  committee  be  rescinded.  The  motion 
was  seconded  and  carried. 

A subsequent  motion  by  Dr.  Hagood  which 
would  establish  a liaison  committee  according 
to  the  guidelines  previously  discussed  was  de- 
feated. 


Howard  University  and  Physician's  Assistants 

Dr.  Stark  had  been  invited  by  the  Director  of 
the  Howard  University  College  of  Aledicine  to 
serve  on  the  University  Physician’s  Assistant  Ad- 
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visory  Board.  The  Board  would  be  largely  con- 
cerned with  a physician’s  assistant  training  pro- 
gram to  be  carried  on  under  a contract  with  the 
National  Institutes  of  Health.  Dr.  Stark  was  anx- 
ious to  obtain  the  advice  of  Council. 

It  was  brought  out  during  the  discussion  that 
it  might  be  more  appropriate  if  the  University 
would  establish  liaison  with  the  Aledical  Council 
of  the  Washington  Metropolitan  Area.  The  sug- 
gestion was  also  made  that  contact  be  made  with 
the  Virginia  Board  of  Aledical  Examiners.  It  was 
also  brought  out  that  the  physician’s  assistant 
movement  is  in  its  infancy  in  Virginia  and  many 
decisions  remain  to  be  made. 

A motion  by  Dr.  Martin  that  the  invitation 
be  regretfully  declined  visas  seconded  and  carried. 

Nurse  Practitioner  Program 

When  Council  met  on  January  7,  it  was  re- 
quested by  Dr.  Leon  T.  Bloodworth,  a Director 
of  the  Nurse  Practitioner  Program  at  the  Aledical 
College  of  Virginia,  to  consider  endorsement  of 
that  program.  Council  requested  additional  in- 
formation and  this  was  provided  by  Dr.  Blood- 
worth  subsequent  to  the  meeting. 

A motion  by  Dr.  Carroll  to  endorse  the  pro- 
gram at  the  Medical  College  of  Virginia  was  sec- 
onded and  adopted. 

Continuing  Medical  Education 

Dr.  Carroll  reported  that  a second  survey  of 
all  Virginia  physicians  with  reference  to  continu- 
ing education  activities  would  be  carried  out 
within  the  next  few  weeks.  The  survey,  pre- 
pared by  the  Committee  on  Aledical  Education, 
will  contain  a message  from  Dr.  Stark  and  will 
be  sent  with  the  cooperation  of  the  State  Board 
of  Medical  Examiners.  Dr.  Carroll  then  presented 
a report  from  his  Committee  and  requested  ap- 
proval of  the  following  two  statements  of  policy: 

1.  Documentation  of  continuing  education 
should  be  a requirement  for  licensed  prac- 
tioners  in  the  State  of  Virginia. 

2.  Continuing  education  requirements  should 
be  similar  to  those  outlined  by  the  AMA 
Physicians  Recognition  Award  Program. 

A motion  to  approve  the  above  statements  of 
policy  for  referral  to  the  House  of  Delegates  in 
October  was  seconded.  There  followed  a con- 
siderable amount  of  discussion  during  which  it 
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was  learned  that  a number  of  component  soci- 
eties have  gone  on  record  as  being  opposed  to  the 
compulsory  approach  to  continuing  education. 
There  was  also  some  strong  opposition  to  some 
of  the  “check  off”  methods  being  used  over  the 
country  and  a plea  made  for  more  positive  and 
meaningful  approaches  to  the  problem.  It  was 
brought  out  that  there  is  a great  deal  of  opposi- 
tion to  relicensure  over  the  State  and  that  Coun- 
cil should  take  this  fact  into  consideration. 

The  motion  calling  for  approval  a?id  subse- 
quent referral  to  the  House  of  Delegates  was 
then  adopted  and  it  was  requested  that  the  names 
of  those  voting  in  the  negative  be  recorded . 
They  were:  Dr.  Weyl,  Dr.  Brown,  Dr.  Byerly, 
Dr.  Johnson,  Dr.  Martin  and  Dr.  Hager. 


VaMPAC 

Council  was  advised  that  the  VaMPAC  Board 
of  Directors  was  anxious  to  fill  several  vacancies 
existing  on  the  Board.  It  was  recommended  that 
Dr.  Leonard  Weyl  be  named  to  complete  the 
term  of  Dr.  Joseph  Kline  from  the  10th  District, 
that  Dr.  Harold  Nemuth  be  elected  Member-at- 
Large  from  the  3rd  District  and  that  Dr.  Clarence 
B.  Trower  succeed  Dr.  Harry  Taylor  as  Mem- 
ber-at-Large  from  the  2nd  District. 

It  was  then  moved  by  Dr.  Hotchkiss  that  Dr. 
Weyl,  Dr.  Nemuth  and  Dr.  Trower  be  elected. 
The  motion  was  seconded  and  carried. 


School  Bus  Drivers 


several  computer  codes  confronting  physicians 
at  this  time.  It  was  pointed  out  that  Blue  Shield 
uses  one  code,  Medicare  another,  etc.  As  a re- 
sult, Council  had  been  requested  to  consider  the 
advisability  of  recommending  one  particular  code 
and  insisting  upon  its  use  by  all  carriers. 

The  big  question  was  whether  an  effort  should 
be  made  at  the  National,  rather  than  State,  level. 

It  was  brought  out  that  the  five-digit  code  de- 
vised by  AMA  had  been  approved  by  the  So- 
ciety several  years  ago  and  this  endorsement 
should  be  reaffirmed.  A motion  by  Dr.  Martin 
to  reaffirm  the  Society's  previous  action  was  sec- 
onded and  carried. 

Medical  Survey 

The  National  Children’s  Rehabilitation  Center, 
Leesburg,  had  requested  Society  endorsement  of 
a survey  being  conducted  under  the  sponsorship 
of  the  Governor’s  Developmental  Disabilities 
Planning  and  Advisory  Council.  The  survey  has 
to  do  with  epilepsy,  mental  retardation  and  cere- 
bral palsy  in  twenty-two  counties  and  indepen- 
dent cities.  Physicians  specializing  in  pediatrics, 
neurology,  psychiatry,  orthopaedics  and  family 
medicine  are  being  asked  to  participate. 

After  learning  that  the  Center  is  performing 
a worthwhile  and  legitimate  function,  Council 
adopted  a motion  by  Dr.  Brown  endorsing  the 
survey.  A letter  of  endorsement  will  be  sent  to 
the  Center  for  its  use  when  contacting  prospec- 
tive participants. 


House  Bill  1660,  recently  adopted  by  the  Gen- 
eral Assembly,  requires  the  State  Department  of 
Education  to  seek  the  advice  of  The  Medical 
Society  of  Virginia  in  the  preparation  of  a phy- 
sician’s certificate  for  drivers  of  school  buses.  Dr. 
Moss  stated  that  the  Virginia  Diabetes  Associa- 
tion is  opposed  to  unreasonable  restrictive  re- 
quirements. 

A proposed  certificate  was  studied  very  care- 
fully and  it  was  generally  agreed  that  that  por- 
tion which  referred  to  “signs  or  symptoms”  of 
various  diseases  and  conditions  should  be  elim- 
inated. After  further  discussion,  it  was  moved 
by  Dr.  Hagood  that  the  matter  be  referred  to  the 
Legislative  Committee  with  the  request  that  it 
consult  with  the  Department  of  Education  in  an 
effort  to  develop  legislation  which  would  be 
more  acceptable  to  all  concerned.  The  motion 
was  seconded  and  adopted. 

Computer  Codes 

Council  was  advised  that  a number  of  com- 
plaints had  recently  been  received  concerning  the 


Threat  to  Private  Practice 

Dr.  Pearse  pointed  out  that  certain  provisions 
of  the  recently  enacted  PL  92-603  could  pose  a 
substantial  problem  to  the  private  practice  of 
medicine.  It  could  conceivably  establish  two 
classes  of  patients— those  cared  for  in  teaching 
hospitals  and  those  in  the  care  of  private  physi- 
cians. Professional  fees  for  patients  in  teaching 
hospitals  are  to  be  reimbursed  on  the  basis  of 
“cost”.  Dr.  Pearse  was  afraid  that  if  the  Federal 
Government  were  permitted  to  establish  a dol- 
lars-per-hour  professional  fee  for  the  care  of 
indigent  patients  under  Medicare  and  Medicaid, 
it  might  very  well  seek  similar  reimbursement  for 
physicians  in  private  practice. 

It  was  learned  that  regulations  having  to  do 
with  this  particular  matter  have  not  yet  been 
published  in  the  Federal  Register.  Council  ex- 
pressed the  hope  that  Dr.  Pearse  would  keep  it 
advised  of  any  developments  along  this  line. 

Dr.  Byerly  then  offered  a resolution  which 
would  have  the  Society  express  opposition  to  pro- 
fessional standards  review  organizations  as  pro- 
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vided  for  in  Public  Law  92-603.  The  motion  was 
seconded  but  lost. 

MEDIX 

Mr.  Osburn  reported  that  the  Society  has  been 
contacted  by  the  Los  Angeles  County  Medical 
Society  concerning  sponsorship  of  the  MEDIX 
series  of  television  motion  pictures.  The  series 
was  said  to  be  top  quality  in  every  way  and  par- 
ticularly desirable  from  the  public  relations  point 
of  view.  An  effort  is  being  made  to  obtain  suf- 
ficient financial  backing  to  permit  its  national 
distribution.  Foundations  contacted  to  date  have 
indicated  that  their  participation  will  probably 
be  determined  by  the  amount  of  support  coming 
from  the  various  state  medical  societies.  Conse- 
quently, a pledge  of  $1,000.00  was  requested. 

A motion  was  then  offered  by  Dr.  Weyl 
which  would  appropriate  the  sum  of  $1,000.00  in 
support  of  the  MEDIX  series  if  assurance  is  re- 
ceived that  the  films  will  be  televised  in  Virginia. 
The  motion  was  seconded  and  adopted. 

Assigned  Community  Practice 

Consideration  was  given  a resolution  from  the 
Albemarle  County  Medical  Society  which  rec- 
ommended that  The  Medical  Society  of  Virginia 
and  the  American  Medical  Association  consider 
the  concept  of  assigned  community  practice  fol- 
lowing internship  (alternative  to  military  serv- 
ice) as  a means  of  alleviating  the  current  shortage 
of  primary  physicians  in  the  United  States. 

It  was  agreed  that,  while  the  resolution  un- 
doubtedly had  much  to  recommend  it,  Council 
was  not  ready  to  vote  at  this  particular  time.  A 
motion  by  Dr.  Martin  to  table  was  seconded  and 
adopted. 

1979  Annual  Meeting 

It  was  recalled  that  Council,  on  January  7,  had 
given  consideration  to  three  possible  locations  for 
the  1979  Annual  Meeting— Hotel  Roanoke,  Ar- 
lington’s Marriott-Twin  Bridges  Motor  Hotel 
and  The  Homestead.  There  was  some  question 
at  that  time  as  to  whether  The  Homestead  had 
the  facilities  required  for  a meeting  of  our  size 
and  type. 

It  was  reported  that  The  Homestead  had  been 
contacted  and  that  adequate  facilities  are  now 
available.  A motion  by  Dr.  Davis  to  hold  the 
1919  Annual  Meeting  at  The  Homestead  from 
October  25-28  was  seconded  and  adopted. 

Student  Representatives 

Dr.  Pearse  reported  that  some  state  medical 
societies  are  making  it  possible  for  student  rep- 
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resentatives  to  attend  Annual  and  Clinical  Con- 
ventions of  the  AMA.  He  went  on  to  say  that 
the  Medical  College  of  Virginia  has  been  sending 
student  representatives  to  SAMA  Regional  and 
National  Meetings  and  is  doing  everything  pos- 
sible to  further  the  students’  contact  with  the 
organized  side  of  medicine.  He  wondered  if  The 
Medical  Society  of  Virginia  might  be  interested 
in  providing  similar  support  where  AMA  meet- 
ings are  concerned. 

There  was  some  feeling  that  the  students 
should,  by  their  performance,  indicate  a sincere 
interest  and  purpose  in  attending  the  meetings  and 
a motion  by  Dr.  Hagood  would  have  withheld 
any  assistance  until  such  performance  could  be 
demonstrated  and  subsequently  evaluated  by  the 
House  of  Delegates.  Dr.  Weyl  called  attention 
to  the  fact  that  no  student  component  societies 
have  as  yet  become  active  at  either  medical  school 
and  suggested  that  the  motion  be  modified  to 
postpone  any  action  until  such  components  are  a 
reality.  Although  the  modification  was  accepted, 
the  motion  was  withdrawn  when  it  was  learned 
that  the  request  for  assistance  had  originated 
with  the  administration  rather  than  the  students 
themselves. 

It  was  then  moved  by  Dr.  Hotchkiss  that  any 
action  be  deferred  until  such  time  as  student 
component  societies  are  organized.  At  that  time 
The  Medical  Society  of  Virginia  would  seriously 
consider  providing  such  aid  and  assistance  to  their 
duly  elected  representatives.  The  motion  was 
seconded  and  carried. 

Special  Reference  Committee 

Dr.  Stark  stated  that  every  effort  is  being 
made  to  improve  the  Society’s  overall  legislative 
effort  and  suggested  that  a special  reference  com- 
mittee be  provided  during  the  Annual  Meeting 
to  consider  any  legislation  pending  or  carried 
over  from  the  last  General  Assembly.  It  was 
his  hope  that  such  a committee  would  enable  the 
Society  to  take  a stand  on  a great  many  more 
issues  than  it  has  in  the  past.  It  was  pointed  out 
that  200  Bills  of  interest  to  the  profession  were 
introduced  during  the  1972  Session  of  the  Gen- 
eral Assembly  and  140  during  the  abbreviated 
Session  in  1973. 

Dr.  Martin  told  of  his  interest  in  arranging 
Regional  or  District  meetings  with  members  of 
the  General  Assembly  and  indicated  that  such  a 
project  would  undoubtedly  require  financing  by 
The  Medical  Society  of  Virginia. 

Dr.  Hagood  assured  Council  that  every  effort 
would  be  made  to  see  that  all  matters  pertaining 
to  legislation  are  handled  by  one  Reference  Corn- 
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mittee.  He  will,  as  Speaker,  have  some  further 
thoughts  on  the  matter  before  the  House  con- 
venes in  October. 

Expert  Witness 

The  Society  has  encountered  considerable  dif- 
ficulty in  meeting  its  obligation  to  provide  expert 
witnesses  in  those  instances  where  the  Joint  Panel 
for  Screening  Medical  Malpractice  Cases  has 
found  for  the  plaintiff.  Mr.  Moore  stated  that 
many  methods  have  been  tried— including  letters 
to  prospective  witnesses  from  the  President  and 
appeals  to  the  medical  schools  for  assistance. 
While  everyone  has  tried  to  help,  no  really  suc- 
cessful method  has  been  found  thus  far.  He  went 
on  to  say  that  the  various  specialty  groups  are 
now  being  contacted  and  requested  to  compile 
a list  of  prospective  expert  witnesses  who  might 
be  available  during  the  year.  In  this  manner,  those 
asked  to  serve  would  realize  that  they  will  be 
assisting  their  colleagues  in  fulfilling  an  obliga- 
tion accepted  by  the  Society  in  the  interest  of  all 
concerned.  One  specialty  group  has  already  indi- 
cated its  intention  to  cooperate  and  hope  was 
expressed  that  the  remainder  will  follow  its  lead. 

It  was  then  moved  by  Dr.  Hotchkiss  that  Dr. 
Stark  also  contact  the  various  specialty  groups 
and  request  their  assistance  in  helping  the  Society 
meet  its  obligation  where  expert  witnesses  are 
concerned.  The  motion  was  seconded  and  car- 
ried. 

AMA  Reception 

When  Council  met  on  January  7 it  authorized 
a special  appropriation  of  $1,500.00  to  sponsor  a 
hospitality  suite  for  Dr.  Palmer  during  the  AMA 
Annual  Meeting  in  New  York.  Dr.  Palmer  will 
be  seeking  re-election  to  the  AMA  Board  of 
Trustees  and  all  Virginia  physicians  are  proud 
of  his  accomplishments  and  grateful  for  the  un- 
told hours  and  days  he  has  contributed  on  behalf 
of  medicine. 

Since  the  hospitality  suite  would  undoubtedly 
conflict  with  other  similar  undertakings,  it  was 
suggested  that  a reception  be  held  on  Monday 
night,  June  25,  at  the  Americana  from  6:00-7:00 
P.M.  The  guest  list  would  number  approximately 
450  and  the  basic  cost  estimated  between  $3,000- 
$3,500. 

Dr.  Lucas  reported  that  the  Alexandria  Medical 
Society  stands  ready  to  contribute  $500.00  to 
such  an  event  and  hope  was  expressed  that  other 
component  societies  might  wish  to  do  something 
similar. 

A motion  by  Dr.  Hagood  to  sponsor  the  recep- 
tion and  that  funds  not  to  exceed  $3,000.00  be 
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appropriated  for  the  purpose  was  seconded  and 
adopted. 

Dr.  Weyl  then  offered  a motion  which  would 
have  the  Society  take  steps  to  establish  a cam- 
paign fund  on  Dr.  Palmer’s  behalf.  The  motion 
was  seconded  and  carried. 

It  was  agreed  that  component  societies  should 
be  contacted  and  provided  an  opportunity  to 
join  in  this  most  worthwhile  effort. 

Staff  Requirements 

For  many  years  The  Medical  Society  of  Vir- 
ginia has  operated  with  a minimum  staff.  It  has 
become  apparent,  however,  that  the  ever  chang- 
ing scene  has  brought  with  it  new  demands  and 
the  staff— as  presently  constituted— can  no  longer 
do  its  job  with  the  degree  of  excellence  expected. 
Council  was  advised  that  an  additional  book- 
keeper-secretary is  needed  if  the  steadily  increas- 
ing volume  of  work  is  to  be  handled  in  an  ac- 
ceptable manner.  Although  any  increase  in  per- 
sonnel imposes  an  additional  burden  on  an  al- 
ready overworked  budget,  such  an  increase  ap- 
pears more  than  justified. 

A motion  by  Dr.  Hotchkiss  approving  the  em- 
ployment of  a bookkeeper-secretary  was  second- 
ed and  adopted. 

Screening  Panel 

The  Joint  Medico-Legal  Plan  for  Screening 
Medical  Malpractice  Cases  has  recently  been  re- 
written for  the  purpose  of  correcting  obvious 
weaknesses  which  have  appeared  over  the  past 
two  years.  A joint  meeting  of  committees  rep- 
resenting the  Society  and  State  Bar  was  recently 
held  for  the  purpose  of  reviewing  the  new  Plan. 
Mr.  Moore  explained  the  Plan  and  stated  that  it 
must  be  approved  by  both  organizations  before 
it  can  become  official. 

A motion  by  Dr.  Hotchkiss  approving  the  new 
Plan  was  seconded  and  carried. 

Legislation 

The  Medical  Society  of  Virginia  carried  on  the 
most  extensive  lobbying  program  in  its  history 
during  the  1973  Session  of  the  General  Assembly. 
Both  Mr.  Miller  and  Mr.  Osburn  were  registered 
as  lobbyists  and  did  an  excellent  job  in  following 
the  140  Bills  of  interest  and  importance  to  the 
medical  profession.  Mr.  Osburn  stated  that  So- 
ciety spokesmen  appeared  a number  of  times  be- 
fore committees  of  the  Senate  and  House— many 
times  on  extremely  short  notice.  He  then  sum- 
marized the  more  important  legislation. 
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Travel  Program — 1974 

The  Society’s  travel  programs  continue  to  be 
unbelievably  well  received  and  thought  is  already 
being  given  to  1974.  Three  possibilities  were 
reported— a European  Tour,  a South  American 
Adventure  and  a second  Mediterranean  Cruise. 
It  was  agreed  that  it  is  still  a bit  early  to  make 
definite  commitments  and  that  a final  decision 
should  not  be  made  before  some  time  in  the  Fall. 

Organophosphate  Insecticides 

The  United  States  Environmental  Protection 
Agency  has  requested  endorsement  of  a letter 
to  be  sent  all  Virginia  physicians  alerting  them 
to  the  increased  use  of  organophosphate  insecti- 
cides. The  letter  will  permit  physicians  to  be- 
come more  suspicious  of  possible  poisoning  in 
those  patients  exhibiting  increased  cholinergic 
activity. 

A motion  by  Dr.  Carroll  to  endorse  the  pro- 
posed letter  was  seconded  and  adopted. 

Members'  Retirement  Plan 

For  a number  of  years  Dr.  William  R.  Hill, 
Dr.  A.  L.  Herring,  Jr.  and  Robert  I.  Howard 
have  served  as  Trustees  of  The  Medical  Society 
of  Virginia  Members’  Retirement  Plans.  Over 
the  years  the  Plans  have  grown  to  such  size  and 
complexity  that  the  three  Trustees  believe  a Cor- 
porate Trustee  is  in  order.  Consequently,  they 
have  requested  that  they  be  relieved  of  their 
duties. 

With  this  thought  in  mind  it  was  moved  and 
carried  that  the  three  Trustees  be  thanked  for 
their  service  on  behalf  of  the  Society  and  that 
the  following  resolution  be  adopted: 

“Whereas,  The  Medical  Society  of  Virginia 
Members’  Retirement  Plan  Trust  now  sponsors 
four  retirement  plans  and  the  Plans  have  grown 
in  size  and  complexity,  the  Trustees  desire 
to  be  relieved  of  their  responsibilities  as  Trus- 
tees, and 

“Whereas,  it  is  necessary  to  amend  Plan  A 
in  order  that  it  continue  to  qualify  under  the 
Internal  Revenue  Service  Code,  be  it 
“Resolved,  that 

“(1)  The  Medical  Society  of  Virginia 
Members’  Retirement  Plan  Trust  be  amended 
so  as  to  replace  the  three  individual  Trustees 
with  a Corporate  Trustee,  the  United  Vir- 
ginia Bank/First  & Citizens  National,  Alex- 
andria; 

“(2)  The  Medical  Society  of  Virginia 
Members’  Retirement  Plan  A be  amended 


to  conform  to  Internal  Revenue  Ruling  71- 
461; 

“(3)  The  revised  Trust  and  Plan  be  sub- 
mitted to  the  Internal  Revenue  Service  for 
approval;  and 

“(4)  A liaison  committee  be  appointed  to 
act  as  advisors  to  the  Trustee  and  to  the  Ad- 
ministrator and  to  provide  periodic  reports 
to  the  Society  regarding  The  Medical  So- 
ciety of  Virginia  Members’  Retirement 
Plans.’* 

Peer  Review 

Council  was  advised  that  the  ad  hoc  Commit- 
tee on  Peer  Review  was  in  the  process  of  putting 
a proposed  PSRO  plan  in  its  final  form.  A Con- 
stitution and  By-Laws  is  also  being  written  and 
both  documents  are  expected  to  be  ready  for 
Council  at  its  next  meeting. 

Joint  Practice  Committee 

It  was  recalled  that  the  House  of  Delegates  had 
deferred  action  on  a proposed  Joint  Practice 
Committee  until  such  time  as  the  Governor’s 
Committee  on  Allied  Health  Professions  had 
made  its  report. 

Dr.  Hager  reported  that  the  Society’s  Com- 
mittee on  Nursing  had  met  with  representatives 
of  the  nursing  profession  in  Virginia  and  recom- 
mended that  a Joint  Practice  Committee  be  es- 
tablished. Such  a Committee  has  been  recom- 
mended by  both  the  American  Medical  Associa- 
tion and  American  Nursing  Association  and 
would  replace  the  present  Committee.  The  Joint 
Committee  would  be  composed  of  eight  physi- 
cians and  eight  nurses  and  would  include  repre- 
sentatives of  both  The  Medical  Society  of 
Virginia  and  Virginia  Nurses’  Association. 

Although  it  was  the  consensus  that  a Joint 
Practice  Committee  should  be  established,  it  was 
agreed  that  the  matter  should  be  referred  back 
to  the  House  of  Delegates  for  a final  decision. 

A motion  which  would  recommend  to  the 
House  of  Delegates  that  a John  Practice  Com- 
mittee be  approved  was  seconded  and  adopted. 

Committee  Reports 

Dr.  Hagood  expressed  the  hope  that  all  Com- 
mittees would,  from  this  time  on,  list  any  rec- 
ommendations requiring  House  action  at  the  end 
of  their  reports.  This  would  make  it  much  easier 
for  everyone  and  would  serve  to  spotlight  those 
matters  requiring  special  consideration.  It  was 
agreed  that  this  was  a most  worthwhile  sugges- 
tion and  the  Secretary  indicated  that  Committee 
Chairmen  would  be  contacted  in  this  regard. 
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Dr.  Hagood  also  expressed  the  feeling  that  Ref- 
erence Committee  members  should  be  appointed 
before  the  Annual  Meeting  if  at  all  possible.  It 
was  his  feeling  that  these  early  appointments 
would  enable  Committee  members  to  prepare 
themselves  for  the  business  to  be  transacted.  A 
special  effort  could  be  made  to  place  in  their 
hands  all  material  having  to  do  with  issues,  re- 
ports, resolutions,  etc. 

It  was  agreed  that  a meeting  some  time  during 
the  early  summer  would  probably  be  necessary. 


There  was  some  question  as  to  whether  it  should 
be  before  or  after  the  AMA  Annual  Meeting  in 
New  York  and  Dr.  Stark  indicated  that  notices 
would  be  sent  just  as  soon  as  a decision  could 
be  made. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Carl  E.  Stark,  M.D.,  President 


Other  Races  Also  Have  Sickle  Cell  Disease 


Sickle  cell  disease,  commonly  thought  to 
affect  only  blacks,  is  also  found  in  other  races 
in  Southern  Europe,  the  Middle  East  and  In- 
dia, says  a report  in  the  April  30th  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  disease  is  hereditary,  causing  in  severe 
cases  considerable  pain,  disability  and  death. 
It  is  transmitted  through  the  parents  to  their 
offspring  through  a defective  gene.  In  the 
United  States  it  has  been  found  only  in  blacks. 

The  greatest  concentration  of  the  sickle  cell 
gene  occurs  among  the  native  populations  of 
equatorial  Africa.  However,  say  the  research- 
ers, there  are  scattered  groups  carrying  the 
sickle  cell  trait  in  southern  Italy  and  Sicily,  cer- 
tain areas  in  northern  Greece  and  in  popula- 
tions of  central  and  southern  India.  It  also 
has  been  noted  among  Yemenite  and  Iraqi 
Jews  and  in  southern  Turkey,  southwestern 


Arabia  and  within  the  oases  of  eastern  Saudi 
Arabia. 

The  authors— Armand  P.  Gelpi,  M.D.,  and 
Richard  P.  Perrine,  M.D.— report  that  the  ori- 
gin of  the  sickle  cell  mutation  remains  un- 
known, but  that  it  may  have  appeared  first 
in  Central  Arabia,  spreading  west  to  Africa, 
north  to  the  Mediterranean,  and  east  to  India. 

In  some  of  the  populations  of  the  Middle 
East,  the  disease  is  often  much  less  severe  than 
in  the  blacks.  A better  understanding  of  the 
disease  might  come  from  more  study  of  the 
trait  in  white  populations,  seeking  to  determine 
why  it  is  sometimes  milder  in  these  groups. 

Dr.  Gelpi  is  with  the  Palo  Alto  Medical 
Research  Foundation,  Calif.,  and  Dr.  Perrine 
is  with  the  medical  department  of  Arabian 
American  Oil  Company,  in  Saudi  Arabia. 
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What  Price  Truth? 

IT  CANNOT  BE  DENIED  that  there  is  much  wrong  with  the  distribu- 
tion of  medical  care.  Doctors  know  this  well,  and  are  doing  more  about 
it  than  social  workers,  politicians,  members  of  the  so-called  media,  labor 
unions,  and  corporation  executives. 

Motivated  by  the  spirit  of  Christmas,  no  doubt,  the  NBC  TV  News  Spe- 
cial What  Price  Health?  which  was  broadcast  on  Tuesday,  December  19, 
1972,  and  sponsored  by  The  Eaton  Corporation,  presented  an  outstanding 
example  of  biased,  poorly  researched  (if  it  was  researched  at  all),  incompetent 
piece  of  “media  journalism”. 

The  tragic,  medical  horror  stories,  were  removed  from  context  and  pre- 
sented without  qualifying  explanations.  The  old  weary  argument  about 
infant  mortality  and  poor  health  in  the  United  States  was  hauled  out  again, 
although  the  actual  situation  is  vastly  different  and  more  favorable.  The 
emotional  examples  of  circumstantial,  anecdotal,  testimonial  tragedies  were 
described  as  though  they  were  the  fault  of  the  medical  profession,  which 
has  a great  deal  more  compassion  and  understanding  for  the  predicament 
in  which  these  people  find  themselves,  than  its  critics. 

It  has  now  been  revealed  that  corrective  surgery  on  the  pathetic  little 
girl  whose  congenital  heart  problem  was  so  exploited  by  the  network,  was 
performed  five  weeks  before  the  broadcast,  and  that  the  delay  of  several 
years  was  necessitated  by  medical  considerations.  Moreover,  the  child  was 
eligible  at  all  times  for  State  aid  and  assistance  under  Title  V of  the  Social 
Security  Act. 

No  mention  was  made  of  the  failures  of  government  medicine  abroad; 
no  mention  was  made  of  numerous  government  agencies  and  voluntary 
organizations  which  are  interested  in  providing  care  for  those  who  need 
dramatic  types  of  surgery;  and  not  one  word  appeared  about  the  contribu- 
tion the  public  itself  could  make  to  preventive  medicine,  in  the  avoidance 
of  death,  injury,  and  hospitalization  through  a change  in  attitude  on  alcohol, 
automobiles,  cigarette  smoking,  drugs,  and  quackery. 

The  malpractice  actions  in  the  United  States  were  cited  as  evidence  of 
poor  medical  care.  Indeed,  when  one  considers  the  hysteria  whipped  up 
by  programs  of  this  kind,  and  the  climate  in  which  medicine  must  be  prac- 
ticed today,  there  is  cause  for  wonder  that  we  don’t  have  more  of  them. 
Needless  to  say,  no  mention  was  made  of  false  malpractice  claims. 

The  AMA  and  the  medical  profession  were  again  accused  of  rationing 
production  of  doctors,  whereas,  in  truth,  23  of  the  112  U.S.  medical  schools 
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were  opened  in  the  last  six  years,  and  entering  students  have  increased  33% 
in  the  last  six  years.  In  17  of  the  last  18  years,  the  number  of  students  enter- 
ing medical  schools  has  increased  over  the  preceding  year. 

Nowhere  in  the  program  was  there  any  mention  of  the  item  of  personal 
responsibility  in  our  social  and  economic  system. 

A small  amount  of  material  inserted  in  a pallid  attempt  at  window  dress- 
ing to  demonstrate  fairness,  merely  resulted  in  the  portrayal  of  doctors  as 
evil,  money-grubbing  monsters,  engaged  in  operating  a “cottage  industry". 

One  could  go  on  and  on  but  these  are  just  a few  of  the  items  that  stood 
out  prominently. 

A balanced  presentation,  even  with  emphasis  on  the  unfavorable  aspects 
of  the  problem,  would  have  had  at  least  a modifying  influence,  and  estab- 
lished a reasonably  honest  perspective.  A free  society  remains  free  only 
through  individual  integrity  and  responsibility.  It  is  the  media  who  are 
bringing  upon  themselves  the  restrictions  and  the  loss  of  freedom  about 
which  they  prate  so  much. 

The  Virginia  Medical  Monthly  has  waited  until  now  before  replying  to 
this  depressing  piece  of  business  in  the  belief  that  the  AMA  which  has 
demanded  equal  time  on  NBC  TV,  might  be  heard,  or  that  there  might  be 
some  explanation  forthcoming  from  NBC  in  response  to  a substantial  amount 
of  criticism. 

It  is  now  quite  clear  that  organized  medicine  hasn’t  responded  publicly 
as  yet  to  this  gratuitous  and  insulting  attack  on  our  system  of  medical  care, 
and  it  is  equally  plain  that  NBC  doesn’t  intend  to  offer  equal  time  to  permit 
a reply  to  this  mischievous  program.  , 

We  sympathize  with  the  unfortunates  whose  problems  were  paraded  before 
the  entire  nation  via  the  tube.  We  believe  that  relief  was  available  and  we 
are  perhaps  permitted  to  ask  why  it  wasn’t  used. 

This  program  was  either  an  exercise  in  inaccuracy  or  misrepresentation. 
In  the  field  of  journalism,  which  is  worse? 

William  H.  Kaufman,  M.D. 


Note:  The  American  Medical  Association  has  applied  for  a hearing  before  the 
F.C.C.  regarding  this  broadcast. 
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Welcome  Home  Doctor  Kushner 


OUR  NATION'S  ONLY  MEDICAL  PRISONER  OF  WAR  and  Vir- 
ginia’s  own  son  since  early  childhood,  Major  Floyd  H.  Kushner,  has 
returned  to  Danville  after  more  than  five  years  in  North  Vietnamese  prison 
camps.  An  excellent  and  detailed  article  by  Beverly  Orndorff  in  the  Sun- 
day, April  15,  edition  of  the  Richmond  Times-Dispatch  dealt  with  the  many 
medical  problems  with  which  he  had  to  contend  during  his  long  period  of 
imprisonment.  Several  additional  stories  about  Dr.  Kushner,  including  one 
in  the  JAMA  will  probably  appear  before  this  writing  is  seen  in  the  June 
issue  of  the  Virginia  Medical  Monthly,  but  the  journal  wishes  to  fill  in  a 
little  background  about  its  favorite  physician. 

Even  as  an  infant,  Dr.  Kushner  appears  to  have  lived  dangerously,  for 
at  the  age  of  six  months  he  found  himself  in  Honolulu  on  the  morning  of 
December  7,  1941.  His  father,  a dental  officer  in  the  Army,  was  stationed  at 
Hickam  Air  Force  Base  adjacent  to  Pearl  Harbor  at  the  time  of  the  bombing. 
At  the  end  of  World  War  II  his  parents  returned  to  Danville.  Dr.  Kush- 
ner’s  undergraduate  work  and  one  year  of  graduate  training  in  chemistry 
were  spent  at  the  University  of  North  Carolina.  He  then  enrolled  in  the 
Medical  College  of  Virginia,  where  he  received  his  medical  degree  in 
1966.  He  entered  the  Army  and  took  flight  surgery  training  before  going 
to  Vietnam  in  1967. 

On  November  30,  of  the  same  year,  while  flying  in  bad  weather  in  South 
Vietnam  his  helicopter  was  blown  off  its  anticipated  course  and  crashed 
into  a mountain  side.  The  North  Vietnamese  claimed  later  that  the  copter 
was  brought  down  by  gun-fire  but  none  was  heard  before  the  crash.  The 
pilot  was  killed  on  impact  and  the  co-pilot  died  at  the  site  several  days  later. 
The  crew  chief  was  directed  to  go  down  the  mountain  for  aid.  His  body 
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was  found  in  a shallow  pond  where  he  apparently  drowned  after  being  shot. 
In  retrospect,  Dr.  Kushner  doubtless  considers  himself  fortunate,  but  at 
the  time  he  was  acutely  aware  that  his  left  wrist  was  fractured  and  a blow 
on  his  cheek  broke  two  teeth.  An  x-ray  after  his  return  to  this  country 
showed  an  old  fracture  of  the  left  styloid  process.  Fate  was  not  through 
with  the  doctor  though,  for  the  copter  caught  on  fire  and  an  attached 
machine  gun  began  firing.  One  bullet  passed  through  his  left  shoulder. 

Three  days  later,  after  failure  of  the  crew  chief  to  return,  Dr.  Kushner 
left  the  site  of  the  crash  in  search  of  help  for  the  co-pilot.  He  descended 
the  mountain  and  thought  he  was  in  friendly  country.  It  soon  developed 
the  crash  was  20  miles  within  enemy  territory.  When  he  went  to  a native 
hut  he  was  given  milk,  but  his  host  also  alerted  nearby  Vietcong  and  a 
“motley  crew”  descended  upon  him  with  weapons  of  various  types  and 
degrees  of  obsolescence. 

He  was  taken  to  a prison  camp  in  South  Vietnam.  Here  he  was  not 
permitted  to  treat  his  fellow-prisoners  medically.  The  only  drug  available 
was  mercurochrome  and  this  was  in  limited  supply.  A total  lack  of  protein 
in  the  diet,  recurring  dysentery  and  intractable  malaria  were  major  problems. 
The  doctor  lost  nearly  65  pounds  during  the  first  six  months  of  his  cap- 
tivity. His  daily  diet  consisted  of  two  or  three  cupfuls  of  very  indifferent 
rice  with  helpings  of  maniok  root  and  occasional  rations  of  some  form  of 
evil-tasting  fish  sauce.  Snakes  were  a sought  after  delicacy  and  rats,  when 
available,  at  least  furnished  protein. 

After  more  than  three  years  of  frustration— a physician  surrounded  by  a 
world  of  medical  needs  but  without  means  to  remedy  them— he  was  trans- 
ferred from  Quang  Nam  Province  to  Hanoi.  This  meant  a 57  day  march 
up  the  Ho  Chi  Minh  trail.  Here  treatment  and  food  were  vastly  better 
and  the  derisive  title  “Hanoi  Hilton”  may  have  been  undeserved,  in  Dr. 
Kushner’s  case  at  least,  as  compared  with  his  former  prison  camp.  In  North 
Vietnam  he  actually  regained  40  pounds  of  his  lost  weight. 

So  now  he  is  back  in  Danville  with  his  family  and  friends.  His  wife  is 
the  former  Miss  Valerie  Moos  of  Ossning,  New  York.  They  have  two  chil- 
dren. He  is  planning  to  take  a refresher  course  at  Fort  Sam  Houston,  fol- 
lowing which  he  will  specialize  in  ophthalmology.  Just  now  he  is  trying 
to  bridge  a hiatus  of  five  and  a half  years  during  which  he  did  not  see 
another  physician  or  read  a single  medical  article. 

Dr.  Kushner  would  like  to  hear  from  other  physicians,  who  may  have 
been  divorced  from  medicine  for  long  periods,  who  might  be  able  to  give 
him  helpful  suggestions  as  to  how  he  can  best  return  to  the  main  stream 
of  present-day  medicine.  If  any  reader  of  the  journal  can  be  of  aid  to  the 
good  doctor  he  may  be  reached  at  241  Southland  Drive,  Danville. 

H.  J.  W. 
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Calendar  of  Events 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy  and  Surgery— 
Duke  University  Medical  Center— Durham,  North  Carolina— September  21- 
22,  1973. 

National  Conference  on  Physicians  and  Schools— Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel— Chicago— October  4-6,  1973. 

Annual  Cardiovascular  Symposium— Sponsored  by  Council  on  Clinical  Cardi- 
ology—American  Heart  Association— Colony  Inn— Williamsburg— October  11- 
13,  1973. 

The  Medical  Society  of  Virginia— Annual  xMeeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

Southern  Medical  Association— Annual  xMeeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

American  xMedical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

* * * * * 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  March: 

Hilton  Robinson  Almond,  M.D.,  Richmond 
Robert  Frank  Berish,  M.D.,  Reston 
Paul  Elwood  Bowles,  M.D.,  Roanoke 
Lawrence  James  Bruther,  xM.D.,  Springfield 


William  E.  Christian,  Jr.,  M.D.,  Radford 
I.  Kelman  Cohen,  M.D.,  Richmond 
Joseph  Leo  Crosier,  M.D.,  Petersburg 
Robert  R.  DeMeo,  M.D.,  Reston 
William  G.  Dunnington,  M.D., 
Charlottesville 

Gilbert  Nelson  Ferris,  M.D.,  Richmond 
Stephen  Joel  Goodman,  M.D., 

Tampa,  Florida 
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Stanley  Graber,  M.D.,  Virginia  Beach 
James  Francis  Griswold,  M.D., 

Virginia  Beach 

Gonzalo  F.  Guacena,  Jr.,  M.D., 
Fredericksburg 

James  Hillman  Holmes,  M.D.,  Portsmouth 
Stewart  Edwin  Kohler,  M.D., 
Fredericksburg 

Edward  R.  Kolvereid,  M.D.,  Falls  Church 
James  Sylvester  McGinn,  M.D.,  Quantico 
Yelameli  S.  Murthy,  M.D.,  Richlands 
James  Richard  Ramser,  M.D.,  Harrisonburg 
James  Banister  Stone,  III,  M.D.,  Norfolk 
Mazhar  Ali  Talibi,  M.D.,  Hampton 
Alex  Ang  Tan,  M.D.,  Blacksburg 
Leonardo  G.  Tan-Gatue,  M.D., 
Woodbridge 

Harold  Francis  Young,  M.D.,  Richmond 

Vascular  Forum — A New  Department. 

Beginning  with  the  July  issue  of  the 
Monthly,  we  will  have  a new  department  en- 
titled Vascular  Forum.  The  material  will  be 
edited  by  Drs.  L.  G.  Halloran  and  S.  A.  Levin- 
son and  will  be  selected  from  cases  presented 
at  the  Medical  College  of  Virginia’s  monthly 
Vascular  Surgery  Conference. 

These  Conferences  are  held  on  the  last  Sat- 
urday of  each  month  in  the  fourth  floor  con- 
ference room  in  MCV’s  Nelson  Clinical  Cen- 
ter. The  meeting  is  open  to  all  physicians  and 
their  participation  is  invited  and  encouraged. 
There  is  a reminder  mailing  list  of  this  meeting 
and  any  physician  interested  should  write  Dr. 
S.  A.  Levinson,  Box  231,  Medical  College  of 
Virginia,  Richmond,  Virginia  23298. 

Committee  on  Arrangements 

The  annual  meeting  of  The  Medical  Society 
of  Virginia  is  to  be  held  at  the  Holiday  Inn- 
Scope,  Norfolk,  October  18-21. 

The  following  have  been  appointed  as  the 
Committee  on  Arrangements  for  this  meeting: 

Chairman— James  S.  Kitterman,  M.D. 

Golf— John  Vann,  M.D. 

Tennis— George  A.  Harkins,  M.D. 

Scientific  Exhibit— Richard  E.  Easton,  M.D. 


Meeting  Halls  and  Hotels— Thomas  D.  El- 
der, M.D. 

Entertainment— Robert  B.  Gahagan,  M.D. 
Press  and  Publicity— Patrick  C.  Devine,  M.D. 
Auxiliary— Mrs.  Charles  Sale 

Stuart  Medical  Society. 

Officers  for  this  Society  for  1973  are:  presi- 
dent, Dr.  J.  A.  Kastretsios;  vice-president,  Dr. 
M.  E.  Tayko;  and  secretary-treasurer,  Dr.  E. 
E.  McNamee,  Jr. 

Alleghany-Bath  County  Medical  Soci- 
ety. 

Dr.  Charles  Ballou  is  president  of  this  So- 
ciety for  1973;  Dr.  Julia  Edmunds,  president- 
elect; and  Dr.  George  N.  Chucker,  secretary- 
treasurer.  All  officers  are  from  Clifton  Forge. 

Virginia  Society  of  Plastic  and  Recon- 
structive Surgery. 

The  annual  meeting  of  this  Society  was 
held  in  Richmond  on  April  21st.  Discussed 
were  problems  with  Blue  Cross-Blue  Shield  and 
obtaining  coverage  for  patients  who  have  had 
mastectomy  surgery  and  now  require  breast 
reconstruction;  the  interest  of  the  Society  to 
have  increased  participation  in  The  Medical 
Society  of  Virginia,  the  Virginia  Academy  of 
Family  Practice,  and  the  Virginia  Surgical  So- 
ciety; and  routine  insurance  forms. 

New  officers  elected  were:  Dr.  Richard  A. 
Mladick,  Norfolk,  president,  and  Dr.  Leon 
Block,  Alexandria,  secretary-treasurer. 

New  active  members  inducted  were:  Drs. 
James  Morris,  Roanoke;  Gaylord  Williams, 
Charlottesville;  Milton  Edgerton,  Charlottes- 
ville; I.  K.  Cohen,  Richmond;  Dawson  Theo- 
garaj,  Richmond;  Norman  Wall,  Portsmouth; 
Merrill  S.  Climo,  Falls  Church;  and  Warren 
Moorman,  Roanoke.  New  candidate  members 
were:  Drs.  Glenn  Shepard,  Newport  News; 
Richard  Edlich,  Charlottesville;  Jack  Fisher, 
Charlottesville;  James  Carraway,  Norfolk; 
Lawrence  O.  McKnelly,  Alexandria;  and 
Houchang  Sendi,  Alexandria.  Dr.  Norman 
Knorr,  Charlottesville,  was  named  a new  hon- 
orary member. 
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Tri-State  Medical  Association. 

Dr.  Louis  J.  Read,  Lynchburg,  was  elected 
president  of  the  Tri-State  Medical  Association 
at  its  74th  Annual  Meeting  in  Charleston, 
South  Carolina,  March  30- April  1.  Dr.  Rob- 
ert P.  Singer,  Richmond,  was  re-elected  secre- 
tary-treasurer. 

American  College  of  Radiology,  Virginia 

Chapter. 

At  the  annual  meeting  of  this  chapter,  held 
in  Williamsburg  in  March,  Dr.  George  Coo- 
per, Jr.,  was  presented  with  a plaque  in  recog- 
nition of  his  distinguished  service  to  State  and 
National  Radiology.  He  is  at  the  University 
of  Virginia  and  was  formerly  chairman  and 
professor  of  radiology  at  the  University  of 
Tennessee. 

Dr.  George  N.  Chucker,  Clifton  Forge, 
president  of  the  Virginia  Chapter,  presented 
gifts  to  the  scientific  chairmen:  Dr.  Theodore 
Keats,  University  of  Virginia,  and  Dr.  M. 
Pinson  Neal,  Medical  College  of  Virginia. 

The  American  Psychiatric  Association, 

Southeastern  Divisional  Meeting,  is  being 
sponsored  by  the  Neuropsychiatric  Society  of 
Virginia  in  honor  of  the  bicentennial  anniver- 
sary of  Eastern  State  Hospital.  The  meeting 
will  be  held  at  the  Conference  Center,  Wil- 
liamsburg, October  7-10.  The  format  of  the 
meeting,  which  is  to  begin  with  a reception 
on  Sunday  afternoon,  calls  for  one  morning 
of  historical  background  and  commemorative 
ceremonies  and  two  of  scientific  sessions,  with 
afternoons  and  evenings  free.  On  the  evening 
of  the  9th,  there  will  be  a banquet  featuring 
the  noted  columnist  and  raconteur,  Art  Buch- 
wald,  plus  a special  appearance  by  the  5000 
Year  Old  Woman. 

The  theme  of  the  meeting  is  “American 
Psychiatry:  Past,  Present  and  Future”.  Dr. 
Norman  Dain,  professor  of  history  at  Rutgers 
University,  will  speak  on  American  Psychiatry 
in  the  1700’s.  The  keynote  address  will  be  de- 
livered by  Dr.  John  Romano,  professor  of 


psychiatry  at  the  University  of  Rochester. 
There  will  be  two  panels— one  on  Mainstreams 
of  Therapeutic  Modalities  and  the  other  on 
The  Role  of  Psychiatry  in  Society. 

There  will  be  a historical  display  which  in- 
cludes an  assortment  of  medical  and  surgical 
instruments  of  the  era,  various  restraining  de- 
vices and  other  hospital  paraphernalia,  a col- 
lection of  authentic  apothecary  jars  and 
bottles,  and  the  usual  array  of  posters,  maps, 
photographs  and  papers.  Much  of  the  material 
comes  from  the  excavation  of  the  original 
hospitals  in  Williamsburg  which  was  destroyed 
by  fire  in  1885. 

Further  information  on  this  meeting  may  be 
obtained  from  Mrs.  Doty  Garland,  Executive 
Secretary,  Neuropsychiatric  Society  of  Vir- 
ginia, 1244  Jefferson  Park  Avenue,  Charlottes- 
ville, Virginia  22903. 

Hospital  Medical  Staffs  Merge. 

The  medical  staffs  of  Norfolk  General  Hos- 
pital and  Leigh  Memorial  Hospital  have  uni- 
fied, creating  a single  medical  staff  for  Medical 
Center  Hospitals.  New  officers  are:  Dr. 

Howard  Kruger,  president;  Dr.  H.  Desmond 
Hayes,  vice-president  and  president-elect;  Dr. 
Claude  Smith,  secretary;  and  Dr.  Donald 
Chambers,  treasurer. 

Medical  Director. 

Multi-plant  textile  corporation  seeks  an  in- 
dustrial physician  to  direct  its  progressive  cor- 
porate-wide medical  program  involving  12,000 
employees.  His  office  and  Central  Clinic  would 
be  located  in  the  Corporate  Offices  in  the 
fresh-air  environment  of  Eden,  North  Caro- 
lina. The  staff  includes  supervisors  and  person- 
nel in  Nursing  Services  and  Medical  Techni- 
cian Services,  all  carefully  selected  and  well 
trained.  Lakes,  mountains  and  metropolitan 
areas  near  by. 

Contact  Jack  T.  Carter,  Manager,  Manage- 
ment Employment  and  Development,  Field- 
crest  Mills,  Inc.,  Eden,  North  Carolina  27288. 
Phone  (919)  623-2123.  (Adv.) 
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Obituary 


• • • 


Dr.  Samuel  Enoch  Weymouth, 

Callao,  died  March  26.  He  was  ninety-six 
years  of  age  and  graduated  from  the  Univer- 
sity of  Medicine,  Richmond,  in  1901.  Dr. 
Weymouth  was  the  oldest  member  of  the 

J 

Henderson  United  Methodist  Church  and  the 
oldest  member  of  the  Heathsville  Lodge  No. 
109,  AF  & AM,  where  he  had  been  a member 
for  sixty-nine  years.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  since  1904. 

He  is  survived  by  a number  of  nieces  and 
nephews. 

Dr.  Algerd  Powell, 

Maspeth,  Long  Island,  New  York,  died 
April  10.  He  was  sixty  years  of  age  and  a 
graduate  of  the  New  York  Medical  College 
in  1939.  Dr.  Powell  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined  in 
1941  while  located  in  Roanoke. 

His  wife  survives  him. 

Dr.  Henry  Boone, 

Norfolk,  died  January  1,  having  waged  a 
battle  for  ten  years  with  Hodgkins  Disease. 
He  was  fifty-two  years  of  age  and  received 
his  medical  degree  from  the  University  of 
Virginia  in  1943.  During  World  War  II  he 
served  in  the  Pacific  Theatre,  attaining  the 
rank  of  Major  in  the  Medical  Corps  of  the 
Army.  Dr.  Boone  practiced  for  some  time  in 
the  coal  fields  of  West  Virginia  before  locat- 
ing in  Norfolk.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1950. 

His  wife,  two  sons  and  three  daughters  sur- 
vive him. 

Dr.  Hiram  Wilson  Davis, 

Former  Commissioner  of  Mental  Hygiene 
and  Hospitals  in  Virginia,  died  of  a heart  at- 
tack in  Merced,  California,  on  April  28.  He 
had  moved  to  California  in  1970  and  was  in 


private  practice.  Dr.  Davis  was  fifty-eight 
years  of  age  and  graduated  from  the  Medical 
College  of  Virginia  in  1941.  He  was  formerly 
an  active  member  of  The  Medical  Society  of 
Virginia. 

His  parents,  Dr.  and  Mrs.  Henry  E.  Davis, 
Williamsburg,  a son  and  three  daughters  sur- 
vive him. 

Dr.  Ware. 

Dr.  Harry  Hudnall  Ware,  Jr.,  died  at  his  home 
in  Richmond  on  February  6,  1973,  after  a long 
and  distinguished  career.  Dr.  Ware  was  born  on 
May  24,  1898,  in  Baltimore,  Maryland.  He  grad- 
uated from  the  College  of  William  and  Mary  in 
1920  where  he  was  a Phi  Beta  Kappa  and  received 
his  M.D.  degree  from  the  Medical  College  of 
Virginia  in  1924  where  he  was  elected  to  Alpha 
Omega  Alpha.  His  postgraduate  education  in 
obstetrics  and  gynecology  included  an  internship 
at  New  York  Nursery  and  Childs  Hospital  1925- 
26,  and  residency  training  at  New  York  Lying-In 
Hospital  and  the  Jersey  City  Hospital  from  1926 
to  1928. 

His  academic  career  began  in  1928  when  he 
was  appointed  as  Instructor  in  obstetrics  and 
gynecology  at  the  Medical  College  of  Virginia. 
He  was  appointed  as  Chairman  to  that  Depart- 
ment in  1942  and  remained  in  that  position  until 
his  formal  retirement  in  1967.  He  was  then 
awarded  the  distinguished  title  of  Professor 
Emeritus  in  obstetrics  and  gynecology. 

Dr.  Ware  served  his  institution,  his  community, 
and  his  State  with  untiring  efforts  to  improve  the 
health  care  of  women.  He  recognized  the  great 
need  for  family  planning  early  in  his  career  and 
established  a Family  Planning  Clinic  at  the  Med- 
ical College  of  Virginia  in  spite  of  great  opposi- 
tion at  that  time.  He  was  a founding  member  of 
the  Virginia  League  for  Planned  Parenthood  and 
served  as  its  president.  He  also  served  as  a mem- 
ber of  the  V.A.L.C.  Committees  on  Sexual  Ster- 
ilization and  Abortion. 

Dr.  Ware’s  wide  ranging  interests  were  indi- 
cated by  his  service  as  Vice  President  of  the 
American  Gynecological  Society  and  the  Amer- 
ican Association  of  Obstetricians  and  Gynecolo- 
gists, as  President  of  the  South  Atlantic  Associa- 
tion of  Obstetricians  and  Gynecologists,  the 
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American  Fertility  Society,  and  the  Richmond 
Academy  of  Medicine,  and  a member  of  the 
Board  of  Visitors  of  the  College  of  William  and 
Mary,  among  many  others. 

He  was  a warm  and  generous  person  who  was 
deyoted  to  his  family.  He  married  the  former 
Mary  Warren  Williams  in  February"  1929  and 
they  had  four  children.  Dr.  and  Mrs.  Ware  trav- 
eled extensively  together  to  his  many  medical 
meetings  and  community  activities. 

Dr.  Ware  graduated  almost  100  specialists  in 
obstetrics  and  gynecology  during  his  Chairman- 
ship at  the  Medical  College  of  Virginia.  Their 
admiration  and  affection  for  him  was  demon- 
strated on  several  occasions  when  they  established 
the  H.  Hudnall  Ware.  Jr.,  Society  in  1950,  and 
the  H.  Hudnall  Ware,  Jr.,  Scholarship  Fund  in 
1955,  the  H.  Hudnall  Ware,  Jr.,  Visiting  Profes- 
sorship in  1972,  and  commissioned  a portrait  of 
Dr.  Ware  by  the  artist,  Winslow  Williams,  in 
1962. 

Hs  was  a man  of  inexhaustible  energy  who 
gave  himself  unselfishly  to  his  family,  his  friends, 
his  associates,  and  his  profession.  To  paraphrase 
a Roman  expression:  “Today  we  see  further,  be- 
cause we  stand  on  the  shoulders  of  a giant.” 

Leo  J.  Dunn,  M.D. 

Eric  C.  Shelin,  M.D. 

Warren  H.  Pearse,  M.D. 

Dr.  Boone. 

Henry  Boone  entered  the  practice  of  general 
medicine  in  Norfolk  in  1950.  He  died  in  DePaul 
Hospital  on  January  1,  1973,  after  having  waged 
for  ten  years  an  incredibly  courageous  battle 
against  the  ravages  of  Hodgkins  Disease.  This 
dedicated  physician,  despite  this,  continued  to 
look  after  a mammoth  practice  of  devoted  pa- 
tients until  shortly  before  his  final  period  of 
hospitalization. 

Born  in  North  Carolina,  the  son  of  a Family 
Physician,  his  undergraduate  education  was  re- 
ceived at  the  University  of  North  Carolina,  an 
institution  which  he  dearly  loved.  Indeed,  liter- 
ally right  up  until  his  demise  he  followed  and 
glorified  in  the  continued  athletic  successes  of  his 
Alma  Mater.  His  M.D.  Degree  was  received  from 
the  University  of  Virginia,  wdiere  he  subse- 
quently completed  his  internship  and  received 
further  training. 

During  World  War  II  he  served  in  the  Pacific 
Theatre  attaining  the  rank  of  Major  in  the 
Medical  Corps  of  the  United  States  Army.  A sub- 
sequent tenure  as  company  physician  in  the  coal 
fields  of  West  Virginia  was  followed  by  per- 
manent localization  in  Norfolk. 


His  greatest  enjoyment  was  quail  hunting  on 
his  ancestral  farm  near  Jackson,  North  Carolina. 
A superlative  handler  and  trainer  of  shooting 
dogs,  he  was  never  without  at  least  a brace  of  the 
finest  animals  in  Tidewater.  Less  well  known  was 
his  success  as  a rose  culturist  to  which  endeavor 
he  brought  his  usual  enthusiastic  thoroughness. 

A proud  and  generous  father  and  husband,  he 
is  survived  by  his  wife,  Mrs.  Martha  Boone,  two 
sons,  and  three  daughters.  Knowing  full  well  his 
dire  prognosis  he  repeatedly  stated  to  friends  his 
regrets  that  his  family  would  be  left  without  a 
father  and  counselor. 

In  spite  of  his  wonderful  personal  attributes,  it 
was  as  a physician  that  Henry  Boone  reached 
his  apogee.  His  profound  professional  ability, 
energy,  and  dedication  were  legendary.  His  hon- 
est, frank,  courageous,  and  firm  professional  ap- 
proach was  greatly  appreciated  by  his  numerous 
patients  and  by  his  colleagues. 

Henry  Boone  was  an  uncomplicated  man.  Pre- 
tense, rancor,  and  subterfuge  were  unknown  to 
him.  His  personal  wants  were  few  and  his  pleas- 
ures simple  and  fundamental.  He  possessed  pride 
without  arrogance. 

Whereas,  in  his  death  this  Society  has  lost  a 
valuable  member  and  friend,  and 

Whereas,  this  community  has  suffered  the  loss 
of  a superb  physician, 

Be  it  resolved  therefore,  that  these  Resolutions 
be  spread  upon  the  permanent  records  of  this 
Society, 

And  be  it  further  resolved  that  a copy  of 
these  Resolutions  be  sent  to  Mrs.  Martha  Boone 
and  her  children, 

And  be  it  further  resolved  that  these  Resolu- 
tions be  sent  to  The  Medical  Society  of  Virginia 
for  publication  in  the  Virginia  Medical  Monthly. 

William  Taliaferro,  M.D. 

Richard  C.  Reed,  M.D. 

Charles  E.  Davis,  Jr.,  M.D. 

Dr.  Smith. 

Dr.  Charles  Carroll  Smith,  Jr.  died  January  27, 
1973,  in  Oklahoma. 

Dr.  Smith  was  a lifelong  resident  of  the  Tide- 
water area  having  been  born  in  Newport  News 
and  spent  his  active  professional  life  in  Norfolk 
until  his  retirement  when  he  moved  to  Oklahoma. 

Dr.  Smith  received  his  medical  degree  from  the 
Medical  College  of  Virginia  in  1912  after  which 
he  interned  at  St.  Vincent  DePaul  Hospital.  After 
World  War  I he  returned  to  Norfolk  to  resume 
practice.  Dr.  Smith  was  an  interested  and  pro- 
gessive  physician  wTich  led  him  to  pioneer  chest 
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surgery  in  Norfolk.  Acknowledging  technology 
and  surgical  advances  Dr.  Smith  graciously  sur- 
rendered chest  surgery  and  concentrated  on  gen- 
eral surgery  as  more  trained  specialists  came  to 
Norfolk. 

During  his  career  he  served  as  Chief  of  the 
Surgical  Service  at  DePaul  Hospital  and  President 
of  the  Medical  Staff  of  that  Hospital.  He  is  a Past 
President  of  the  Norfolk  County  Medical  So- 
ciety. Norfolk  Chapter  of  Infantile  Paralysis,  and 
Norfolk  Hospital  Association. 

Dr.  Smith  was  a member  of  the  American 
Medical  Association,  The  Medical  Society  of 
Virginia,  Southern  Medical  Association,  Seaboard 
Medical  Society,  and  American  College  of  Sur- 
geons. He  was  an  active  churchman  as  a mem- 
ber of  the  First  Lutheran  Church. 

Dr.  Smith  was  a devoted  and  loving  husband 
and  father,  a compassionate  and  dedicated  phy- 
sician, a sincere  and  loyal  friend.  Everyone  whose 
life  he  touched  benefited  from  the  experience. 

Younger  physicians  especially  felt  a gentle 
presence  and  appreciated  his  kindly  understand- 
ing. He  will  be  missed  by  all. 

Dr.  Smith  was  the  husband  of  the  late  Mrs. 
Lila  Ide  Smith  and  is  survived  by  a son,  Dr.  Ed- 
win Ide  Smith,  two  daughters,  a brother,  and 
eight  grandchildren. 

The  Norfolk  County  Medical  Society  wishes 
to  express  its  deepest  sympathy  to  the  family  with 
the  full  knowledge  that  Dr.  Smith  lived  a full  and 
gratifying  professional  and  personal  life. 

George  H.  M.  Rector,  M.D.,  Chairman 

Charles  E.  Horton,  M.D. 

Charles  J.  Devine,  Jr.,  M.D. 

Dr.  Turner. 

Dr.  Harold  T.  Turner  died  on  January  20, 
1973,  in  the  55th  year  of  his  life.  Dr.  Turner 
was  born  in  Norfolk,  Virginia,  on  March  7,  1917. 
He  graduated  from  Maury  High  School  in  1934, 


and  from  the  College  of  William  and  Mary  with 
a B.S.  Degree  in  1938. 

He  was  accepted  at  the  Medical  College  of 
Virginia  in  1938,  but  due  to  financial  burdens 
took  a position  as  salesman  for  a medical  text- 
books company.  His  education  again  was  inter- 
rupted, this  time  by  the  draft,  and  he  entered  the 
army  as  a Private  in  1940.  In  1943  he  was  com- 
missioned a Lieutenant,  serving  in  the  European 
Theatre  of  Operation  with  General  George  Pat- 
ton. 

Upon  separation  from  the  army  he  entered  the 
Medical  College  of  Virginia  and  was  graduated 
in  1951.  Following  an  internship  at  Brooke  Army 
Hospital  and  a year  at  Fort  Lee  Army  Hospital, 
he  established  practice  in  Giles  County,  Virginia. 
In  1962  he  moved  to  Chesapeake,  Virginia,  where 
he  practiced  until  his  death. 

Dr.  Turner  was  a member  of  the  Norfolk 
County  Medical  Society,  The  Medical  Society  of 
Virginia,  the  American  Medical  Association,  the 
Seaboard  Medical  Society,  the  American  Acad- 
emy of  Family  Physicians,  and  at  the  time  of  his 
death,  was  President-Elect  of  the  Tidewater 
Academy  of  Family  Physicians.  He  was  a charter 
Diplomate  of  the  American  Board  of  Family 
Practice,  and  was  an  active  member  of  the  South- 
side  Lions  Club. 

Dr.  Turner  is  survived  by  his  wife,  his  mother, 
a brother,  two  daughters  and  a son. 

Whereas,  the  Norfolk  County  Medical  So- 
ciety has  lost  one  of  its  esteemed  members,  and 

Whereas,  his  untimely  death  was  a grievous 
loss  to  his  family,  patients,  community  and  col- 
leagues, 

Be  it  resolved,  that  this  Society  express  to  the 
family  of  Dr.  Harold  Turner  its  deepest  sympa- 
thy in  this  great  loss,  and 

Be  it  further  resolved,  that  a copy  of  these 
resolutions  be  attached  to  the  minutes  of  this  So- 
ciety, and  be  forwarded  to  The  Medical  Society 
of  Virginia  for  publication. 
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Guest  Editorial 


The  Doctor  as  Teacher 


THE  WORD  DOCTOR  comes  from  the  Latin,  and  originally  meant  teach- 
er. It  should  still  mean  that.  The  M.D.  degree,  Doctor  of  Medicine, 
refers  to  the  teacher  of  medicine.  There  has  been  a terrific  failure  of  the 
medical  profession,  perhaps  the  most  grievous  failure  among  many,  when  the 
function  of  teaching  became  so  generally  neglected. 

Absorption  with  diagnosing,  curing,  or  ameliorating  disease  states  has  be- 
come the  medical  profession’s  preoccupation.  The  function  of  teaching  is 
seemingly  neglected.  Great  progress  has  resulted,  but  only  a few  disease  states 
are  subject  to  prescribed  curative  efforts.  Many  diseases  can  be  prevented, 
and  the  body’s  natural  defenses  will  frequently  provide  the  most  effective 
curative  function.  But  the  teaching  of  disease  prevention  has  been  seriously 
neglected. 

Of  course,  and  probably  as  result  of  the  doctor’s  attitudes,  the  public  ex- 
pects and  even  demands  the  use  of  so-called  curative  efforts.  Drug  emphasis 
is  the  driving  concern  of  both  the  doctor  and  his  patient.  As  result  most 
disease  states  are  overtreated,  uselessly,  or  unwisely  treated. 

Seldom  does  the  doctor  evaluate  the  patient  as  to  habits,  diet,  nutrition, 
posture,  gait,  or  other  deficiencies  or  habits,  which  may  be  present  and  can 
be  corrected.  These  conditions  can  and  do  cause  disease  and  are  generally 
preventable  or  correctable.  The  patient  is  unaware  of  them  and  expects  the 
advice  of  the  doctor  and  his  guidance.  But  he  does  not  get  it  and  instead  is 
given  a prescription  for  correction  of  the  immediate  complaint.  Symptomatic 
care  is  the  result,  and  the  patient  leaves  the  doctor’s  office  and  care  with  no 
more  knowledge  of  the  prevention  of  disease  or  disability  than  formerly. 

The  doctor  of  medicine  gives  freely  of  his  time  to  the  instruction  of  med- 
ical students,  the  resident  staff,  nurses,  and  practitioners  of  other  ancillary 
medical  professions.  He  does  not  take  the  time  or  give  the  effort  to  the 
instruction  of  his  patients  in  health  care.  That  is  by  far  his  most  important 
function  and  is  extensively  neglected. 


Disease  may  be  due  to  failures  in  health  care,  or  to  emergency  situations. 
I believe  that  the  failures  in  health  care  are  the  most  frequent,  and  the  most 
neglected. 

Instruction  of  this  kind  is  not  dramatic  like  the  transplantation  of  defective 
organs.  No  wide  publicity  will  result,  and  great  reputations  are  unlikely, 
but  the  practice  of  medicine  is  by  definition  a service  profession,  and  unless 
services  to  patients  in  need,  including  education  in  proper  health  practices, 
are  given,  the  doctor  is  neglecting  his  major  function,  and  that  is  all  too 
frequently  true. 

As  doctors  of  medicine  we  should  treat  and  instruct  our  patients.  Too 
often  we  are  only  concerned  with  the  rare,  the  unusual,  the  bizarre,  and  spend 
little  or  no  time  with  the  common  and  frequently  encountered  condition. 
Consequently  our  time  and  effort  is  devoted  to  a very  small  percentage  of 
our  patients,  while  the  great  majority  are  neglected.  Most  patients  are  given 
placebos  and  no  health  advice. 

Our  traditional  function,  as  teachers  of  medicine,  is  neglected. 

John  T.  T.  Hundley,  M.D. 

4412  Gladwood  Place 
Lynchburg , Virginia  24103 
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The  Other  Facet  of  Patient  Care 


Am  I too  altruistic?  asks  this 
physician  who  sees  the  need  to 
restore  the  physician-patient  re- 
lationship to  a meaningful  real- 
ity. He  bases  his  plea  upon  the 
premise  that  deep  concern  for  the 
patient  as  a person  is  an  impor- 
tant ingredient  of  patient  care. 

SPATE  OF  ARTICLES  in  the  medical 
journals  in  the  past  few  years  has  served 
to  focus  the  physician’s  attention  upon  patient 
care  with  a clear  and  sharply  defined  emphasis. 
Medical  Records  Evaluation  Committees,  has- 
tily organized  in  many  of  our  hospitals,  have 
enshrined  patient  care  at  the  center  of  their 
activities.  Medical  schools,  the  university  hos- 
pitals and  higher  institutes  of  learning  are 
vying  with  each  other  to  formulate  a com- 
prehensive and  acceptable  definition  of  the 
term  patient  care. 

On  a more  practical  level,  and  having 
adopted  for  the  moment  a working  definition 
which  envisions  patient  care  as  a tangible  com- 
modity which  can  be  evaluated  and  assessed, 
the  Records  Evaluation  Committees  are  be- 
ginning to  exercise  a beneficial  influence 
throughout  our  hospitals.  Medical  audits, 
utilization  reviews  and  tissue  sub-committees, 
as  the  working  arms  of  the  Records  Evalua- 
tion Committee,  are  organized  and  function- 
ing with  a view  to  improving  and  upgrading 
the  standards  of  patient  care.  Serious  members 
of  these  committees,  who  understand  the  ob- 
jectives to  which  they  are  committed,  have 
vowed  not  to  relinquish  their  efforts  until  an 
acceptable  level  of  excellence  has  been 
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achieved.  This,  of  course,  is  all  in  the  best 
interests  of  the  patient. 

Others,  too,  whether  from  political,  human- 
istic, social  or  other  motives  feel  constrained 
to  inject  themselves  into  the  act.  After  all, 
patient  care  is  their  business.  Medicare,  Medi- 
caid, welfare  agencies,  third  party  payers, 
labor  organizations,  unions  and  others  are  re- 
lentlessly insinuating  their  tentacles  into  the 
medical  arena  with  their  insistence  that  health 
professionals  deliver  only  the  very  best  in 
patient  care. 

In  all  this,  the  practicing  physician  is  emerg- 
ing as  part  of  the  process.  We  are  caught  up 
in  the  mechanics  of  elaborating  and  deliver- 
ing an  ideal  product,  designed  and  tailored  to 
cure  an  illness  by  the  best  possible  methods 
in  the  shortest  time.  Our  thinking  is  geared 
to  travel  on  set  scientific  lines  from  which  we 
cannot,  or  dare  not,  deviate.  The  protocol 
sets  the  parameters;  we  work  within  them. 
Our  sole  aim,  in  our  relationship  with  our  pa- 
tient, is  to  present  him  with  an  all-purpose, 
sure-fire  costly  bundle  labelled  perfect  patient 
care. 

As  a result  of  our  commitment  to  the  proc- 
ess, we  are  becoming  more  and  more  detached 
from  our  patient.  We  are  in  danger  of  regard- 
ing him  in  a cold  and  dispassionate  manner  as 
a curious  deformed  object,  rather  than  as  a 
person  needing  our  help.  As  we  put  increas- 
ing emphasis  on  the  method  we  are  losing  sight 
of  the  man. 

Our  aim  has  now  become  (and  we  were 
warned  about  this  in  medical  school)  to  eradi- 
cate disease  from  a sick  body.  Our  patient, 
because  of  our  mental  myopia,  has  become  a 
piece  of  broken  down  machinery  while  we 
are  reduced  to  the  level  of  super  technicians. 
It  is  true  we  use  only  the  finest  equipment  and 
our  tools  are  the  very  best  that  modern  science 
can  produce. 
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Before  the  divorce  between  patient  and 
physician  becomes  final,  it  would  be  well  for 
us  to  take  another  look  at  a forgotten  facet 
of  patient  care.  So  far,  our  third  party  men- 
tors have  neglected  to  bring  this  facet  to  our 
attention.  Their  clamor  for  perfect  patient 
care  has  obscured  their  vision  too.  Receding 
rapidly  into  the  mists  of  the  not-too-distant 
past,  this  other  facet  demands  our  immediate 
attention. 

Patient  care!  Who  cares?  Let  us  consider 
care  from  the  patient’s  point  of  view.  Does  the 
patient  still  feel  that  his  physician  is  caring 
for  him?  When  he  chose  us  as  his  physician 
he  placed  himself  under  our  care.  To  care 
for  someone,  if  it  means  anything,  means  we 
are  concerned  about  him.  It  means  we  are 
vitally  interested  in  his  total  welfare  as  a per- 
son. To  have  a scientific  interest  in  a patho- 
logical process,  be  it  subsiding  or  advancing, 
is  neither  being  interested  in  a person  nor  car- 
ing for  a patient.  The  person  is  all  important 
in  patient  care;  the  disease  is  incidental.  We 
care  about  the  patient  because  of  his  intrinsic 
worth  as  a human  being.  Deep  concern  for 
the  person,  who  has  chosen  to  put  his  trust  in 
us,  and  whom  we  can  help  by  the  diligent  ap- 
plication of  our  knowledge,  is  an  important 
ingredient  of  patient  care. 

We  are  constantly  reminded,  in  this  mod- 
ern age,  that  the  busy  physician  has  less  and 
less  time  to  spend  with  his  patients.  The  em- 
phasis today  is  on  calculating,  streamlined  ef- 
ficiency. The  starched  white  coat  has  become 
the  symbol  of  a steel-hearted  robot. 

The  liberated  patient,  in  our  culture,  is 
becoming  more  and  more  conscious  of  his 
rights.  He  expects  hospitals  and  health  pro- 
fessionals to  give  him  only  the  very  best  of 
care.  As  a consequence,  he  is  becoming  more 
demanding  of  his  physician.  We  need  to  keep 
in  mind  that  he  is  a sick  person,  a human 
being  with  exaggerated  emotional  needs  and 
fears,  uncertainties,  phobias  and  fantasies.  For 
this  patient  to  know  that  his  physician  is  per- 
sonally concerned  about  him  and  his  problems, 
his  family  and  his  future,  can  go  a long  way  to 
alleviate  the  anxieties  which  his  illness  has 


thrust  upon  him.  The  highlight  of  his  day 
may  be  the  few  minutes  when  his  physician 
visits  and  shows  a concerned  personal  interest 
in  his  bodily  functions  and  his  “feelings”. 

While  we  know  this  visit  is  actually  accom- 
plishing less  to  cure  the  patient’s  disease  than 
the  application  of  the  big  care  package  work- 
ing in  the  background,  we  should  not  under- 
estimate the  value  of  our  visit  to  the  patient. 
Our  patient  sees  the  bedside  visit  as  evidence 
of  our  personal  concern  for  him.  This,  in  turn, 
serves  to  inspire  his  confidence  in  us.  Many 
a patient,  especially  when  seriously  ill,  could 
care  less  about  the  punched  cards  and  the 
program,  the  whining  wheels  and  the  numbers 
ejected  from  the  computers  on  his  behalf.  The 
numbers  mean  as  much  to  him  as  does  the 
Apgar  rating  to  a new  born  baby. 

Patient  care  includes  personal  concern.  The 
concerned  physician  needs  to  evaluate  his  pa- 
tient’s reactions  to  his  illness,  his  apprehension, 
his  hostilities,  his  apathy,  his  frustrations  and 
his  deep  worries  about  his  family.  We  can 
only  glean  this  information  by  communicating 
with  him  on  a personal  level  at  his  bedside. 

There  is  a real  need  for  us  to  recapture  the 
close  physician-patient  relationship  in  which 
we  approach  and  accept  our  patient  as  another 
of  our  kind,  a person  and  an  equal.  A sincere 
and  genuine  relationship  of  this  kind  will  en- 
gender in  our  patient  a confidence  that  we 
really  care.  We  are  handing  him,  not  only  a 
parcel  of  care,  but  a part  of  ourselves.  The 
knowledge,  that  we  are  vitally  interested  in 
restoring  him  to  full  health  and  strength  be- 
cause we  respect  him  and  care  about  him,  will 
do  much  to  dispel  his  anxieties  and  increase  his 
faith  in  us. 

This  is  no  brief  for  the  pseudo  virtues  of 
the  affable  guy  who  breezes  into  the  patient’s 
room,  and  for  the  next  twenty  minutes  occu- 
pies the  center  of  the  stage  as  he  shoots  the 
bull  over  unimportant  trivialities.  With  no 
real  attempt  to  communicate  with  his  patient 
or  listen  to  anxious  questions  or  allay  his  fears 
or  even  to  lay  a finger  on  the  pulse  he  recedes 
from  the  room  leaving  the  patient  possibly 
more  frustrated,  apprehensive  or  desperate 
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than  he  was  before  the  visit.  Furthermore, 
third  party  payers  and  interested  government 
agencies  have  a right  to  question  the  value  of 
this  kind  of  patient  care. 

Again,  no  physician  should  allow  himself 
to  become  so  emotionally  involved  with  a 
patient  that  it  interferes  with  his  judgment,  or 
takes  an  unnecessary  amount  of  his  time.  Phy- 
sicians have  been  known  to  identify  so  closely 
with  patients  that  they  have  developed  ulcera- 
tive colitis  or  anginal  pains.  An  excessively 
close  or  intimate  relationship  with  a patient 
may  lay  the  physician  open  to  unjust  accusa- 
tions or  set  the  stage  for  a law  suit.  The  wise 
and  wary  physician  will  guard  against  these 
eventualities. 

Our  work,  as  physicians,  is  more  than  to 
hurry  into  a hospital,  scan  a few  figures  re- 
ferring to  blood  counts  and  chemistries,  gases 
and  fluids,  stool  and  urine  analysis,  and  from 
these  alone  assess  the  progress  our  patient  is 
making  or  how  he  is  feeling.  These  data,  may 
indeed,  indicate  that  a pathological  process  is 
subsiding  in  a human  body.  They  may  inform 
us  that  a certain  patient,  identified  by  a num- 
ber on  a chart,  is  returning  to  a normal  state 
of  health.  But  they  have  no  way  of  telling 
us  how  Mrs.  Susie  Brown,  already  thrown  off 
balance  by  a recent  mastectomy  and  now  fur- 
ther insulted  by  a bilateral  oophorectomy,  is 
really  feeling.  They  cannot  tell  us  the  reac- 
tions of  George  Blue  to  the  complaining  and 
cantankerous  patient  in  the  adjoining  bed,  in 
whose  company  he  is  forced  to  spend  twenty- 
four  miserable  hours  a day.  Or  are  the  emo- 
tions of  our  p xtients  not  important  so  long 
as  the  Care  Package  is  reacting  favorably  on 
their  physical  body? 

There  is  no  substitute  for  time  spent  with 
our  patient.  The  bedside  visit,  with  its  golden 
opportunity  for  intimate  communication  with 
the  patient,  is  still  important.  There  is  still 
much  to  be  said  for  the  old  physician-patient 
relationship,  in  which  the  patient  recognizes 
in  the  physician  a concerned  all-round  healer 
who  has  the  time,  or  will  make  the  time,  to 
listen  to  his  problems  and  show  an  interest 
in  his  fears,  his  hopes  and  his  aspirations. 


The  high  esteem  in  which  physicians  were 
held  in  the  past  is  rapidly  dwindling  as  the 
monolithic  structure,  of  which  we  have  be- 
come a part,  has  destroyed  the  image  of  the 
physician  as  an  understanding  compassionate 
friend.  The  patient,  although  still  respecting 
us  for  our  knowledge  and  skill,  is  coming  to 
regard  us  as  heartless  or  indifferent  purveyors 
of  a commodity  of  which  he  stands  in  desper- 
rate  need.  Some  may  despise  or  hate  us,  as  we 
appear  to  stand  in  a good  bargaining  position 
setting  our  price  before  we  will  deliver  the 
package.  Others  will  accuse  us  of  profiteering 
by  their  misfortune. 

This  concept  of  the  physician,  and  we  must 
examine  ourselves  to  see  if  we  have  contributed 
to  this  image,  has  served  only  to  widen  the 
gulf  between  us  and  our  patients.  The  gulf 
can  only  be  bridged  and  physician  and  pa- 
tient brought  closer  together  in  mutual  un- 
derstanding when  the  patient  detects  that  his 
physician  really  cares  about  him  as  a person. 
The  public  image  of  the  physician  is  forged 
to  a great  extent  by  the  attitude  we  take  to- 
wards this  other  facet  of  patient  care.  If  we 
really  care,  we  give  the  very  best  of  our  skill 
and  of  ourselves. 

This  is  the  intangible  part  of  patient  care. 
It  is  the  part  which  cannot  be  measured  or 
assessed  by  a Medical  Records  Evaluation 
Committee.  It  will  not  be  inscribed  in  our 
progress  notes  or  recorded  in  our  discharge 
summary.  It  may  never  be  exposed  to  public 
gaze.  It  is  an  invisible  bond  which  links  us 
to  our  patient.  It  is  an  essential  component 
of  complete  patient  care.  As  men  of  integrity 
we  owe  this  to  our  patient  and  he  has  the  right 
to  expect  it. 

A blend  of  the  true  scientific  approach,  in 
which  we  use  all  that  modern  technology  can 
give  us,  together  with  the  personal  touch  of 
the  sympathetic  and  understanding  physician, 
is  the  ideal  to  which  we  should  aspire.  Only 
this  can  cement  the  physician-patient  relation- 
ship into  a meaningful  reality. 

It  may  be  well  worth  our  while  to  take  a 
prolonged  look  at  this  other  facet  of  patient 
care.  No  outside  agency,  pressure  or  legisla- 
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tion  can  impose  it  upon  us.  It  must  arise  spon- 
taneously from  within  our  ranks.  For  our 
part,  we  may  even  derive  some  unexpected 
benefit  from  it.  It  may  do  something  for  us. 
It  can  give  us  a new  impetus  and  engender 
within  us  a profound  sense  of  satisfaction  and 


fulfillment  in  our  work  as  we  realize  that  we 
have  expended  ourselves  in  a sincere  effort  to 
help  our  fellow  man. 


6345  South  Kings  Highway 
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Society  Demands  More  from  Men 


Women  have  a definite  advantage  over  men 
in  re-entering  society  while  coping  with  men- 
tal illness,  says  a report  in  the  May  issue  of 
Archives  of  General  Psychiatry , a publication 
of  the  American  Medical  Association. 

Society  expects  men  to  work  at  a job  out- 
side the  home  and  earn  a living,  while  it  de- 
mands of  women  only  that  they  maintain  a 
reasonably  good  personal  appearance  and  some 
social  contacts,  along  with  doing  an  acceptable 
job  as  housekeeper  within  the  home,  the  study 
reports. 

The  report  by  a St.  Louis  team  from  the 
University  of  Missouri  School  of  Medicine 
and  St.  Louis  State  Hospital  analyzes  the  rec- 
ords of  137  patients  referred  to  a psychiatric 
rehabilitation  program  conducted  in  coopera- 
tion with  rural  Missouri  towns. 

The  Missouri  program,  known  as  the  Fos- 
ter Community  Project,  was  developed  to 
serve  chronic  psychiatric  patients  who  do  not 
have  the  social  and  vocational  skills  for  sup- 
porting themselves  in  the  community  and  for 
whom  nursing  home  placement  or  returning 
to  their  own  families  is  inappropriate.  The 


citizens  of  two  small  rural  Missouri  towns, 
New  Haven  and  Troy,  have  been  engaged  in 
rehabilitating  and  placing  patients  with  fam- 
ilies or  in  apartments  in  their  towns. 

“Female  patients  seem  to  have  an  advantage 
in  this  program.  More  women  than  men  have 
been  referred,  accepted  and  placed  in  the  com- 
munities.” Of  the  patients  in  the  study  53 
were  men  and  84  were  women. 

Only  two  female  patients  placed  in  the 
foster  communities  held  regular  jobs;  the  oth- 
ers have  either  not  worked  or  have  done  odd 
jobs  such  as  housecleaning  or  babysitting.  In 
contrast,  only  those  male  patients  who  could 
be  employed  were  accepted  into  the  foster 
communities.  If  they  could  not  find  or  hold 
a job,  they  weren’t  wanted. 

“Rather  than  contradicting  the  arguments 
presented  by  the  advocates  of  the  women’s  lib- 
eration movement,  this  evidence  supports  the 
need  for  basing  role  expectations  on  individual 
preferences  and  abilities  rather  than  sex.” 

The  report  is  by  Ali  Keskiner,  M.D.,  Mari- 
lyn J.  Zalcman,  MSW,  and  Emily  H.  Ruppert, 
MSW,  all  of  St.  Louis. 
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Subdinical  Lead  Poisoning  in  a Group  of  Children 


The  history  of  pica  (paint  and 
plaster)  and  the  urinary  copro- 
porphyrin test  were  used  to  screen 
for  lead  exposure  in  a group  of 
"healthy"  children  from  Rich- 
mond, Virginia.  Pica  was  reported 
in  8.8%.  Comparison  of  207 
pica  children  with  132  children 
without  pica  history  showed  that 
in  pica  children  the  percentage 
of  coproporphyrin  positive  urines 
and  elevated  blood  lead  levels  was 
relatable  to  the  reported  pica 
habits.  In  children  without  pica 
history,  lead  exposure  was  unex- 
pectedly frequent.  Symptoms 
suggesting  lead  poisoning  were 
reported  ten  times  more  often  in 
children  with  coproporphyrin 
positive  urine. 

MANY  INVESTIGATORS  have  called 
attention  to  the  association  between  the 
ingestion  of  lead-containing  paint  flakes  and 
lead  poisoning.  The  highest  incidence  of  pica 
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is  found  in  economically  and  emotionally  de- 
prived young  children  who  reside  in  old  and 
deteriorating  homes  where  crumbling  plaster 
and  flaking  paint  are  readily  available  for  in- 
gestion. Even  though  the  number  of  patients 
with  severe  lead  encephalopathy  has  decreased 
during  recent  years  urban  hospitals  continue  to 
admit  youngsters  with  varying  symptoms  and 
signs  of  lead  intoxication.1,2,3 

The  majority  of  children  exposed  to  exces- 
sive amounts  of  lead  appear  clinically  well  or 
show  only  vague  and  non-specific  symptoms; 
these  children  are  potentially  in  danger  of 
developing  lead  encephalopathy  and/or  latent 
brain  damage  through  continued  exposure  to 
lead-containing  environmental  hazards.  There- 
fore, early  recognition  and  therapy  of  children 
with  increased  lead  burden  is  essential  if  cen- 
tral nervous  system  damage  is  to  be  pre- 
vented.1,2,3’4’5’6 

This  study  was  undertaken  to  establish  the 
status  of  lead  exposure  in  a group  of  lower 
class  children  in  Richmond,  a middle-sized 
urban  community,  utilizing  the  history  of  pica 
and  the  qualitative  coproporphyrin  urine  test 
as  screening  methods  for  the  population  at  risk. 

Materials  and  Methods 

The  research  was  conducted  at  the  Medical 
College  of  Virginia  Child  Development  Study 
(CDS),  a participant  in  the  Collaborative 
Study  on  Cerebral  Palsy,  Mental  Retardation, 
and  Other  Neurological  and  Sensory  Disor- 
ders of  Infancy  and  Childhood,  directed  by 
the  National  Institute  of  Neurological  Diseases 
and  Stroke.  The  local  CDS  population  con- 
sists of  72%  non- white  and  28%  white  chil- 
dren. Most  reside  in  the  Richmond  metropol- 
itan area  and  were  classified  in  the  low  socio- 
economic group.  Mothers  were  selected  at 
random  from  the  Obstetrical  Outpatient  Clinic 
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and  their  offspring  were  followed  with  regular 
examinations  and  health  histories  from  birth  to 
seven  years  of  age.  All  findings  were  recorded 
on  standardized  forms. 

This  study  on  pica  and  lead  exposure  was 
conducted  within  the  framework  of  the  CDS. 
From  January,  1964,  through  December,  1967, 
trained  interviewers  carefully  questioned 
mothers  of  2,745  children  regarding  pica, 
specifying  the  substance  ingested  and  the  fre- 
quency and  duration  of  the  habit. 

All  children  with  a history  of  plaster  or 
paint  ingestion  (children  with  pica)  were 
singled  out  for  further  intensive  study.  A ran- 
dom sample  of  132  two-year-old  project  pa- 
tients without  history  of  paint  or  plaster  inges- 
tion was  chosen  as  controls. 

Fresh  urine  specimens  from  207  children 
with  pica  and  132  controls  were  analyzed  for 
coproporphyrins.  The  method  described  by 
Benson  and  Chisolm7  was  used.  The  samples 
were  examined  for  the  presence  or  absence  of 
coproporphyrins  and  the  results  reported  as 
positive  or  negative. 

All  patients  with  coproporphyrin-positive 
(C-positive)  urine  tests  received  a hemoglobin 
determination,  blood  smear,  sickle  cell  prep- 
aration, x-rays  of  the  abdomen  and  long  bones, 
and  a blood  lead  level  (BLL)  done  by  the 
USPHS  Dithizone  procedure.  The  BLL  anal- 
yses were  performed  in  the  Toxicology  Lab- 
oratory of  the  Commonwealth  of  Virginia’s 
Medical  Examiner.  Similar  studies  were  per- 
formed on  ten  children  with  pica  but  copro- 
porphyrin-negative (C-negative)  urine  tests. 
Regular  physical  examinations  were  done  on 
all  children  to  identify  clinical  findings  indica- 
tive of  lead  intoxication  and  to  rule  out  other 
disorders  known  to  cause  increased  copropor- 
phyrin excretion  in  the  urine  such  as  rheuma- 
tic fever,  liver  damage,  inborn  errors  of  por- 
phyrin metabolism  and  acute  infection.7,8 

Results 

Without  specific  questioning  for  pica  dur- 
ing the  four  years  preceding  this  investigation 
only  three  children  (0.2%)  were  reported  to 
eat  plaster  or  paint.  Of  the  2,745  patients  seen 


during  the  study  period,  241  children  (8.8%) 
had  a history  of  paint  or  plaster  ingestion.  Of 
these,  81.3%  were  non- white  and  18.7% 
white.  There  was  no  appreciable  difference 
in  the  number  of  boys  and  girls  in  either  group. 
The  age  incidence  of  pica  was  in  agreement 
with  other  investigations  which  indicate  that 
this  habit  starts  as  soon  as  the  child  can  crawl 
or  walk  with  support,  is  most  frequent  be- 
tween one  and  two  years  of  age  and  then 
slowly  disappears.2,5  Pica  was  not  reported 
during  our  interviews  at  six  years  of  age  or 
later  (Table  I). 


TABLE  I 

Age  Distribution  of  Children  with  a History 
of  Plaster  and  Paint  Ingestion 


Age  at 

Time  of  Interview 
(Months) 

History  of  Pica 
# % 

8 

9 

3.7 

12 

47 

19.5 

18 

68 

28.3 

24 

86 

35.6 

36 

20 

8.3 

48 

6 

2.5 

60 

5 

2.1 

All  Ages 

241 

100.0 

The  results  of  the  207  urine  examinations 
on  pica  children  and  132  tests  done  on  controls 
are  shown  in  Table  II.  The  incidence  of  C- 
negative  and  C-positive  urines  in  children  with 
pica  was  found  to  be  relatable  to  the  reported 
amount  of  plaster  or  paint  ingested.  There 
was  a significant  difference  in  the  percentage 
of  C-positive  urine  tests  of  patients  with  large 
and  continuous  plaster  or  paint  ingestion  com- 
pared to  those  who  ate  these  substances  in- 
frequently or  in  the  past  (X2  15.51  P < 0.001) 
(Figure  I). 

A similiar  relationship  could  be  shown  when 
the  pica  habits  of  children  with  C-positive 
urine  were  compared  to  their  BLLs,  the  most 
specific  indicator  for  abnormal  lead  intake 
(Table  III).  Of  the  fifty-eight  children  with 
a history  of  eating  large  amounts  of  paint  or 
plaster,  twenty-seven  (46.6%)  had  BLLs  of 
0.05  mgm%  or  higher  (mean  0.047,  range 
0.01-0.18  mgm%).  Only  five  (21.8%)  of  the 
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twenty-three  children  whose  history  indicated 
earlier  or  infrequent  paint  or  plaster  ingestion 
had  elevated  BLLs  (mean  0.03,  range  0.01  to 
0.08  mgm%).  The  difference  in  the  percentage 

de  la  Bordi/LEAD  POISONING 


physical  and  neurological  abnormalities  sug- 
gestive of  lead  poisoning  were  not  found. 
However,  the  review  of  the  health  interviews 
revealed  that  many  mothers  had  reported 


FIGURE  I 
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RELATIONSHIP  BETWEEN  PICA  HABITS  BY  HISTORY  AND  RESULTS 
OF  URINE  TEST  FOR  COPROPORPHYRINS 


□ 


Negative  Urine 
Positive  Urine 


of  abnormal  blood  lead  values  between  these 
two  groups  was  significant  (X2  6.49,  P < 
0.02).  A small  group  of  ten  children  with 
history  of  frequent  pica,  but  C-negative  urine 
tests  were  further  evaluated.  All  had  normal 
BLLs  (mean  0.019,  range  0.01  to  0.04  mgm%). 

X-ray  studies  on  twenty-six  children  with 
C-positive  urine  but  without  history  of  pica, 
showed  that  eight  (30.8%)  had  metallic  densi- 
ties in  the  intestines  or  lead  lines  in  the  long 
bones  or  both.  Of  thirty-two  control  children 
with  C-positive  urine,  eight  (25.0%)  had  ele- 
vated BLLs.  In  summary,  from  a group  of 
thirty- four  children  who  had  C-positive  urine 
without  history  of  pica,  there  were  twelve 
(35.3%)  with  findings  diagnostic  for  abnor- 
mal lead  intake  in  addition  to  increased  copro- 
porphyrin excretion  even  though  the  habit  of 
plaster  or  paint  eating  had  been  denied. 

Despite  thorough  physical  examinations, 


symptoms  which  were  considered  suspicious 
of  the  prodromal  stage  of  lead  poisoning.  These 
included  anorexia,  constipation,  stomachache, 
vomiting,  insomnia  and  increase  in  temper 
tantrums,  all  quite  non-specific  and  shared  by 
lead  intoxication  with  other  illnesses.  Other 
historical  information  such  as  prolonged  con- 
vulsions with  fever,  weakness  of  extremities, 
ataxia  or  severe  irritability  wTas,  after  exclusion 
of  other  causes,  more  suspicious  for  central 
nervous  system  involvement  due  to  lead. 

Forty-nine  children  (40.8%)  with  C-posi- 
tive urine  exhibited  one  or  several  of  these 
symptoms  compared  to  twenty-nine  (13.3%) 
of  those  with  C-negative  urine  tests  (X2  33.30, 
P < 0.001).  Specific  signs  occurred  in 
twenty-nine  children  (24.2%)  with  C-positive 
urine,  but  only  in  five  (2.3%)  with  C-negative 
urine  tests  (X2  41.11,  P < 0.001). 


Volume  100,  July,  1973 


625 


Discussion  and  Summary 

Our  study  is  in  agreement  with  other  ob- 
servations that  a high  percentage  of  children 
living  in  slum  areas  do  have  pica  and  ingest 
lead-containing  plaster  and  paint.  Further,  the 
risk  of  lead  exposure  in  Richmond  (popula- 
tion 223,000)  is  as  great  as  that  reported  from 
larger  cities  and  deserves  equal  attention.  The 
need  for  extensive  detection  programs  is  em- 
phasized by  the  large  number  of  “well”  chil- 
dren found  to  have  excessive  exposure  to  lead. 

Specific  questioning  for  pica  in  our  study 
increased  the  reported  incidence  forty-fold.  A 
positive  history  ivas  obtained  in  most  cases 
only  if  one  diligently  inquired  about  this  habit. 
Most  mothers,  if  aware  of  their  children’s 
paint  and  plaster  ingestion,  were  able  to  give 
accurate  information  of  the  frequency  and  the 


C-positive  urines  in  the  control  group  (25.8%) 
is  indicative  of  unrecognized  or  unreported 
exposure  to  lead;  more  than  one-third  of  these 
children  had  definite  evidence  of  excessive 
lead  exposure  on  further  testing. 

In  seventy-three  (64.5%)  of  113  children 
with  C-positive  urine  we  found  normal  BLLs 
(0.04  mgm%  or  below),  confirming  the  cur- 
rent opinion  that  the  urinary  coproporphyrin 
determination  is  not  appropriate  for  selection 
of  patients  who  need  chelation  therapy. 

This  study  was  carried  out  between  1964 
and  1967,  when  urine  coproporphyrin  test  and 
BLL  determination  were  the  most  readily 
available  tests  for  lead  exposure  and  poison- 
ing. More  recently  other  tests  have  been  ad- 
vocated for  screening  purposes  in  determining 
those  at  risk  from  excessive  lead  intake.  Var- 


TABLE  II 

Outcome  of  the  Urine  Test  for  Coproporphyrins  in  Children  With 
and  Without  History  of  Pica* 


Urine  Test  for  Children  with  Children  without 

Coproporphyrins  History  of  Pica  History  of  Pica  Total 

# % # % # % 

Negative 121  58.5  98  74.2  219  64.6 

Positive 86  41.5  34  25.8  120  35.4 

Total 207  100.0  132  100.0  339  100.0 


* X2  = 8.78,  P<  0.01. 


amount  of  the  ingested  substances  (Table  III 
and  Figure  I).  A negative  history  for  pica 
was  found  to  be  unreliable;  frequently,  these 
children  were  cared  for  by  a mother  substi- 
tute and  the  mother  was  not  aware  of  the 
habit.9  Therefore,  the  selection  of  children  in 
danger  of  imminent  lead  poisoning  cannot  be 
based  on  the  history  alone. 

Can  the  urinary  coproporphyrin  test  be 
used  as  an  early  indicator  for  increased  lead 
exposure  in  clinically  well  children?  In  this 
study  the  majority  of  C-positive  urine  tests 
was  found  in  the  pica  group  with  the  greatest 
number  (55.2%)  occurring  in  the  group  of 
children  with  large  and  frequent  plaster  intake 
(Table  II  and  Figure  I).  The  incidence  of 


ious  assays  (delta-aminolevulinic  acid  dehydra- 
tase activity  and  free  erythrocyte  protopor- 
phyrin in  peripheral  blood,  delta-aminolevu- 
linic acid  in  urine,  changes  in  osmotic  resist- 
ance of  circulating  red  blood  cells)  have  been 
suggested;3,10,11  all  lack  the  precision  of  the 
BLL  which  remains  the  single  most  significant 
test  for  lead  intoxication.  However,  difficulties 
in  the  interpretation  of  borderline  lead  levels, 
the  cost  of  lead  level  determinations  by  older 
methods,  technical  problems  associated  with 
newer  procedures  and  the  delay  in  develop- 
ment of  precise  micro  methods  have  compli- 
cated the  use  of  the  BLL  as  a large  scale  screen- 
ing test  for  lead  exposure.3 

Inclusion  of  the  urinary  Coproporphyrin 
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test  in  our  screening  program  called  attention 
to  a number  of  children  with  exposure  to  lead 
who  would  not  have  been  identified  by  BLL 
determinations  alone.  We  believe  our  study 
confirms  that  a test  measuring  metabolic  ac- 
tivity of  lead  is  essential  to  predict  total  body 
lead  burden.  Despite  its  known  shortcomings 
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TABLE  III 

Distribution  of  Lead  Levels  of  Children  with  Positive  Urinary  Coproporphyrin 
Tests  in  Relation  to  Their  Pica  Habits 


Children  With  Pica  Children  Without  Pica 


Eating  Small 

Blood  Lead 

Eating  Large 

Amounts  or 

Level 

Amounts 

in  Past 

mgm  % 

# 

% 

# 

% 

# 

% 

0.01 

1 

1.7 

4 

17.4 

8 

25.0 

0.02 

11 

19.0 

7 

30.4 

7 

21.9 

0.03 

13 

22.4 

6 

26.0 

4 

12.5 

0.04 

6 

10.3 

1 

4.4 

5 

15.6 

Normal  Lead 

Level 

31 

53.4 

18 

78.2 

24 

75.0 

0.05 

7 

12.1 

3 

13.0 

3 

9.4 

0.06 

6 

10.3 

1 

4.4 

3 

9.4 

0.07 

9 

15.5 

— 

2 

6.2 

0.08 

2 

3.5 

1 

4.4 

— 

0.09 

1 

1.7 

— 

— 

0 . 1 and  above 

2 

3.5 

— 

— 

Elevated  Lead 

Level  27  46.6  5 21.8  8 25.0 


the  urinary  Coproporphyrin  determination 
appeared  to  be  a useful  indicator  of  metabo- 
lically  active  lead  with  the  added  advantage 
of  low  expense  and  simplicity  of  testing.  Var- 
iations in  the  amount  of  coproporphyrin  ex- 
creted in  the  urine  have  been  cited  as  being 
responsible  for  inconsistent  findings  in  random 
urine  samples.  Therefore,  one  of  the  methods 
measuring  adverse  metabolic  responses  to  lead 
in  blood  samples3  may  be  better  suited  for  large 
scale  screening  programs. 

The  population  studied  constituted  more 
than  ten  percent  of  the  total  low  income  births 
in  Richmond,  from  1964  to  1967.  Extrapola- 
tion of  the  number  of  children  with  increased 
lead  burden  to  the  total  population  at  risk 
indicates  that  excessive  exposure  to  lead,  pri- 
marily related  to  housing,  is  a major  public 
health  problem  in  this  community. 
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Society  Is  Willing  to  Accept  Former  Mental  Hospital  Patients 


Society  is  much  more  willing  to  accept 
former  mental  hospital  patients  back  into  the 
outside  world  than  has  commonly  been  be- 
lieved, a research  study  reported  in  the  April 
issue  of  Archives  of  General  Psychiatry , a 
publication  of  the  American  Medical  Asso- 
ciation, declares. 

Only  a small  minority  of  former  patients 
view  the  stigma  of  hospitalization  as  a serious 
problem,  says  the  report  of  two  Nashville, 
Tenn.,  researchers,  Walter  R.  Gove,  Ph.D., 
and  Terry  Fain,  both  of  Vanderbilt  Univer- 
sity. 

The  study  covers  a group  of  429  individuals 
who  were  patients  in  a state  mental  hospital 
and  had  been  discharged  a year  or  more  in 
the  past. 

In  most  cases  hospitalization  did  not  se- 
riously affect  the  employment  status  of  the 
ex-patients.  Only  one  respondent  reported  that 


having  been  in  a mental  hospital  made  it  dif- 
ficult to  get  a job.  Women  ex-patients  who 
returned  to  their  homes  were  doing  a good  job 
as  housewives.  And  the  ex-patients  reported 
that,  as  a whole,  their  economic  situation  was 
better  following  hospitalization. 

Many  patients  reported  that  relationships 
with  their  spouses  was  better  following  the 
hospital  stay.  They  also  got  along  better  with 
their  children,  and  with  other  relatives,  in- 
laws, friends  and  neighbors.  Some  patients 
reported  they  now  spend  more  time  on  outside 
activities  in  the  community. 

“The  public  stereotype  of  the  mentally  ill 
is  highly  negative.  When  the  public  is  pre- 
sented with  abstract  cases,  the  indication  is 
that  they  will  seriously  discriminate  against 
persons  labeled  as  mentally  ill.  However,  when 
persons  actually  confront  someone  who  has 
been  labelled  mentally  ill  they  in  fact  do  not 
seriously  discriminate  against  them.” 
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Flexible  Fiberoptic  Bronchoscopy 


The  flexible  fiberoptic  broncho- 
scope, with  its  smaller  diameter 
and  flexibility  has  advantages 
over  the  rigid  bronchoscope  in- 
cluding ease  of  application,  in- 
creased patient  comfort,  greater 
range  of  visualization,  and  pho- 
tographic capabilities. 

Although  introduced  in  ja- 
pan in  1968,  flexible  fiberoptic  bron- 
choscopy has  received  relatively  little  attention 
in  this  country.  The  ease  of  application,  in- 
creased patient  comfort,  and  wider  range  of 
visualization  will  establish  the  fiberoptic  bron- 
choscope as  the  preferred  instrument  for  ex- 
amination of  the  tracheobronchial  tree.  In 
addition,  its  photographic  capabilities  make  it 
an  important  teaching  tool. 

To  date  there  have  been  very  few  reports 
in  the  literature  concerning  the  use  of  this 
instrument.  This  article  will  describe  the  first 
eight  months  experience  with  the  Olympus 
Bronchofiberscope,  model  BF  type  5B  at  the 
V eteran’s  Administration  Hospital,  Richmond, 
and  the  Medical  College  of  Virginia.  During 
this  period  we  have  carried  out  75  examina- 
tions for  diagnostic  purposes,  and  an  additional 
20  examinations  on  tracheostomized  patients 
with  respiratory  failure. 

Instrument 

The  Olympus  Bronchofiberscope,  model 
BF,  type  5B,  has  a working  length  of  55.7 
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cm.  and  an  outer  diameter  of  5.4  mm.  The 
tube  of  the  bronchofiberscope  contains  a light 
bundle,  optics  bundle,  and  a 1 mm  aspiration 
channel.  The  tip  may  be  rotated  through  an 
arc  of  160  degrees  by  means  of  a lever  control. 
The  radius  of  the  arc  is  7 mm,  and  the  maxi- 
mum arc  in  one  direction  is  130  degrees. 

A cytology  brush  is  a standard  accessory 
with  both  the  type  5B  and  new  type  5B2 
bronchofiberscopes.  Type  5B2  is  in  addition 
accompanied  by  1 mm  biopsy  forceps  which 
may  be  introduced  through  a 2 mm  diameter 
aspiration  channel. 

Procedure 

The  patient,  in  the  fasting  state,  is  examined 
in  the  treatment  room  or  at  the  bedside.  Op- 
erating room  facilities  are  not  required,  as  the 
procedure  is  carried  out  under  local  anesthesia 
with  the  patient  fully  awake. 

In  the  initial  use  of  the  bronchofiberscope, 
topical  pontocaine  anesthesia  was  applied  fol- 
lowing premedication  with  oral  nembutal  and 
parenteral  atropine  and  codeine.  Recently,  the 
technique  of  Smiddy  has  been  employed.1  Atro- 
pine is  the  sole  premedication.  Valium  is  admin- 
istered intravenously  in  dosage  from  2.5  to  10 
mgm.  to  produce  mild  relaxation.  The  nasal  and 
pharyngeal  mucosa  is  then  sprayed  with  1% 
Xylocaine  by  nebulizer.  With  the  patient  in 
the  sitting  position,  the  bronchofiberscope, 
lubricated  with  Xylocaine  jelly,  is  introduced 
into  the  pharynx  transnasally.  At  this  point 
1 0 to  15  cc  of  1 % Xylocaine  solution  is  slowly 
dripped  over  the  vocal  cords  and  into  the 
tracheobronchial  tree  under  direct  vision.  The 
instrument  is  then  advanced  through  the  cords 
and  into  the  trachea.  Additional  anesthesia 
may  be  given  at  any  time  through  the  aspira- 
tion channel.  The  amount  of  Xylocaine  gen- 
erally required  is  150-200  mgm.  A total  dose 
of  300  mgm.  of  Xylocaine  is  never  exceeded. 
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Procedures  lasting  up  to  45  minutes  have  been 
well  tolerated  with  this  method  of  anesthesia. 

In  patients  who  are  on  assisted  ventilation, 
by  way  of  either  endotracheal  tube  or  trache- 
ostomy, little  or  no  anesthesia  is  required.  The 
bronchofiberscope  is  introduced  through  a 
sidearm  attachment,  using  a sterile  portion  of 
a surgical  glove  as  a diaphragm.  In  this  man- 
ner there  is  no  interruption  in  the  ventilation 
of  the  patient. 

Following  passage  into  the  tracheobronchial 
tree,  systematic  examination  is  carried  out.  All 
segmental  orifices  are  entered,  and  appropriate 
subsegmental  orifices  to  the  fourth  order  bron- 
chii  may  be  examined.  Suspicious  areas  are 
photographed  and  then  brushed  with  the  cy- 
tology brush.  With  peripheral  lesions,  bron- 
chial brushing  may  be  done  blindly  through 
the  appropriate  segmental  orifice,  or  more  ac- 
curately under  fluoroscopic  control.  With 
the  newer  5B2  fiberbronchoscope,  biopsy 
under  direct  vision  may  be  carried  out. 

Bronchoscopy  with  the  flexible  fiberoptic 
bronchoscope  is  much  more  easily  carried  out 
than  with  the  rigid  Jackson  bronchoscope. 
The  patient  is  in  the  sitting  position,  awake 
and  able  to  cooperate  with  the  examiner.  Op- 
erating room  facilities  are  not  required  and 
any  well  equipped  examining  or  treatment 
room  may  be  used  without  additional  equip- 
ment. Patients  may  be  examined  at  the  bedside 
without  interruption  of  critically  necessary 
respirator  assistance. 

Diagnostic  maneuvers  with  the  Olympus 
model  BF  type  5B  are  limited  to  cytologic 
brushing  and  bronchial  washings.  The  effec- 
tiveness of  bronchial  brushing  requires  metic- 
ulous preparation  of  the  specimen  and  an 
interested,  alert  cytologist. 

Differences  between  the  hospitals  in  this 
study  have  been  very  apparent.  The  avail- 
ability of  biopsy  forceps  should  overcome  this 
limitation. 

Visualization  with  the  bronchofiberscope  is 
much  more  complete  than  with  the  rigid  bron- 
choscope. The  small  diameter  and  marked 
flexibility  allow  entrance  to  all  segmental  and 
most  subsegmental  bronchii.  Photographic  at- 


tachments provide  a permanent  record  of  nor- 
mal as  well  as  abnormal  structures  for  later 
comparison  or  as  a teaching  aid. 

Case  Report 

Case  Number  One.  W.  W.,  a 61  year  old 
male  farmer  with  a long  history  of  smoking, 
was  in  good  health  until  he  suddenly  developed 
hemoptysis  two  weeks  prior  to  admission. 
Over  the  ensuing  day,  he  produced  approxi- 
mately one  quart  of  bright  red  bloody  sputum. 
He  did  not  cough  blood  again  until  two  and 
a half  days  prior  to  admission,  and  as  this 
persisted  he  was  referred  to  the  Veteran’s 
Administration  Hospital.  A history  of  25-30 
pounds  weight  loss  was  elicited.  Examination 
revealed  blood  pressure  230/130,  grade  III 
hypertensive  retinopathy,  and  multiple  small 
hemangiomas  of  the  skin.  On  chest  x-ray  a 
hazy  infiltrate  was  noted  in  the  apical-posterior 
segment  of  the  left  upper  lobe.  On  the  fourth 
hospital  day,  following  stabilization  of  the 
blood  pressure,  fiberoptic  bronchoscopy  was 
carried  out.  A mass,  oozing  blood,  was  found 
to  be  protruding  from  the  orifice  of  the  apical- 
posterior  segment. 

Tracheal  washings  and  bronchial  aspirate 
were  negative  for  malignant  cells  and  left 
scalene  node  biopsy  revealed  only  sinus  hyper- 
plasia. At  thoracotomy,  there  was  a 5 cm. 
mass  with  surrounding  blebs  in  the  left  apex. 
Frozen  section  was  reported  as  scar  tissue; 
however,  as  tumor  could  not  be  ruled  out,  a 
lobectomy  was  performed.  Permanent  sections 
revealed  only  fibrosis  and  hemorrhage.  The 
patient  has  subsequently  done  well. 

Comment:  The  increased  range  of  visibility 
of  the  bronchofiberscope  permitted  exact  lo- 
calization of  the  site  of  bleeding  in  this  case, 
which  would  not  have  been  possible  with  the 
Jackson  bronchoscope.  Because  of  the  pre- 
vious marked  hemoptysis,  neither  forceps  nor 
brush  biopsy  was  indicated. 

Case  Number  Two.  H.  M.,  a 56  year  old 
white  male  cigarette  smoker,  developed  a right 
lower  lobe  pneumonia  one  month  prior  to  ad- 
mission, which  failed  to  clear  on  adequate 
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antibiotic  therapy.  The  admission  x-ray  re- 
vealed irregular  nodular  densities  in  the  medial 
and  posterior  portions  of  the  right  lower  lung 
field.  Fiberoptic  bronchoscopy  was  carried 
out  on  the  second  hospital  day,  and  a small 
lesion  was  found  just  inside  the  orifice  of  the 
posterior  basilar  segment.  The  lesion  was  felt 
to  be  within  the  range  of  the  standard  Jackson 
bronchoscope,  which  was  introduced  follow- 
ing removal  of  the  fiberscope,  and  a biopsy 
was  taken.  Pathological  report  suggested  the 
presence  of  an  oat  cell  carcinoma,  however, 
the  specimen  was  felt  to  be  inadequate  for  a 
firm  diagnosis. 

Repeat  biopsy  through  the  rigid  broncho- 
scope established  the  diagnosis  of  oat  cell  car- 
cinoma of  the  lung.  Prior  to  thoracotomy, 
microscopic  hematuria  led  to  the  discovery  of 
a hypernephroma  and  a left  nephrectomy  was 
performed.  Subsequently  the  patient  under- 
went right  middle  and  lower  lobectomy.  He 
eventually  succumbed  to  widespread  metas- 
tases  six  months  following  his  initial  admission. 

Comment:  The  original  lesion  was  small  and 
might  have  easily  been  overlooked  with  the 
rigid  bronchoscope.  The  problems  of  the  lack 
of  biopsy  forceps  are  well  illustrated  by  this 
case.  The  newer  BF /5B2  bronchoscope  should 
avoid  the  difficulties  experienced  here. 

Case  Number  Three.  R.  S.,  a 19  year  old 
white  male,  was  transferred  to  the  Veteran’s 
Administration  Hospital,  six  weeks  following 
an  automobile  accident.  He  was  quadriplegic 
with  a functional  level  of  C4.  Cervical  lami- 
nectomy had  been  done  within  1 2 hours  of  the 
injury,  and  he  was  given  a tracheostomy  at 
that  time.  He  was  gradually  weaned  from 
respiratory  assistance  several  days  prior  to  his 
transfer.  On  arrival  at  this  hospital  he  was 
placed  on  IPPB  therapy  four  times  daily.  Cer- 
vical spine  x-rays  were  felt  to  indicate  an  un- 
stable fracture  disclocation  at  C4-C5,  and  sur- 
gical intervention  was  considered  possible. 


Two  days  following  transfer,  fever  and  in- 
creased shortness  of  breath  developed.  Con- 
tinuous ventilatory  assistance  with  a pressure 
cycled  respirator  was  instituted.  The  symp- 
toms persisted  and  two  days  later  chest  x-ray 
showed  atelectasis  of  the  entire  left  lung. 

The  brochofiberscope  was  introduced 
through  the  sidearm  of  the  Morch  tracheos- 
tomy tube  while  ventilation  was  continued 
with  the  Bennett  MAl  respirator.  A mucus 
plug  was  found  to  be  obstructing  the  left  main- 
stem  bronchus  at  the  level  of  the  upper  lobe 
orifice.  With  fracturing  of  the  plug  with  the 
bronchofiberscope,  acetylcysteine  installation, 
and  suctioning  the  plug  was  removed.  Im- 
mediate post  bronchoscopy  x-ray  showed 
marked  clearing  and  by  the  next  morning  the 
left  lung  was  fully  expanded. 

Comment : The  bronchofiberscope  was  used 
without  any  manipulation  of  the  neck  or  ces- 
sation of  needed  respiratory  assistance.  We 
have  found  fiberoptic  bronchoscopy  invalu- 
able in  the  treatment  of  respirator  patients  for 
evaluation  of  the  tracheostomy  site,  removal 
of  mucus  plugs,  and  procuring  specimens  for 
bacteriologic  and  pathologic  studies. 

Summary 

Experience  with  the  flexible  fiberoptic  bron- 
choscope over  the  initial  eight  months  of  its 
use  has  been  reviewed.  The  advantages  of 
fiberbronchoscopy  are  ease  of  examination, 
greater  range  of  visualization,  and  photo- 
graphic capabilities. 
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intracerebral  and  Subdural  Hematomas 
Complicating  Anticoagulant  Therapy 


Although  anticoagulant  therapy 
may  be  of  value  in  some  cases  of 
cerebrovascular  disease,  it  does 
increase  the  danger  of  hemor- 
rhage and  may  not  prevent 
thrombosis  and  infarction. 

When  acute  intracranial  bleeding 
has  occurred,  the  patient  should 
be  treated  surgically  without  de- 
lay. 

During  the  last  two  years,  we 

have  had  occasion  to  treat  four  patients 
who,  while  receiving  anticoagulant  therapy, 
developed  cerebral  infarctions  and  subse- 
quently bled  into  the  malacic  brain.  Two  of 
these  patients  had  atrial  fibrillation,  and  we  are 
certain  that  the  infarcts  had  resulted  from  em- 
bolization. The  other  two  patients  had  been 
on  long-term  anticoagulant  therapy  because  of 
previous  cerebral  ischemic  episodes.  In  all 
these  patients,  anticoagulation  was  felt  to  have 
significantly,  if  not  primarily,  contributed  to 
the  development  of  the  intracerebral  hema- 
toma which  rapidly  assumed  life-threatening 
proportions. 

A fifth  patient  also  receiving  anticoagulants 
for  a previous  cerebral  infarct,  developed  an 
acute  subdural  hematoma,  secondary  to  a 
minor  fall,  which  had  been  caused,  in  all  like- 
lihood, by  another  episode  of  cerebral  ischemia 
with  infarct. 


ITALO  RINALDI,  M.D. 

W.  O.  HARRIS,  JR.,  M.D. 

JAMES  E.  KOPP,  M.D. 

Newport  News,  Virginia 

We  report  these  five  cases  in  order  to  stress 
that  patients  while  on  anticoagulant  therapy 
may  develop  secondary,  life-threatening,  intra- 
cranial hemorrhages.1,3,5’6'7’10’12'17’22,25* 

Case  No.  1—E.S.:  Persistent  clumsiness  of 
the  left  lower  extremity  led  to  the  admission 
of  this  fifty-one-year-old  lady  approximately 
two  weeks  after  a minor  fall.  The  disability 
developed  the  day  after  the  accident  and  pro- 
gressed slightly  over  the  next  forty-eight 
hours.  After  consulting  her  local  physician, 
she  was  placed  on  Vasodilan  and  Coumadin 
but  continued  to  complain  of  progressive 
disability. 

On  admission  to  the  hospital,  the  patient  was 
bright,  alert,  and  completely  oriented  without 
evidence  of  a specific  language  impairment; 
however,  her  affect  was  considerably  flattened. 
Her  blood  pressure  was  normal;  however,  her 
pulse  was  markedly  irregular.  An  electrocar- 
diogram confirmed  the  presence  of  atrial 
fibrillation. 

The  neurologic  examination  revealed  incon- 
sistent dyspraxia  of  her  left  lower  leg;  how- 
ever, the  deep  tendon  reflexes  were  symmetric. 
Her  plantar  toe  responses  were  clearly  flexor. 
Sensory  examination  elicited  inconsistent  re- 
sponses to  all  modalities  below  the  knee. 

Seventy-two  hours  after  admission,  she 
complained  of  increased  headache  and  began 
to  experience  episodic  vomiting.  Her  neuro- 
logic deficit  progressed  to  a clearly  defined 
left  hemiparesis.  Coumadin  was  immediately 
discontinued,  as  a right  frontal  ischemic  lesion 
of  embolic  nature  became  the  prime  clinical 
consideration.  A subsequent  electroencephalo- 
gram demonstrated  evidence  of  a superficial 
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cortical  destructive  process  in  the  right  fron- 
totemporal region.  A brain  scan  also  indicated 
a lesion  in  this  area. 

On  the  fifth  day  of  admission,  a right  carotid 
arteriogram  revealed  a large,  avascular  mass 
lesion  in  the  depths  of  the  right  frontoparietal 
region.  A slight  vascular  stain  suggested 
marked  edema,  with  luxury  perfusion  sur- 
rounding the  infarcted  zone.  Decadron  and 
Mannitol  were  administered  immediately. 
After  initial  improvement,  the  patient  showed 
evidence  of  deterioration.  On  the  ninth  day 
of  admission,  she  became  comatose  and  de- 
veloped a partial  oculomotor  palsy  on  the 
right. 

A right  parietal  craniotomy  disclosed  a yel- 
lowish, softened  brain  with  markedly  flat- 
tened gyri.  A small,  cortical  incision  near 
the  rolandic  and  post-central  region  revealed 
a large  intracerebral  hematoma  encountered  at 
a depth  of  three  centimeters.  A yellowish,  dis- 
colored and  markedly  softened  wall  of  the 
hematoma  cavity  was  found  after  evacuation 
of  the  partially  clotted  hematoma.  Biopsies 
of  the  wall  were  taken  at  different  levels. 
Histological  examination  confirmed  the  pres- 
ence of  a recent  hemorrhagic  infarct. 

After  four  days  of  excellent,  post-operative 
progress,  the  Decadron  was  discontinued  by 
tapering  the  dosage  over  a five-day  period. 
Suddenly,  on  the  fifth  post-operative  day,  the 
patient  became  stuporous.  Decadron  was  re- 
instituted to  control  cerebral  edema.  Tem- 
porary improvement  ensued,  only  to  be  fol- 
lowed by  deeper  somnolence  and  a more  pro- 
nounced left  hemiparesis.  The  following  day 
she  became  completely  unresponsive,  with 
fixed  and  dilated  pupils.  Mannitol  was  again 
given  intravenously.  A re-exploration  was  felt 
justified;  however,  a recurrent  hematoma  was 
not  found.  Operative  findings  revealed  a soft- 
ened, edematous  brain.  The  patient  expired 
on  the  tenth  postoperative  day.  An  autopsy 
could  not  be  obtained. 

Case  No.  2—T.  K .:  This  case  relates  the 
complications  of  a sixty-six-year-old  male  with 
rheumatic  heart  disease,  mitral  insufficiency, 
and  stenosis.  The  onset  of  his  neurologic  de- 


ficit began  six  to  ten  hours  after  having  been 
discharged  from  the  hospital  where  he  had 
been  convalescing  from  an  acute  myocardial 
infarction,  complicated  by  atrial  fibrillation 
and  cardiac  failure.  These  complications  re- 
quired the  use  of  Lanoxin,  Lasix,  and  Cou- 
madin. His  prothrombin  time  the  morning 
of  his  discharge  was  twenty-two  seconds. 

His  neurological  presentation  developed 
rather  suddenly,  when  he  was  found  to  have 
developed  impairment  in  his  language  func- 
tion and  inability  to  move  his  right  side.  Pro- 
gression to  unresponsiveness  was  quite  rapid. 
The  initial  neurological  examination  revealed 
the  eyes  to  be  tonically  deviated  to  the  left. 
The  pupils  were  round  and  reactive  to  light. 
There  was  no  papilledema.  A dense,  right 
hemiparesis,  with  hyperreflexia  and  an  extensor 
toe  sign,  was  present.  A lumbar  puncture  re- 
vealed an  opening  pressure  of  180  millimeters 
of  water.  The  fluid  remained  uniformly 
bloody  through  three  tubes,  and  the  super- 
natant was  xanthochromic. 

Vitamin  K and  appropriate  amounts  of  De- 
cadron were  administered  intravenously.  A 
left  carotid  arteriogram  revealed  a large, 
avascular  mass  in  the  posterior  aspect  of  the 
left  frontal  lobe.  The  ascending  frontal  artery 
could  not  be  visualized. 

Deterioration  continued,  despite  attempts  to 
control  cerebral  edema  with  Decadron.  At 
craniotomy,  a large,  deep,  frontoparietal  in- 
tracerebral hematoma  was  evacuated,  leaving 
a hematoma  cavity  of  approximately  forty 
cubic  milliliters.  The  patient  expired  a few 
hours  after  surgery.  As  stressed  by  several 
investigators,  mortality  in  deep  capsular  or 
pericapsular  hematomas  remains  extremely 
high  (21-22-23). 

Case  No.  3—W.O.H.:  A sixty-five-year-old 
male  maintained  on  Coumadin  because  of 
ischemic  disease  involving  the  posterior  cir- 
culation. Prothrombin  times  had  been  closely 
monitored,  being  kept  well  within  therapeu- 
tic range.  His  current  neurologic  deficit  made 
its  appearance  some  forty-six  months  after  be- 
ginning long-term,  anticoagulant  therapy. 
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On  February  19,  1970,  the  patient  began  to 
exhibit  difficulty  in  expressing  himself.  Within 
forty-eight  hours,  this  became  more  prominent 
and  was  associated  with  a left  frontotemporal 
headache  but  no  vomiting.  There  was  no  his- 
tory of  head  trauma.  The  initial  evaluation 
revealed  him  to  be  mentally  clear,  alert,  and 
oriented,  with  no  evidence  of  right/left  dis- 
orientation. Language  function  was  impaired 
most  significantly  in  expressive  speech.  There 
was  flattening  of  the  right  nasolabial  fold.  Ex- 
traocular  movements  were  conjugate,  and  the 
pupils  were  asymmetrical  in  size,  the  left  being 
smaller.  Movement  of  the  neck  was  unre- 
stricted. Motor  examination  revealed  minimal 
weakness  of  the  right  hand.  Deep  tendon  re- 
flexes were  generally  symmetrical,  and  an  ex- 
tensor plantar  toe  response  was  absent.  Sensory 
examination  revealed  preservation  of  all  mo- 
dalities. 

Prothrombin  times  through  the  first  six  days 
of  admission  ranged  between  eighteen  to 
twenty-four  seconds,  with  a control  of  twelve 
seconds.  Electroencephalogram  and  brain  scan 
on  the  third  day  of  admission  were  normal. 
Rheomacrodex  was  infused  intravenously 
twice  daily  during  the  first  three  days  of  ad- 
mission. Oral  anticoagulants  were  maintained. 
On  the  fifth  day  of  admission,  the  patient  be- 
came somnolent,  and  a definite  right  hemi- 
paresis  became  apparent.  Vitamin  K was  given 
intravenously.  Within  a short  time,  Decadron 
was  also  administered  intravenously.  Subse- 
quently, a left  carotid  arteriogram  revealed  a 
large,  avascular  mass  in  the  anterior  and  mid 
portions  of  the  temporal  lobe.  No  major  ar- 
terial occlusion  was  found.  Additional  dem- 
onstration of  a sessile  aneurysm  of  the  intra- 
cavernous  portion  of  the  left  internal  carotid 
artery  was  felt  not  to  be  clinically  pertinent. 

Immediately,  exposure  of  the  frontal  and 
temporal-opercular  areas  was  achieved  via  a 
temporal  osteoplastic  flap.  The  inferior  tem- 
poral gyrus  was  discolored  and  softened.  Nu- 
merous cortical  hemorrhages  were  noted  over 
the  temporal  convexity.  A small,  cortical  in- 
cision was  made  near  the  temporal  pole.  At 
a depth  of  4 millimeters,  a large  fluid  and 


partially  clotted  hematoma  was  found.  A bi- 
opsy of  the  wall  was  obtained,  revealing  a 
recent  hemorrhagic  infarct. 

The  post-operative  course  has  been  high- 
lighted by  one  transient  ischemic  phenomenon 
involving  the  left  carotid  circulation.  Post- 
operatively,  his  neurological  recovery  has  been 
felt  to  be  nearly  complete,  and  he  has  con- 
tinued to  do  very  well. 

This  case  illustrates  that  vascular  occlusions 
and  cerebral  infarcts  continue  to  occur  in  pa- 
tients on  an  adequate  program  of  anticoagulant 
therapy.  There  is  no  question  that  Coumadin 
contributed  to  the  development  of  an  intra- 
cerebral hematoma.  Additional  aggravation  by 
the  use  of  Rheomacrodex  is  not  clear.  Like- 
wise, this  case  illustrates  that  gratifying  results 
can  be  obtained  where  the  hematoma  occupies 
certain  areas  of  the  brain,  such  as  the  anterior 
aspect  of  the  frontal,  the  temporal,  or  the  occi- 
pital lobes. 

Case  No.  4—C.W.:  An  eighty-year-old  fe- 
male who  had  been  on  anticoagulant  therapy 
for  twenty-two  months  because  of  episodes 
of  vertebrobasilar  insufficiency.  Her  neuro- 
logical complications  appeared  initially  as 
confusion  and  mild  weakness  of  her  left  ex- 
tremities. At  the  onset,  her  prothrombin  time 
was  eighteen  seconds,  with  a control  of  twelve 
seconds.  Coumadin  was  discontinued  as  soon 
as  possible.  Despite  this  measure,  she  became 
more  lethargic  and  began  to  experience  epi- 
sodic vomiting.  A complete  hemiparesis  was 
apparent  on  the  second  day  of  admission.  This 
was  followed  by  deep  coma,  requiring  endo- 
tracheal intubation.  Bilateral  fixed  and  dilated 
pupils,  accompanied  by  decerebrate  posturing, 
quickly  supervened. 

Decadron  and  Vitamin  K were  quickly  ad- 
ministered intravenously.  A right  carotid  ar- 
teriogram showed  extremely  slow  intracranial 
circulation,  indicating  massive  increase  of 
intracranial  pressure,  as  well  as  a large,  avas- 
cular mass  lesion  of  the  temporal  lobe  (Figs. 
1— A & B).  The  patient  was  taken  to  surgery, 
where  the  temporal  lobe  was  exposed  through 
a right  temporal,  osteoplastic  flap.  The  surface 
was  very  yellowish,  especially  in  the  mid 
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portion  of  the  middle  temporal  gyrus.  A small 
incision  was  made  through  the  markedly  soft- 
ened cortex.  At  a depth  of  a few  millimeters, 
a massive,  intracerebral  hemorrhage  was  found. 


large,  hemorrhagic  complications  which  de- 
veloped within  the  infarcted  brain. 

Case  No.  5—L.C.:  A seventy-five-year-old 
female  who  had  been  on  long-term  anticoagu- 


Fig.  1A  (left)  Case  4 AP  view  of  a right  carotid  arteriogram  showing  slight  displacement  of 
the  pericallosal  artery  to  the  left  with  upward  displacement  of  the  middle  cerebral  artery 
(arrows).  The  sylvian  point  is  displaced  laterally. 

Fig.  IB  (right)  Lateral  view  showing  upward  displacement  of  the  middle  cerebral  artery  com- 
plex (arrows)  indicating  an  avascular  mass  in  the  right  temporal  lobe. 

The  small  arrow  points  to  what  appears  to  be  a small  aneurysm  of  the  internal  carotid 
artery. 


The  bleeding  had  extended  into  the  temporal 
horn,  filling  it  with  clots.  Once  the  clots  were 
removed,  the  choroid  plexus  and  glomus  were 
clearly  identified.  A point  source  of  bleeding 
was  not  found.  The  hippocampal  gyrus  had 
herniated  through  the  tentorial  hiatus,  but  re- 
traction above  the  tentorial  margin  was  pos- 
sible, without  difficulty. 

Postoperatively,  the  patient  showed  little 
evidence  of  rallying  and  expired  several  hours 
later.  Autopsy  demonstrated  additional  mas- 
sive intracerebral  hemorrhages  in  the  basal 
ganglia,  bilaterally,  the  mesencephalon,  and  the 
cerebellum.  The  ventricular  system  was  filled 
with  large  clots.  Histologic  studies  verified  an 
ischemic  lesion  of  the  left  temporal  lobe. 

In  this  patient,  the  clinical  course  was  so 
progressive  and  rapid  that  even  evacuation  of 
the  temporal  lobe  hematoma  could  not  forestall 
the  lethal  exitus.  Again,  one  must  suspect  that 
anticoagulation  played  a major  role  in  the 


lant  therapy  for  three  years  because  of  ischemic 
vascular  disease.  She  had  a long  history  of 
hypertension,  and  at  the  time  of  admission  was 
also  taking  Hydrodiuril.  Her  recent  neuro- 
logic deficit  occurred  forty-eight  hours  prior 
to  neurologic  consultation.  She  was  found 
slumped  over  on  the  kitchen  floor  and,  when 
initially  evaluated  at  the  hospital  emergency 
facility,  a left  hemiparesis  was  apparent.  Dur- 
ing the  first  thirty-six  hours,  she  remained 
somewhat  somnolent  but  was  able  to  respond 
to  verbal  commands.  Intermittently,  she  seemed 
more  confused  and  made  some  complaints 
about  diffuse  headache.  During  her  third  and 
fourth  hospital  days,  she  began  to  show  de- 
terioration and  became  unresponsive.  Initial 
neurological  examination  demonstrated  a left 
hemiparesis,  with  moderate,  bilateral  spasticity 
of  upper  and  lower  extremities,  suggesting 
early  brain  stem  compromise.  An  emergency 
echoencephalogram  revealed  a six  millimeter 
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shift  of  the  midline  structures,  from  the  right 
to  left.  Coumadin  was  immediately  discon- 
tinued, and  Aquamephyton  was  given  intra- 
muscularly. An  emergency  right  carotid  ar- 
teriogram revealed  a moderately  large,  sub- 
dural collection  over  the  right  convexity,  most 
marked  in  the  temporal  and  lower  parietal  re- 
gions. There  was  also  fairly  marked  elevation  of 
the  middle  cerebral  artery  complex,  indicating 
the  possibility  of  a mass  lesion  within  the  tem- 
poral lobe  (Fig.  2).  A subdural  hematoma  was 


Fig.  2.  Case  5 AP  view  of  a right  carotid  arteriogram 
revealing  an  avascular  space  between  the  cortical  sur- 
face and  the  inner  table  of  the  skull  (arrows)  diag- 
nostic of  a subdural  collection  of  fluid. 

evacuated  through  a right,  subtemporal  crani- 
ectomy. The  underlying  brain  surface  was 
edematous,  and  numerous  venous  hemorrhages 
were  present  over  the  cortical  surface.  The 
brain  expanded  rapidly,  filling  the  subdural 
space. 

The  operative  impression  was  that  the  find- 
ings were  compatible  with  cerebral  edema  and 
perhaps  contusion  or  infarction,  antecedent  to 
the  subdural  hematoma.  Postoperatively,  she 
remained  comatose  for  approximately  two 
weeks.  Then  she  began  to  improve  and  was 
subsequently  transferred  to  a nursing  home. 


Discussion 

Our  knowledge  of  the  pathophysiology  and 
natural  history  of  cerebrovascular  disease  has 
greatly  expanded  during  the  last  two  decades. 
We  now,  for  instance,  recognize  the  critical 
importance  of  separating  occlusive  cerebro- 
vascular disease  in  three  major  categories: 
Transient  ischemic  attacks,  progressive  stroke 
(stroke  in  evolution),  and  completed  stroke. 
Furthermore,  the  role  of  stenotic  and/or  ul- 
cerative lesions  of  the  extracranial  vessels  as 
causes  of  cerebrovascular  insufficiency  has 
become  generally  accepted,  and  great  advances 
have  been  made  for  their  surgical  correction. 

Medical  treatment  remains  somewhat  un- 
settled. In  selected  cases,  it  may  include  the 
use  of  anticoagulants,  antihypertensive  drugs, 
and  measures  to  correct  abnormal  lipid  meta- 
bolism. During  the  last  several  years,  the  use- 
fulness of  low  molecular  Dextran  in  improv- 
ing the  microcirculation  has  been  suggested.11 
More  recently,  agents  which  have  been  found 
to  reduce  platelet  adhesiveness,  such  as  Persan- 
tine,  aspirin,  and  Butazolidin,  are  being  used  in 
the  treatment  of  transient  ischemic  attacks 
with  some  degree  of  success.16,25,27,28,29  Dexa- 
methasone  has  been  found  to  be  a useful  adjunct 
to  the  therapy  of  the  patient  with  a severe 
stroke.  The  beneficial  effects  of  the  steroid  are 
in  part  due  to  its  ability  to  decrease  the  brain 
edema  which  accompanies  the  infarcts.19,23 

From  numerous  and  detailed  studies  con- 
cerning the  use  of  anticoagulation  in  the  treat- 
ment of  occlusive  cerebrovascular  disease,  it 
has  become  apparent  that  the  initial  enthusiasm 
about  the  efficacy  of  this  form  of  therapy  has 
been  dampened  by  the  fairly  large  number  of 
both  intra  and  extra-cranial  hemorrhagic  com- 
plications.1,2,3,5’8,13,15’22,24  For  years,  investiga- 
tors have  stressed  that  the  use  of  anticoagulants 
in  completed  strokes  should  be  abandoned. 
Furthermore,  the  use  of  anticoagulation  to  pre- 
vent subsequent  cerebrovascular  catastrophe  in 
patients  who  have  sustained  a major  stroke  is 
not  justified,  for  the  risk  of  serious  hemor- 
rhagic complications  is  too  great.  More  sig- 
nificantly, from  all  these  studies,  as  well  as 
from  our  own  personal  observations  (see  cases 
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3,  4,  and  5),  we  have  learned  that  long-term 
anticoagulant  therapy,  unfortunately  will  not 
always  prevent  the  occurrence  of  other  throm- 
botic events  leading  to  new  infarcts.  The  in- 
crease of  the  death  rate  in  treated  patients  has 
been  shown  to  be,  at  least  in  part,  due  to  the 
occurrence  of  cerebral  hemorrhages,  which 
therefore  should  be  regarded  as  a distinct  and 
major  risk  in  this  form  of  treatment  of  cere- 
brovascular disease.15 

It  has  been  suggested  that  rapid  anticoagula- 
tion may  retard  or  forestall  the  progression  of 
an  actively  advancing  cerebrovascular  occlu- 
sion (stroke  in  evolution) ; however,  as  soon  as 
the  neurological  picture  has  stabilized  itself, 
anticoagulation  should  be  discontinued. 

Even  the  commonly  accepted  view  that 
transient  ischemic  attacks  are  usually  followed 
by  cerebral  infarctions  has  been  questioned.3'7 
Then  it  becomes  questionable  whether  long- 
term anticoagulation  should  be  accepted  as  the 
optimal  form  of  therapy,  even  in  this  group 
of  patients. 

In  the  use  of  anticoagulants  for  the  treatment 
of  cerebral  infarcts  secondary  to  acute  em- 
bolism, there  is  agreement  over  the  fact  that 
in  these  cases  the  risk  of  intracerebral  hemor- 
rhagic complications  is  very  great.  This  has 
led  to  the  suggestion  that  anticoagulant  ther- 
apy should  not  be  initiated  for  at  least  three 
weeks  after  cerebral  embolism.  There  is,  how- 
ever, a feeling  among  certain  investigators  that 
since  a significant  number  of  recurrent  cere- 
bral emboli  of  cardiac  origin  will  occur  within 
the  first  few  weeks  after  the  initial  episode,  the 
risk  of  such  recurrent  embolic  phenomena  is 
greater  than  the  risk  of  hemorrhagic  compli- 
cations.7'13 

Hypertension,  undoubtedly,  entails  a greater 
risk  of  hemorrhagic  complications  in  patients 
with  cerebrovascular  disease,  and  this  relation- 
ship has  been  confirmed  by  several  investiga- 
tors.3’4’7’14’15’24 Indeed,  severe  hypertension  may 
be  another  contraindication  for  entertaining 
anticoagulant  therapy  in  these  patients. 

In  addition,  it  should  be  emphasized  that 
satisfactory,  long-term  anticoagulation  therapy 
is  difficult  and,  to  say  the  least,  inconvenient. 


Even  with  close  personal  supervision,  hemor- 
rhagic complications  do  occur.  Furthermore, 
the  precise  control  of  coagulation  mechanisms 
can  be  complicated  by  the  interaction  of  nu- 
merous other  drugs.2 

Diagnosis  and  Surgical  Therapy 

When  a patient  receiving  anticoagulant  ther- 
apy develops  signs  of  progressive  neurological 
deficits,  with  deterioration  of  the  level  of 
consciousness,  an  intracranial,  hemorrhagic 
complication  should  be  immediately  suspect- 
e(|  10.12,17,18.21,25  Both  in  cases  of  intracerebral 
hemorrhages  and  of  subdural  collections  of 
blood,  time  is  vital.  Such  blood  collections 
behave  like  any  other  acute,  expanding  intra- 
cranial lesion.  The  longer  these  processes  go 
unrecognized,  the  more  severe  and  irreversible 
the  effects  will  be.  If  at  all  possible,  one  should 
recognize  these  complications  before  symptoms 
or  signs  of  decompensation  (such  as  profound 
alteration  of  level  of  consciousness,  third  nerve 
palsy,  decerebrate  rigidity,  etc.)  occur.  Thus, 
early  diagnosis  is  of  paramount  importance  if 
surgical  therapy  is  hoped  to  be  of  any  benefit. 

A spinal  puncture  is  not  definitely  necessary 
for  some  patients  with  intracranial  bleeding 
may  not  have  any  blood  in  the  spinal  fluid  for 
several  hours  after  the  onset  of  bleeding.  The 
spinal  tap  may  also  precipitate  a tentorial  or 
foramen  magnum  herniation,  not  infrequently 
causing  an  irreversible  situation.  If  a spinal 
tap  is  to  be  done  at  all,  the  neurosurgeon 
should  be  alerted  and  adequate  preparation  for 
immediate  craniotomy  made.  Furthermore, 
one  must  be  certain  that  the  hypocoagulability 
of  the  blood  has  been  corrected.  Disastrous, 
spinal,  epidural  hemorrhages  can  indeed 
occur.12'20 

If  a calcified  pineal  gland  is  present,  displace- 
ment of  this  structure,  as  shown  by  AP  or  PA 
views  of  the  skull,  will  undoubtedly  be  of 
help.  Comparison  could  be  made  with  the 
position  of  the  calcification  in  previous  skull 
x-rays,  if  available. 

Ultrasonic  echoencephalography  can  be 
performed  rapidly  and  should  probably  be  the 
first  diagnostic  tool  to  be  used.  Experience 
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with  this  investigatory  tool  is,  of  course,  nec- 
essary and  with  the  proper  skill,  it  is  possible 
in  a large  number  of  patients  to  state  with 
some  confidence  whether  the  midline  struc- 
tures of  the  brain  are  displaced  or  not. 

Radioisotopic  brain  scanning,  if  the  course 
of  the  neurological  picture  will  allow,  can  be 
of  great  help  in  localizing  the  hematoma, 
whether  it  be  intracerebral  or  subdural.  It 
must  be  remembered,  however,  that  false  neg- 
ative scans  occur  in  a large  number  of  patients 
if  the  subdural  hematoma  is  fairly  recent.9 
Early  pickup  of  the  radioactive  tracer  by  blood 
in  intracerebral  hematomas  has  been  recognized 
and  offers  distinct  advantages  in  the  diagnosis 
of  these  hemorrhages.  Unfortunately,  as  in 
four  of  our  five  cases,  the  progression  of  the 
neurological  deterioration  was  so  rapid  that 
there  was  no  time  to  carry  out  this  investi- 
gation. 

Arteriography  remains  the  single,  most  ac- 
curate and  rapid  tool  of  diagnosis  and  should 
be  carried  out  without  delay.  Of  course,  one 
must  be  certain  that  the  prothrombin  and  clot- 
ting times  are  back  to  normal  prior  to  under- 
taking these  studies.  Both  surface  or  deep- 
seated  blood  collections  can,  with  this  diag- 
nostic tool,  be  readily  recognized  and  accu- 
rately localized. 

Evacuation  of  the  subdural  hematoma  should 
be  carried  out  as  soon  as  the  correct  diagnosis 
has  been  reached.  If  the  hematoma  has  been 
present  for  a long  time,  the  underlying  brain 
may  not  expand  rapidly.  In  these  cases,  it  is 
wise  to  drain  the  subdural  space  for  twenty- 
four  or  forty-eight  hours.  In  cases  of  acute 
subdural  collections  of  blood,  the  cerebral 
hemisphere  underlying  it  may  be  edematous 
and  contused.  The  use  of  Decadron  and  of 
intravenous  Mannitol  will  be  of  great  help  in 
combating  cerebral  edema  in  these  cases. 

An  enlarging,  intracerebral  hematoma  is  a 
lethal  pathological  process,  which  entails  a very 
high  mortality  rate  of  65  to  90  percent.  While 
the  results  of  conservative  or  surgical  therapy 
may  not  be  very  different,  nevertheless  a con- 
servative attitude  is  not  justified,  except  in 
moribund  patients  with  signs  of  prolonged  and 


irreversible  brain  stem  decompensation.  The 
feeling  of  the  treating  physicians  should  be  that 
each  patient  represents  an  individual  problem 
and  that  the  decision  concerning  the  best  pos- 
sible form  of  therapy  should  be  based  on  clin- 
ical data  and  upon  other  ancillary  procedures, 
especially  arteriography.  Statistics  should  not 
rule  the  therapy,  and  an  aggressive  approach, 
while  it  will  not  cure  all  patients  with  an 
intracerebral  hematoma,  will  certainly  save 
lives  and  reduce  morbidity.  This  is  particularly 
true  if  the  hematoma  occupies  an  area,  often 
quite  large,  other  than  the  internal  capsule, 
(temporal  or  occipital  lobes). 

Needle  aspiration  through  a burr  hole,  al- 
though indicated  in  some  desperate  cases,  is 
generally  not  adequate,  since  it  would  be  im- 
possible to  aspirate  but  the  liquid  portion  of 
the  hematoma.  A small  bone  flap  can  be  rap- 
idly raised,  preferably  not  directly  over  the 
sensory  or  motor  areas  of  the  brain.  Through 
a small,  transcortical  incision,  adequate  ex- 
posure of  the  deep,  white  matter  and  of  the 
hematoma  can  be  readily  obtained.  Inspection 
of  the  walls  of  the  hematoma  cavity  is  neces- 
sary and,  in  fact,  we  have  made  it  a routine 
procedure  to  obtain  single  or  multiple  biopsy 
specimens,  which  will  give  us  the  clue  as  to 
the  presence  of  infarctions  or  of  small,  ar- 
teriovenous malformations,  or  even  tumors. 

Conclusion 

While  our  knowledge  of  the  diagnosis  and 
pathophysiology  of  cerebrovascular  disease  has 
unquestionably  made  tremendous  strides  dur- 
ing the  past  twenty  years,  treatment  has  def- 
initely lagged  behind.  There  are  still  a num- 
ber of  unresolved  questions  regarding  the  role 
and  efficacy  of  anticoagulant  therapy,  at  least 
in  some  types  of  stroke.  The  natural  history 
of  the  strokes,  as  well  as  the  lack  of  uniformity 
in  the  use  of  terms  and  definitions  (perhaps 
even  the  personal  bias  of  the  investigators) 
make  the  evaluation  of  anticoagulant  therapy 
difficult.  There  is  no  question,  however,  that 
the  overriding  hazard  of  anticoagulant  therapy 
is  hemorrhage. 
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While  it  is  not  the  purpose  of  this  presenta- 
tion to  deny  the  value  of  anticoagulant  therapy 
in  selected  cerebrovascular  disorders,  never- 
theless we  feel  that  there  is  a definite  need  to 
re-emphasize  several  points: 

( 1 ) Patients  receiving  anticoagulant  therapy 
may  still  develop  cerebral  infarcts,  as 
in  our  cases  3,  4 and  5. 

(2)  If  an  infarct  occurs  and  the  anticoagu- 
lants are  not  promptly  discontinued,  an 
intracerebral  hematoma  may  develop. 

(3)  The  hematoma  occurring  in  an  area  of 
infarcted  brain  can  enlarge  quite  rap- 
idly, posing  a very  serious  and  imme- 
diate threat  to  life,  requiring  prompt 
recognition  and  urgent  medical  and 
neurosurgical  therapy. 

(4)  Patients  receiving  anticoagulant  therapy 
for  cerebral  embolism  of  cardiac  origin 


must  be  observed  very  closely,  at  least 
during  the  first  few  weeks  of  treatment, 
for  some  of  them  will  develop  intra- 
cerebral hematomas,  which  may  be  of 
lethal  proportions,  as  in  our  cases  1 
and  2. 

(5)  Head  trauma  of  any  degree  in  patients 
on  anticoagulant  treatment  may  pre- 
cipitate the  serious  complications  of  an 
acute  subdural  hematoma. 

(6)  While  surgery  will  not  save  all  patients 
with  acute  intracranial  bleeding,  efforts 
should  be  made  to  promptly  diagnose 
and  treat  these  complications. 

Hampton  Roads  Neurological  Center 

11  Bruton  Avenue 

Newport  News,  Virginia  23601 


Note:  A list  of  references  may  be  obtained 
from  the  authors. 


Pick  the  Right  Parents  and  Live  to  Be  100 


Want  to  live  to  be  100? 

An  editorial  in  the  May  28th  issue  of  the 
Journal  of  the  American  Medical  Association 
tells  how. 

First,  select  a father  and  mother  who  both 
lived  to  100-plus.  Then,  lead  a physically  ac- 
tive life  and  maintain  a tranquil  mind. 

Gerontologists  until  recently  believed  that 
diet  and  climate  and  mode  of  life  were  impor- 
tant factors  in  living  to  be  100  or  more.  Now 
they’re  not  so  certain. 

In  a mountain  valley  in  Ecuador  live  people 
of  Spanish  origin  who  regard  a life  span  of 
100  years  as  unexceptional.  They  are  mainly 
vegetarians  subsisting  on  a diet  that  averages 
about  1,700  calories  a day  for  an  adult.  They 
live  tranquilly,  but  not  idly  in  a remarkably 
favorable  environment.  They  also  smoke  40 


to  60  cigarets  and  drink  two  to  four  cups  of 
rum  daily. 

In  contrast  are  the  people  of  Abkhazia  in 
the  Georgian  Soviet  Socialist  Republic.  Their 
longevity  is  well  known.  A writer  recently 
interviewed  an  Abkhazian  of  130  years  who 
was  mentally  alert,  and  a chain  smoker  of  cig- 
arets since  1910.  Abkhazians  eat  and  drink 
heartily  and  sometimes  are  obese.  But  even 
those  who  are  overweight  are  vigorously 
active. 

The  Ecuadorean  group  live  in  a remote  area, 
isolated  by  high  mountains,  and  thus  have  a 
genetically  stable  population.  But  the  group 
of  oldsters  in  the  Soviet  Union  are  a mix  of 
ethnic  groups. 

One  fact  offers  a clue.  Almost  all  inter- 
viewed centenarians  told  of  long-lived  parents. 
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Cat  Scratch  Induced  Tularemia 


A twenty-five  year  old  male  stu- 
dent presented  with  fever,  a cat 
scratch  on  his  left  index  finger, 
and  left  axillary  adenopathy.  Al- 
though cat-scratch  fever  was  sus- 
pected initially,  titers  for  tula- 
remia were  diagnostic.  Response 
to  streptomycin  was  prompt,  and 
the  patient  recovered  unevent- 
fully. 

Thl  transmission  of  tularemia 

by  rabbits,  rodents,  ticks,  and  deer  flies  is 
well  known.1  This  case  report  emphasizes  that 
the  ordinary  domestic  household  cat  may  oc- 
casionally be  the  source  of  infection.1,2  In  addi- 
tion, the  correct  diagnosis  may  be  obscured 
by  the  fact  that  cat  scratch  fever  and  Pas- 
teurella  multocida  may  also  be  acquired  from 
this  animal.3,4 

Case  Report 

This  25-year  old  male  University  of  Vir- 
ginia graduate  student  was  in  good  health  until 
18  days  prior  to  admission  when  his  pet  cat 
scratched  the  distal  palmar  surfact  of  his  left 
index  finger.  Sixteen  days  prior  to  admission 
the  scratch  became  painful,  swollen  and  ery- 
thematous, and  the  patient  noted  swollen, 
tender  left  axillary  lymph  nodes.  He  was 
begun  on  potassium  phenoxymethyl  penicillin 
tablets  5 00  mgs  every  six  hours  which  he  took 
for  four  days.  Eleven  days  prior  to  admission 
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University  of  Virginia  School  of  Medicine. 
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he  noted  fever,  myalgia  and  headache  which 
persisted  until  admission.  Needle  aspiration  of 
the  finger  tip  performed  seven  days  prior  to 
admission  revealed  no  fluid  and  he  was  then 
switched  to  cloxacillin.  Four  days  prior  to 
admission  the  lesion  on  the  finger  tip  was 
incised  and  drained  of  .5  cc  yellow  fluid.  Gram 
stain  and  culture  of  this  fluid  were  negative. 
Three  days  prior  to  admission  the  patient  de- 
veloped a non-productive  cough.  Because  of 
persistence  of  all  these  symptoms  and  fever, 
he  was  hospitalized. 

The  patient  denied  exposure  to  wild  animals, 
ticks  or  deer  flies.  His  housecat  had  not  been 
ill,  but  frequented  wooded  areas  known  to 
harbor  wild  rabbits,  rodents  and  ticks.  The 
patient  was  employed  in  a laboratory  where 
he  had  worked  with  four  white,  healthy  lab- 
oratory rabbits  during  the  previous  six  months. 

Physical  examination  revealed  a mildly  toxic 
appearing  young  man  with  a temperature  of 
39.0°C,  pulse  72,  respirations  16,  and  blood 
pressure  120/70.  There  was  erythema  and 
swelling  of  the  distal  palmar  surface  of  the 
left  index  finger.  A crusted  linear  scar  was 
present  at  the  site  of  the  previous  incision  and 
drainage.  There  was  a tender,  soft,  non-fluc- 
tuant  2x3  cm  lymph  node  in  the  left  axilla. 
The  chest  was  clear  to  percussion  and  auscul- 
tation. There  was  no  hepatosplenomegaly, 
rash,  stiff  neck,  or  other  lymphadenopathy. 

The  hematocrit  was  41%,  white  blood  cell 
count  6300  with  48%  lymphocytes  (10% 
atypical),  44%  neutrophils,  5%  monocytes 
and  3%  bands.  Urinalysis  was  normal.  VDRL, 
antistreptolysin  0 titer,  and  hetrophile  test  were 
all  negative.  Febrile  agglutinins  revealed  neg- 
ative titers  for  typhoid  H and  O antigens. 
Paratyphoid  B titer  revealed  a positive  reaction 
at  1/320  dilution.  Tularensis  titers  were  posi- 
tive at  dilutions  of  1/10,240  and  1/5120  one 
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week  apart.  Brucella  titers  were  positive  at 
the  1/2560  dilution.  Acute  and  convalescent 
sera  for  toxoplasmosis  were  negative  by  immu- 
nofluorescent  antibody.  Intermediate  strength 
PPD  was  negative  at  48  hours.  Blood  cultures 
were  negative.  Chest  x-ray  showed  a faint 
left  lower  lobe  infiltrate.  Film  of  the  left 
index  finger  showed  no  osteomyelitis.  Cat 
scratch  antigen  was  unavailable. 

One  day  after  admission  a second  incision 
and  drainage  of  the  left  index  finger  was  per- 
formed and  gram  stain  of  this  material  showed 
no  organisms.  Bacterial  and  viral  cultures  were 
negative.  No  antibiotics  were  given  until  re- 
turn of  the  febrile  agglutinins  on  the  third 
hospital  day  when  streptomycin  was  begun 
.5  gm  IM  every  12  hours  with  dramatic  reso- 
lution of  symptoms  in  36  hours.  He  continued 
to  feel  well  and  was  discharged  on  tetracycline 
after  one  week  of  streptomycin  therapy.  His 
chest  film  cleared.  A followup  serology  six 
months  later  revealed  tularensis  titers  still  pos- 
itive 1/2560  and  brucella  titers  positive  1/320. 
Agglutination  titers  for  tularemia  on  the  cat 
were  positive  at  1/160  and  negative  on  the 
four  laboratory  rabbits. 

Discussion 

The  transmission  of  tularemia  by  some  60 
different  species  of  animals  including  rabbits, 
foxes,  squirrels,  rats,  mice,  and  muskrats  has 
been  established.5  The  cat  is  one  of  the  domes- 
tic animals  which  shows  a relatively  high  sus- 
ceptibility to  tularemia.5  Francis  in  1924,  and 
Green  and  Wade  in  1928  investigated  tulare- 
mia in  experimentally  infected  cats.5  Collins 
reported  the  first  cases  of  naturally  infected 
cats  in  1933. 5 

The  Public  Health  Service  reported  1 3 
human  cases  from  cats  in  1940  and  by  1950 
Foshay  had  added  seven  more.  Sanders  and 
Hahn  reported  on  106  cases  of  tularemia  in 

JL 

Louisiana,  and  the  cat  was  the  host  in  two  of 
these.6  Tularemia  is  becoming  less  frequent 
with  some  900  cases  per  year  reported  in  1950 
and  only  172  cases  in  the  United  States  in 
I970.7  The  peak  incidence  was  in  1939  when 
2,291  cases  were  reported.7  The  cat,  then, 


is  an  unusual  source  for  this  infection  and  pre- 
sumably becomes  contaminated  by  catching 
infected  wild  rodents  and  rabbits. 

In  the  present  case  cat  scratch  fever  was  felt 
to  be  a more  likely  diagnosis  until  the  positive 
agglutination  titre  for  tularemia  returned.  Sig- 
nificant titers  in  human  cases  of  tularemia  are 
1/80  to  1/160  and  usually  appear  during  the 
second  week  of  illness.  Maximum  titers  are 
reached  during  the  fourth  to  seventh  week. 
Residual  titers  may  persist  for  years.  A two- 
fold or  four-fold  rise  in  titer  one  week  apart 
is  considered  diagnostic.  Cross-agglutination 
can  occur  between  P.  tularensis  and  Brucella 
abortus  (as  was  noted  in  this  case)  and  Proteus 
vulgaris  (OX19).  In  Shaffer’s  three  cases  of 
cat  induced  tularemia  a positive  titer  for  tu- 
laremia was  found  in  two  of  the  three  cats 
(1/360  and  1/50). 2 Pneumonia  and/or  pleural 
effusion  was  observed  in  13.5%  of  the  ulcero- 
glandular  form  of  this  disease  in  the  series 
reported  by  Sanders  and  Hahn.6 

The  very  high  level  of  agglutinins,  the  fail 
in  titer  over  six  months,  the  ulceroglandular 
presentation,  the  pneumonia,  and  the  dramatic 
response  to  therapy  all  serve  to  strengthen  the 
diagnosis  of  tularemia  in  this  case.  The  sig- 
nificantly positive  titer  in  the  cat  implicates 
its  role  in  the  transmission. 

In  the  160  patients  with  cat  scratch  disease 
reported  by  Daniels  and  MacMurray,  agglu- 
tinations for  tularemia  were  negative  in  the  47 
patients  so  studied.3  The  clinical  picture  of 
cat  scratch  disease  may  closely  resemble  ul- 
cerogianauiar  tularemia.3  Cats  ,^re  known  to 
harbor  Pasteurella  multocida  in  their  mouths.4,8 
Infection  with  this  organism  via  the  scratch 
was  considered  although  negative  cultures  and 
the  failure  to  respond  to  penicillin  and  cio- 
axicillin  seemed  to  make  this  unlikely.  Other 
causes  of  an  ulceroglandular  illness  in  man 
which  have  been  traced  to  cats  include  toxo- 
plasmosis, anthrax,  bovine  tuberculosis,  rat  bite 
fever  and  various  fungi.8 

Since  the  clinical  picture  of  cat  scratch  dis- 
ease and  tularemia  can  be  indistinguishable,  the 
necessity  for  obtaining  tularemia  agglutina- 
tions in  these  cases  is  obvious.  Otherwise,  a 
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treatable  but  potentially  serious  illness,  tu- 
laremia, may  be  mistaken  for  cat  scratch  dis- 
ease, one  with  an  excellent  prognosis. 
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Boating 


Small  boats  by  the  hundreds  of  thousands 
are  back  in  the  water,  freshly  scraped  and 
painted  after  a winter  of  storage. 

The  American  Medical  Association  reminds 
that  boating  accidents  become  more  prevalent 
each  season,  as  more  neophytes  acquire  boats 
and  take  to  the  water.  Pamphlets  on  boating 
safety  are  available  in  many  sporting  goods 
stores  and  at  boat  and  motor  dealers  and 
marinas,  and  through  the  U.S.  Coast  Guard. 
Even  if  you  think  you  know  how  to  handle 
a boat,  play  it  safe.  Get  a safety  booklet  and 
study  it. 

Common  sense  and  good  manners  are  the 
cardinal  safety  rules  in  boating.  Show  respect 
for  other  boats,  swimmers  and  fishermen.  It 
doesn’t  take  much  knowledge  of  boating  to 
know  that  a big  lake  on  a windy  day  can  be 
dangerous  for  small  craft. 

Know  the  capacity  of  your  boat  and  don’t 
overload  it.  Don’t  stand  up  or  change  seats  in 
a small  craft  while  it  is  under  way. 


Make  certain  your  boat  contains  life  pre- 
servers for  each  passenger.  Life  jackets  should 
be  worn  by  small  children  and  non-swimmers. 
Know  the  Federal  and  State  regulations  gov- 
erning registration  and  operation  of  your  boat. 

Only  an  irresponsible  skipper  will  buzz  a 
dock,  wharf  or  anchored  craft.  You  may  miss. 
Reduce  speed  through  anchorages.  Your  wake 
can  damage  other  property.  Avoid  boating 
too  close  to  water  skiers,  fishermen  and  other 
boats.  Don’t  jump  or  dive  from  a moving  boat. 
You  may  have  the  breath  knocked  out  of  you, 
or  hit  floating  debris. 

Stay  within  easy  range  of  the  shore  on  large 
bodies  of  water.  Sudden  squalls  can  play 
havoc  with  the  unwary  boatsman.  If  your 
boat  overturns,  stay  with  it.  The  chances  are 
that  someone  will  pick  you  up.  Very  few  of 
us  are  in  good  enough  physical  condition  for 
a long  swim  in  rough  or  cold  water. 
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An  Extrathyroid  Parathyroid  Adenoma  Presenting  as  a 
"Cold"  Nodule  on  I131  Thyroid  Scan 
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I131  SCANNING  of  the  thyroid  is  a readily 
available  adjunct  to  localization  of  some  para- 
thyroid tumors.  Yet  a recent  review  of  the 
literature  yielded  only  two  cases  of  parathyroid 
adenomas  localized  by  a preoperative  thyroid 
scintiscan.3,4  A third  one  was  an  incidental 
finding  during  thyroid  exploration  for  an 
asymptomatic  “thyroid  nodule”.1  All  of  the 
three  are  intrathyroid  parathyroid  adenomas. 
The  following  case  report  describes  a para- 
thyroid adenoma  exerting  pressure  on  the  thy- 
roid capsule  producing  a defect,  thus  inter- 
preted as  a “cold”  nodule  on  I131  thyroid  scan. 


Hospital  on  November  9,  1971,  for  persistent 
hypercalcemia.  She  had  been  followed  in  the 
outpatient  department  for  two  years  with  hy- 
percalcemia fluctuating  from  11.5  to  14  mg% 
and  a normal  to  below  normal  range  of  serum 
phosphorus.  She  had  been  asymptomatic 
until  several  months  prior  to  admission.  She 
complained  of  generalized  bone  pain  mainly 
in  the  back  and  legs  requiring  several  emer- 
gency room  admissions.  It  is  of  significance 
that  at  age  34,  she  had  enucleation  of  right 
eye  for  advanced  cataract. 

Pertinent  physical  findings  showed  an  obese 


1 


Fig.  1.  Defect  on  right  lower  lobe  interpreted  as  cold  nodule. 


Case  Report 

M.S.  a 52  year  old  woman,  Gravida  XV, 
Para  XIV  Aborta  I,  was  admitted  to  De  Paul 

From  the  Department  of  Surgery,  DePaul  Hos- 
pital. 


lady  in  no  distress.  She  had  a prosthetic  right 
eye.  The  neck  was  thick  without  any  abnor- 
mal palpable  masses  or  tenderness.  Chest  and 
abdomen  were  unremarkable.  There  was  some 
tenderness  in  the  proximal  and  distal  joints. 
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Laboratory  studies  on  admission  were  as  fol- 
lows: Normal  CBC  and  serum  electrolytes, 
urinalysis  has  3+  proteinuria,  serum  calcium 

12.6  mg%,  serum  phosphorus  2.5  mg%,  alka- 
line phosphatase  105  I.U.,  serum  glucose  135 
mg%,  serum  total  protein  7.6  gm%,  albumin 

3.6  gm%,  globulin  4.0  gm%,  serum  electro- 
phoresis unremarkable,  urine  calcium  2 85 
mg/ 2 4 hours,  Ionizable  calcium  level:  unbound 
calcium  3.7  meq/L,  total  calcium  5.9  meq/L: 
percent  unbound  = 62%  of  total. 


Fig.  2.  Injection  of  the  right  subclavian  artery  showed  the 
lateral  displacement  of  the  caudal  loop  of  the  inferior 
thyroid  artery  and  the  proximal  loop  of  the  vertebral 
artery.  A “tumor  blush”  is  noted  in  the  area  of  the 
transverse  process  of  C7  and  Ti. 

■Upper  G.I.  series,  intravenous  pyelogram 
and  x-ray  of  the  hands  and  clavicles  were  neg- 
ative. The  spine  showed  arthritic  changes.  A 
selective  aortic  arch  injection  of  contrast  me- 
dium to  both  thyrocervical  trunks  revealed  a 
displacement  of  the  caudal  loop  of  the  riqht 
n erior  thyroid  artery  with  a “tumor  blush” 
consistent  with  a parathyroid  tumor.  A thy- 
roid scan  revealed  a “cold”  nodule  in  the  right 
lower  lobe.  The  I131  uptake  for  24  hours  and 
T3  resm  test  were  within  the  euthyroid  range. 

She  underwent  surgery  on  November  15, 
1971.  On  exploration  a 3.5  x 1.2  x 2.5  cm 
smooth,  reddish-brown  mass  was  found  in  the 
tracheo-esophageal  groove  producing  pressure 
on  the  inferior  portion  of  the  right  thyroid 
lobe  from  behind  upwards.  It  weighed  3.5 


gms.  Pathological  diagnosis  of  this  mass  was 
parathyroid  adenoma  composed  predominantly 
of  chief  cells  (Fig.  4).  Prior  to  removal  of  the 
mass  the  left  inferior  parathyroid  gland  was 
initially  biopsied  and  reported  as  normal.  The 
superior  parathyroid  glands  could  not  be 
found,  so  that  a right  total  thyroid  lobectomy 
was  carried  out  in  view  of  a “cold”  nodule  on 
scintiscan.  However,  the  entire  thyroid  tissue 
was  normal  on  microscopy  except  for  a normal 
parathyroid  gland  partially  embedded  within 
the  superior  pole.  Her  postoperative  course 
was  uneventful  with  the  return  of  serum  cal- 
cium and  phosphorus  to  normal  range  with 
gradual  disappearance  of  bone  pain. 


Fig.  3.  The  operative  field  showing  the  parathyroid  ade- 
noma to  displace  the  inferior  portion  of  the  right  thy- 
roid from  behind  upwards. 


Discussion 

A small  percentage  of  parathyroid  adenomas 
are  embedded  within  the  thyroid  gland.  The 
I131  thyroid  scan,  which  has  become  an  impor- 
tant diagnostic  tool  in  the  evaluation  of  thyroid 
disease,6  will  show  these  aberrant  tissues  as 
non-functioning  thyroid  nodules. 

As  in  this  patient,  when  the  clinical  history 
and  laboratory  findings  are  strongly  suggestive 
of  primary  hyperparathyroidism,  pre-operative 
localization  of  a parathyroid  adenoma  may  be 
very  helpful.  Only  about  5%  of  parathyroid 
adenomas  without  hypercalcemic  crisis  are 
palpable.7  There  is  no  absolute  single  test  or 
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procedure  to  localize  the  tumor.  The  para- 
thyroid scan  is  truly  experimental.8 

A selective  aortic  arch  arteriography  and 
I131  thyroid  scan  were  helpful  in  this  case.  The 
defect  on  the  scan  (Fig.  1)  which  coincided 
with  the  area  of  displacement  of  the  right 
inferior  thyroid  artery  plus  a tumor  blush  on 
arteriogram  (Fig.  2)  was  thought  preopera- 
tively  to  be  a separate  thyroid  nodule.  But 
microscopy  of  the  resected  right  thyroid  lobe 
revealed  normal  thyroid  tissue.  This  defect 
was  produced  by  the  parathyroid  adenoma 
which  pushed  the  inferior  portion  of  the  right 
thyroid  lobe  from  behind  upwards  (Fig.  3). 
This  makes  the  value  of  I131  thyroid  scan  more 
apparent  in  the  localization  not  only  of  an 
intrathyroid  but  also  of  an  extrathyroid  para- 
thyroid adenoma.  Newton  and  Eisenberg5 


have  cautioned  that  although  angiography  may 
demonstrate  a mass  closely  related  to  the  in- 
ferior thyroid  artery,  the  differential  diagnosis 
between  thyroid  and  parathyroid  masses  may 
be  impossible.  Obviously  the  ultimate  answer 
is  the  histologic  demonstration  of  the  lesion. 
In  this  patient,  we  found  all  but  the  left  su- 
perior parathyroid  gland.  Although  about  7% 
of  patients  with  primary  hyperparathyroidism 
have  more  than  one  parathyroid  adenoma8  the 
demonstration  of  two  normal  parathyroids  in 
our  case  is  definitely  in  favor  of  a single 
lesion. 

Summary 

A case  of  an  extrathyroid  parathyroid  ade- 
noma producing  a defect  on  I131  thyroid  scan  is 
reported. 


Fig.  4.  The  tumor  is  composed  of  chief  cells  arranged  in  solid  cords  and  pseudoacinar 
structures  supported  by  a delicate  fibrovascular  structure.  X 450. 


Volume  100,  July,  1973 


645 


References 

1.  Atti,  J.  N.,  Ectrin,  J.:  Khafif,  R.  S.,  and 

Dweck,  F.:  Parathyroid  Adenomas  Dis- 
covered Incidentally  During  Explorations 
of  the  Thyroid.  Am.  J.  Surg.  114:  538, 

1967. 

2.  Benua,  R.  S.:  Diagnostic  Nuclear  Medicine, 

Today  and  Tomorrow.  Med.  Cl.  N.A.  55: 
545,  1971. 

3.  Mailliard,  J.  A.:  Localization  of  a Parathy- 

roid by  I131  Scintiscan.  JAMA  204:  269, 

1968. 

4.  McCormack,  K.  R.:  An  Unusual  “Thyroid” 

Nodule  “Cold”  to  Scintiscan.  California 
Med.  103:  282,  1965. 


5.  Newton,  T.  H.,  and  Eisenberg,  E.:  Angi- 

ography of  Parathyroid  Adenomas.  Ra- 
diology 86:  843,  1966. 

6.  Quinn,  J.  L.,  and  Behinfar,  M.:  Radioisotope 

Scanning  of  the  Thyroid.  JAMA  199:  920, 
1967. 

7.  Schwartz,  S.  I.:  Chapter  37,  Prin.  Surg.  1286, 

1969. 

8.  Parathyroid  Diseases:  MGH  Case  Records 

(Case  19-1070)  New  England  J.  M.  1028, 

1970. 


102  Medical  Tower 
Norfolk , Virginia  23 SOI 


Simpler  Rabies  Vaccine  Successful 


Successful  human  test  of  a new  and  much 
safer  rabies  vaccine  is  reported  in  the  May 
21st  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  vaccine  uses  rabies  virus  grown  in  hu- 
man diploid  cell  cultures  rather  than  in  cul- 
tures of  duck  embryo,  the  common  source  of 
the  vaccine  now  in  general  use. 

Antibody  titers  (the  body’s  own  defense 
mechanism  against  the  rabies  virus)  after  two 
inoculations  of  the  new  vaccine  were  similar 
to  those  previously  reported  after  14  inocula- 
tions of  duck  embryo  vaccine.  Also,  only 
minimal  local  reactions  and  no  general  reac- 
tions to  the  new  vaccine  were  noted. 

The  new  vaccine  was  developed  at  the 
Wistar  Institute  of  Anatomy  and  Biology, 


World  Health  Organization,  International 
Reference  Center  for  Rabies,  in  Philadelphia. 
It  was  tested  on  16  volunteers  who  are  adult 
members  of  the  staff  of  the  Wistar  Institute. 
Authors  of  the  JAMA  report  are  Tadeusz  J. 
Wiktor,  DMV;  Stanley  A.  Plotkin,  M.D., 
and  Doris  W.  Grella. 

Additional  studies  are  now  under  way  at 
Wistar  to  determine  the  minimum  number  of 
inoculations  needed  to  produce  an  antibody 
response  in  100  per  cent  of  individuals,  and  to 
determine  the  proper  time  interval  between 
inoculations.  In  a more  recent  study,  100  per 
cent  response  was  achieved  with  three  doses 
of  human  cell  culture  vaccine  given  over  one 
week. 
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The  Association  of  Umbilical  Hernia  with 
Traumatic  Perforation  of  the  Intestine 


A case  of  intestinal  perforation 
associated  with  blunt  abdominal 
trauma  and  an  abdominal  wall 
hernia  other  than  in  the  inguinal 
region  is  presented.  This  case 
emphasizes  the  fact  that  abdom- 
inal trauma,  no  matter  how  slight, 
in  the  presence  of  a hernia,  um- 
bilical as  well  as  inguinal,  in  a 
male  or  female,  child  or  adult, 
must  alert  the  physician  to  con- 
sider possible  intestinal  perfora- 
tion whether  the  bowel  is  incar- 
cerated in  the  hernia  or  not. 

THE  REPORTED  CASES  of  intestinal  per- 
foration in  patients  with  hernias  who  in- 
curred blunt  abdominal  trauma  occurred  in 
the  presence  of  an  inguinal  hernia  in  middle- 
aged  to  elderly  males.  The  case  report  that 
follows  is  that  of  an  eight  year  old  female  with 
an  umbilical  hernia  who  sustained  blunt  ab- 
dominal trauma  requiring  surgery  to  repair  a 
perforation  of  the  jejunum. 

Case  Report 

OA  #207429:  An  eight  year  old  female  was 
admitted  from  the  Emergency  Room  of  Beth 
Israel  Medical  Center  four  hours  after  being 
struck  in  the  abdomen  by  the  bumper  of  an 

From  the  Department  of  Surgery,  Beth  Israel 
Medical  Center,  New  York,  New  York  10003. 


JOSEPH  A.  BONO,  M.D. 

MOSES  NUSSBAUM,  M.D. 

New  York,  New  York 

automobile.  There  was  no  history  of  uncon- 
sciousness. On  physical  examination,  the  ab- 
domen was  noted  to  be  diffusely  tender,  es- 
pecially in  the  area  of  the  umbilicus  where  a 
small  umbilical  defect  was  present  without 
overt  herniation.  There  was  no  hematoma, 
ecchymosis,  or  other  evidence  of  trauma  to 
the  abdominal  wall.  Bowel  sounds  were  hypo- 
active  and  an  x-ray  examination  revealed  nor- 
mal gas  pattern  with  no  free  gas  beneath  the 
diaphragm.  (The  hemoglobin  was  12.3  gms. 
per  100  cc.  and  the  white  blood  count  was 
18,000/mms  with  76  polys,  2 stabs,  22 
lymphs.)  An  intravenous  pyelogram  was  per- 
formed to  exclude  urinary  involvement  and 
was  reported  as  negative.  Paracentesis  was  per- 
formed and  neither  fluid  nor  blood  was  ob- 
tained. 

Exploratory  laparotomy  was  carried  out  six 
hours  after  trauma  as  the  patient’s  abdomen 
became  more  tender  during  this  period  of  ob- 
servation. The  exploration  revealed  20-30  cc. 
of  cloudy  fluid  in  the  peritoneal  cavity  and  a 
five  millimeter  perforation  of  the  jejunum 
with  mucosal  eversion  approximately  25  cms. 
from  the  ligament  of  Treitz  on  the  antimesen- 
teric  border.  Surrounding  the  perforation  was 
a three  millimeter  zone  of  contused  bowel.  The 
perforated  segment  of  bowel  was  located  near 
the  umbilical  defect  and  there  was  no  evidence 
of  previous  incarceration.  The  perforation 
was  plicated  in  two  layers  with  fine  silk  su- 
tures. The  umbilical  hernia  was  also  repaired. 
Postoperatively  the  patient  did  well  and  was 
discharged  nine  days  after  admission. 

Discussion 

Aird1  (1936)  presented  the  association  of 
traumatic  intestinal  perforation  with  an  in- 
guinal hernia  in  a patient  who  sustained  blunt 
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abdominal  trauma.  Bruce2  (1942)  collected 
93  cases,  reported  in  the  literature.  In  a re- 
view of  the  subject  by  H.  T.  John3  in  1960 
he  noted  35  cases  of  traumatic  intestinal 
rupture  associated  with  inguinal  hernia  sub- 
sequently reported.  4 ‘No  such  cases  have 
been  described  in  women”  and  “The  herniae 
were  all  inguinal.  . . The  commonest  site 
of  injury  has  been  the  antimesenteric  border 
of  the  ileum  with  concurrent  contusion  of  the 
bowel  wall. 

More  recently,  Vyas  et  al.5  reported  the  case 
of  a 13  year  old  boy  with  a congenital  right 
inguinal  hernia  who  experienced  blunt  abdom- 
inal trauma  and  a perforation  of  the  antimesen- 
teric border  of  the  ileum.  In  his  review  of 
the  literature  Vyas  also  states  that  “only  the 
inguinal  hernia  is  associated  with  perforation 
of  the  bowel”,  and  that  the  hernia  may  not  be 
“down”  at  the  time  of  injury,  although  the 
injured  loop  is  frequently  found  close  to  the 
inguinal  ring.  Our  case  of  an  eight  year  old 
girl  with  an  umbilical  hernia  supports  the 
observation  that  the  bowel  perforation  oc- 
curs near  the  hernial  ring,  and  enlarges  the 
scope  of  bowel  perforation  with  blunt  ab- 
dominal trauma  to  also  include  that  of  an  um- 
bilical rather  than  inguinal  hernia. 

The  mechanism  of  traumatic  perforation  of 
the  bowel  in  the  presence  of  a hernia  has 
been  variously  explained.1'4  Some  support  the 
theory  that  the  sudden  rise  in  endo- visceral 
pressure  as  a result  of  the  blunt  abdominal 
trauma  causes  a perforation  of  the  unsupported 
bowel  at  the  hernial  ring  (Fig.  1)  whereas  the 
equality  of  pressure  around  the  bowel  wall 
by  an  intact  abdominal  wall  in  a normal  indi- 
vidual supports  the  bowel  and  prevents  per- 
foration. (Fig.  2)  Others  contend  that  it  is 
the  sudden  rise  in  intra-abdominal  pressure, 
ind  not  the  change  of  pressure  within  the 
bowel  itself  (endovisceral)  which  causes  the 
yiscus  to  perforate.  A third  theory  proposes 
the  possibility  that  the  bowel  is  torn  when  it 
is  fixed  between  the  hernial  ring  and  the  ileo- 
cecal region  or  ligament  of  Treitz,  and  thus 
prevented  from  slipping  away  when  a force 
is  applied  to  the  abdomen. 


Although  the  purpose  of  this  paper  is  not 
to  present  a new  theory  of  mechanisms,  it 
does  add  several  new  aspects  to  be  considered 
in  the  association  of  a hernia  with  traumatic 


Fig.  1.  Blunt  abdominal  trauma  causes  a perforation  of 
unsupported  bowel  under  pressure  at  the  hernial  ring. 

perforation  of  the  intestine.  The  fact  that  our 
case  occurred  in  a female  who  was  only  eight 
years  old,  and  had  an  umbilical  hernia  rather 
than  an  inguinal  hernia,  which  showed  no  evi- 


Fig.  2.  Blunt  abdominal  trauma  causes  equally  distributed 
endovisceral  pressure  in  an  intact  abdominal  wall. 

dence  of  having  been  incarcerated,  heightens 
the  suspicion  with  which  the  surgeon  must 
consider  a person  with  a hernia  who  has  ex- 
perienced blunt  abdominal  trauma. 
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Cigarets  in  Fata!  Heart*  Attacks  Among  Women 


Heavy  cigaret  smoking  among  women  is 
blamed  for  a marked  increase  in  sudden  death 
from  coronary  heart  disease  among  the  fem- 
inine sex  in  a report  in  the  May  14th  issue  of 
the  Journal  of  the  American  Medical  Asso- 
ciation. 

The  report,  from  Brookdale  Hospital  Med- 
ical Center,  Brooklyn,  and  Westchester  Coun- 
ty Medical  Examiner’s  Office,  Valhalla,  N.Y., 
states  that  women  are  gaining  steadily  on  men 
in  frequency  of  sudden  death  from  heart 
attack. 

In  the  1950s  there  were  12  sudden  deaths 
in  men  from  coronary  heart  disease  (CHD) 
for  each  one  in  women.  In  the  late  1960s,  the 
ratio  had  dropped  to  four  to  one.  This  shift 
has  been  associated  with  an  increase  in  heavy 
cigaret  smoking  among  women. 

The  study  also  shows  that  heavy  cigaret 
smoking  may  cut  a woman’s  life  span  as  much 


as  19  years.  The  mean  age  for  women  dving 
suddenly  of  heart  attack  was  67  in  the  non- 
smoker,  55  in  the  light  smoker  and  48  in  the 
heavy  smoker. 

“The  finding  in  the  study  that  62  percent 
of  the  women  dying  suddenly  from  CHD 
were  heavy  cigaret  smokers,  as  compared  to 
only  28  per  cent  of  those  women  who  died 
suddenly  from  other  causes  appear  highly  sig- 
nificant.” 

Cigaret  smoking  is  more  lethal  for  women 
than  for  men  in  triggering  sudden  fatal  heart 
attacks.  Among  men  the  ratio  of  smokers  to 
nonsmokers  in  sudden  death  from  coronary 
heart  disease  is  three  to  one;  among  women  the 
ratio  jumps  to  nine  to  one, 

The  report  is  by  David  M.  Spain.  M.D..  of 
the  Brookdale  Hospital  Medical  Center,  and 
Henry  Siegel,  M.D.,  and  Victoria  A.  Bardess, 
M.D.,  of  the  Westchester  County  Medical  Ex- 
aminer’s Office. 
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Letters  to  the  Editor . . . . 


Accelerated  Medical  Education 

This  is  to  call  your  attention  to  a major  error 
of  fact  that  appeared  on  pages  329  and  330  of 
the  April,  1973  issue  of  the  Virginia  Medical 
Monthly  in  the  article  by  Dr.  William  H. 
Young  on  “Accelerated  Medical  Education: 
Some  Popular  Attitudes.” 

The  gross  discrepancy  between  Professor 
Young’s  figures  and  the  true  statistics  on  phy- 
sician activity  is  shown  by  the  table  below 
which  compares  his  data  with  that  of  the 
American  Medical  Association  survey  of  the 
“Distribution  of  Physicians  in  the  U.S.,  1971”. 

PRIMARY  ACTIVITIES  OF  U.S. 

PHYSICIAN  MANPOWER,  1971 

Proportion  of  Physicians 
Incorrect  Data  Correct  Data 
Primary  Activity  per  W.  H.  Young  per  AM  A Survey* 


Active  Practice  (i.e. 


patient  care) 

50% 

90% 

Research 

25% 

3% 

Administration 

25% 

4% 

Medical  Teaching 

— 

2% 

Other 

— 

l°/o 

Total 

100% 

100% 

Whereas  Dr.  Young  suggests  that  only  half 
of  today’s  doctors  are  in  active  practice,  the 
true  situation  is  in  the  neighborhood  of  90  per- 
cent. Similarly,  where  he  indicates  that  the 
remaining  half  of  physicians  are  in  research 
and  administration,  the  actual  proportion  is 
only  7 percent. 

In  view  of  the  significance  of  these  data  to 
public  understanding  of  patient  care  and  of 
medical  education,  it  would  be  greatly  appre- 
ciated if  this  letter  or  some  other  means  of 
correcting  these  gross  errors  could  be  included 

* As  of  December  31,  1971  per  pages  2 and  3 
of  “Distribution  of  Physicians  in  the  U.S.,  1971” 
by  AMA  Center  for  Health  Services  Research 
and  Development. 


in  a future  edition  of  your  Journal.  Other  rea- 
sons for  our  strong  interest  in  having  this  mat- 
ter corrected  include:  (a)  the  fact  that  the 

meeting  where  the  talk  was  presented  was 
sponsored  by  our  Association  and  (b)  the 
errors  in  question  were  called  publicly  to  the 
attention  of  Dr.  Young  during  the  discussion 
of  his  paper. 

Davis  G.  Johnson,  Ph.D. 

Director,  Division  of  Student  Affairs, 

Association  of  American  Medical  Colleges 

Suite  200,  One  Dupont  Circle,  N.  W. 

Washington,  D.C.  20036 


The  article,  “Accelerated  Medical  Educa- 
tion” by  William  H.  Young  in  the  April  1973 
Virginia  Medical  Monthly  makes  a number 
of  suggestions  concerning  changes  in  the  pat- 
tern of  medical  education.  The  observations 
are  primarily  philosophic,  and  I do  not  care 
to  disagree  with  another’s  personal  philosophy. 

Some  assumptions,  however,  appear  to  be 
based  on  the  statement— “graduating  medical 
students  go  in  one  of  three  directions:  about 
50  percent  go  into  active  practice;  about  25 
percent  go  into  research,  be  it  university,  gov- 
ernmental, pharmaceutical,  or  whatever;  and 
about  25  percent  go  into  administration,  usual- 
ly hospital,  university,  or  government.” 

This  ancient  canard  seems  to  die  hard.  There 
are,  however,  many  sources  of  accurate  data. 
To  cite  only  one:  Held,  Philip  J.,  “The  Migra- 
tion of  1955-1965  Graduates  of  American 
Medical  Schools”,  University  of  California, 
1973,  p.  9.  Of  all  living  graduates  for  these 
years,  2.6  percent  are  not  in  medicine,  3.1  per- 
cent are  in  administration,  and  5.9  percent  in 
research.  The  remainder,  88.4  percent,  are  in- 
volved in  direct  patient  care,  as  practitioners 
(77  percent),  residents  (8  percent),  or  teach- 
ers (3  percent).  Of  the  total,  excluding  resi- 
dents, less  than  10  percent  are  associated  with 
Universities,  and  less  than  10  percent  with  the 
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Armed  Forces,  VA,  or  other  agencies  of  the 
federal  government. 

Warren  H.  Pearse,  M.D.,  Dean , 
Medical  College  of  Virginia 

Reevaluation  and  Recertification 

The  warm,  clear  breezes  are  blowing  recer- 
tification and  reevaluation  for  physicians  in 
America  today.  The  ideas  have  much  merit, 
with  the  rapidity  of  change  in  American  med- 
icine. Equally,  it  has  become  apparent  that 
physicians  are  not  carrying  the  total  burden 
of  medicine  on  their  shoulders  because  many 
allied  medical  people  are  deeply  involved  in 
patient  care. 

Consequently,  the  proposal  of  reevaluation 
and  recertification  appropriately  applies  to  all 
allied  fields  or  else  they  too  may  become  out- 
dated. These  fields  of  endeavor  include  nurs- 
ing (all  degrees),  technicians  (all  categories), 
and  hospital  administration  (all  areas).  Def- 
initely, all  allied,  paramedical,  and  auxiliary 
medical  personnel  should  be  included  in  this 
necessary  reevaluation  and  recertification. 

The  renewing  head  of  the  medical  patient 
will  need  a body  that  is  new  and  capable  of 
keeping  up,  absorbing,  and  utilizing  the  good 
changes  of  need,  in  medicine  today. 

In  a true  sense,  this  is  a direct  challenge  to 
all  who  engage  directly  or  indirectly  in  patient 
care.  If  we  are  to  give  the  patient  the  best 
we  have,  then  all  involved  must  have  equal 
opportunity  in  this  splendid  idea  of  reevalua- 
tion and  recertification. 


The  need  is  real  and  manifests  itself  in  mul- 
titudinous examples  in  all  fields  and  areas  of 
medicine.  To  progress  in  one  area  of  medi- 
cine and  not  in  all  phases  will  create  inequity, 
particularly  to  the  suffering  patient. 

L.  P.  Hyde,  M.D. 


506  N.  Jeffersoti  Avenue 
Pulaski,  Virginia 

Praises  Virginia  Medical  Monthly 

In  looking  at  the  cover  of  the  May,  1973, 
issue  of  the  Virginia  Medical  Monthly,  Vol- 
ume 100,  I am  reminded  again  of  the  fine 
Journal  which  it  is. 

It  brought  to  my  mind  that  I have  taken 
this  Journal  since  1911  or  1916  (I  do  not  re- 
member which  year— anyway  it  would  prob- 
ably be  before  your  time)  off  and  on. 

What  I want  to  emphasize  is  the  superior 
quality  of  a medical  journal  which  is  wrapped 
up  in  this  Virginia  Medical  Monthly. 

I do  hope  if  you  ever  come  to  Birmingham 
that  you  will  drop  in  and  see  us  and  again 
congratulating  you  on  your  fine  Journal  which 
you  are  putting  out,  I am 

Most  cordially  yours, 
Gilbert  F.  Douglas,  M.D. 

The  Douglas  Clinic 
1923  Fourteenth  Ave.  South 
Birmingham , Ala.  23205 
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Regionalization  of  Health  Services 

The  importance  to  Virginia  of  its  rural  pop- 
ulation was  exemplified  by  the  action  of  the 
1968  General  Assembly  that  established  the 
Rural  Affairs  Study  Commission,  The  Com- 
mission was  directed  to  study  and  report  on 
the  best  ways  and  means  to  utilize  existing 
rural  resources  and  to  develop  facilities  in  rural 
areas  to  support  industry  and  an  expanded 
share  of  the  State's  growing  population.  An 
integral  part  of  this  study  was  directed  toward 
the  problem  of  providing  better  health  care 
for  rural  Virginians. 

As  requested  by  the  Rural  Affairs  Study 
Commission,  the  State  Health  Department 
worked  with  the  mdeical  profession  and  other 
interested  groups  to  develop  a rural  health 
services  plan  using  the  State  planning  districts 
as  the  basic  health  regions.  The  office  of  Com- 
prehensive Health  Planning  was  designated  to 
coordinate  the  reDort  on  behalf  of  the  State 

.L 

Health  Department.  The  medical  and  dental 
societies  appointed  ad  hoc  committees,  both 
of  which  were  very  helpful  in  arriving  at  the 
final  recommendations.  A number  of  sugges- 
tions were  made,  including  a major  one  that 
the  nascent  planning  activities  in  Virginia  be 
strengthened  and  extended.  This  recommen- 
dation is  discussed  briefly  below. 

The  Rural  Affairs  Study  Commission  itself 
realized  that  every  community  in  Virginia  can- 
not support  a hospital  or  a complete  team  of 
medical  specialists  equipped  to  diagnose  and 
direct  treatment  for  all  illnesses.  As  the  Com- 
mission pointed  out,  the  problem  requires: 

“health  resource  management,  including 
use  of  health  manpower,  organization  of 
facilities,  and  financing  of  the  health  de- 
livery system.” 

A pattern  of  regionalization  of  health  care 
was  proposed  as  probably  the  best  and  most 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

equitable  way  to  distribute  Virginia’s  health 
resources  in  such  a manner  that  both  rural  and 
urban  citizens  would  have  access  to  the  various 
levels  of  care.  Different  patients  require  dif- 
ferent kinds  of  care  at  different  points  and 
times  in  the  natural  history  of  the  diseases  and 
disabilities  from  which  they  might  suffer.  The 
regionalization  concept  provides  for  a network 
of  health  facilities  and  services  which  differ 
in  gradation  of  specialization.  The  more  dif- 
ficult the  diagnosis  or  complex  the  disease,  the 
further  up  the  ladder  of  specialization  the  par- 
ticular patient  would  need  to  “climb”  to  ob- 
tain the  care  required. 

The  Commission’s  brief  description  of  the 
regionalization  concept  is  so  clear  and  concise 
that  it  may  be  quoted  (slightly  edited) : 

“The  Commission  desires  to  see  the  health 
care  delivery  system— the  complex  of  pri- 
vate and  public  health  and  medical  services 
and  personnel  within  Virginia— developed 
cooperatively  with  local  and  areawide  sup- 
port, until  an  effective  system  of  facilities 
and  services  is  created.  Such  a system  would 
be  expected  to  have  four  levels  of  services. 
At  the  community  level  would  be  a health 
center,  often  called  a Health  Outreach  Clin- 
ic or  HOC,  staffed  by  general  practitioners 
or  physicians  engaged  in  family  practice, 
together  with  qualified  assistants.  At  the 
area  level  would  be  hospitals  for  less  com- 
plicated cases.  At  the  regional  (interme- 
diate) level  would  be  hospitals  located  in 
the  major  municipalities,  usually  places  with 
over  100,000  population.  At  the  State  level, 
(there  might  ultimately  be  about  five  re- 
gionalization systems,  each  associated  with 
a medical  school,  or  a large  hospital  such  as 
would  be  found  in  a medical  school  com- 
plex). Through  this  four  level  system,  the 
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Commission  believes  that  rural  areas  of  Vir- 
ginia will  achieve  equality  of  access  to  a 
reasonable  and  acceptable  quality  of  health 
care  services.  These  services  should  be  sup- 
plied by  private  effort,  if  possible,  by  private 
and  public  effort  when  necessary,  or  by 


public  effort  alone  when  other  means  are 
not  practical.” 

Regionalization  Pattern: 

The  regionalization  pattern  is  depicted  in 
the  following  chart: 


REGIONALIZATION  PATTERN 
For  the  Delivery  of  Health  Services  in  an  Area 


1 

2 

3 

4 

5 

OUTPOST 

OR 

OUTREACH 

DOCTOR’S 

OFFICE 

OR 

POLYCLINIC 

COMMUNITY 

HOSPITAL 

INTERMEDIATE 

REFERRAL 

HOSPITAL 

REGIONAL 

BASE 

HOSPITAL 

Primary  Health 
Center 

Secondary  Health 
Center 

No  Beds 
Physician’s 
Assistant 

No  Beds 
F amily 
Practitioner 

50-200  Beds 
2-5  Major 
Specialists 

201-400  Beds 
8-12 

Specialties 

401-700  + Beds 
Full  Range 
of 

Specialties 


NOTE:  As  the  degree  of  complexity  increases  from  1 to  5,  the  service  characteristics  of  the  preceding  area  are  re- 
tained for  the  benefit  of  residents  living  near  the  more  complex  facilities. 


"Tennis  Toe"  Is  New  Health  Problem 


Weekend  athletes  now  have  another  med- 
ical problem  to  worry  about— tennis  toe. 

Tennis  elbow  has  long  been  known  to  be  a 
vocational  hazard  of  tennis  players.  It’s  simi- 
lar to  pitcher’s  elbow  in  baseball. 

And  now  comes  tennis  toe,  mentioned  in  a 
report  in  the  June  issue  of  Archives  of  Derma- 
tology, a publication  of  the  American  Medical 
Association. 

Richard  C.  Gibbs,  M.D.,  of  New  York, 
reports: 

“For  the  past  few  years  I have  been  im- 


pressed by  the  number  of  tennis  players  who 
complain  of  pain  in  one  or  more  of  their  toes. 
The  pain  is  associated  with  the  appearance 
of  hemorrhage  beneath  their  toenails.  The  toe 
affected  is  that  which  extends  furthest.” 

Sometimes  this  is  the  big  toe,  sometimes  the 
second  toe,  sometimes  both  extend  about  the 
same. 

“The  explanation  I have  always  held  for 
tennis  toe  is  that  in  tennis  one  is  frequently 
stopping  abruptly  and  the  forward  motion  of 
the  body  propels  the  toes  into  the  box  toe 
and  tip  of  the  sneakers.” 
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Medicare— Part  B 


CURTIS  J.  KELLY,  JD. 


Reasonable  Charge 

Currently  Part  B of  Medicare  is  paying 
claims  based  on  1971  charging  patterns  as 
modified  by  the  President’s  Phase  II  regula- 
tions. Later  this  year  we  expect  to  be  in- 
structed to  consider  physicians’  bills  for  pay- 
ment based  on  1972  charging  patterns  modi- 
fied by  the  President’s  Phase  III  Program. 

Regulations  instruct  the  carrier  to  consider 
the  reasonable  charge  for  payment  and  we  are 
provided  with  two  criteria  to  use  in  determin- 
ing the  “reasonable  charge”.  The  two  criteria 
set  out  in  the  Law  (P.  L.  89-97)  are:  (a) 

The  customary  charge  generally  made  by  the 
physician  or  other  person  furnishing  the  serv- 
ices, and  (b)  The  prevailing  charge  in  the 
locality  for  similar  services. 

To  compute  the  individual  physician’s  “cus- 
tomary charge”  each  service  is  coded  and  the 
code,  the  charge,  together  with  the  physician’s 
identity  is  stored  in  a computer  memory  bank. 
When  the  new  profile  is  to  be  constructed,  all 
charge  data  is  recalled  and  arrayed  and  the 
median  charge  for  each  procedure  calculated. 
This  becomes  the  physician’s  customary 
charge. 

Example  using  routine  office  visit: 

Physician  “A”  had 

200  routine  office  visits  charged  at  $10.00 
250  routine  office  visits  charged  at  8.00 
199  routine  office  visits  charged  at  7.00 

649  Total 

The  “median”  is  the  325th  visit  and  the  phy- 
sician’s customary  charge  is  $8.00  for  a routine 
office  visit. 

The  “prevailing  charges”  are  those  which  fall 
within  the  range  of  charges  that  are  most  fre- 
quently and  widely  used  in  a locality  for  a 
particular  procedure  or  service.  In  establishing 
the  prevailing  charge  for  a specific  procedure, 
the  customary  charges  within  broad  specialty 
groupings  are  compared.  Surgical  specialists 


are  compared  with  surgical  specialists;  non- 
surgical  specialist’s  charges  are  compared,  etc. 
Charge  comparisons  within  these  groupings 
are  on  a geographic  basis  and  Virginia  is  di- 
vided into  three  areas  or  localities  for  this 
purpose. 

To  establish  the  prevailing  charge  for  a 
given  procedure,  the  customary  charge  is  listed 
and  opposite  each  customary  charge  is  indi- 
cated the  total  number  of  services  rendered  by 
physicians  within  the  specialty  grouping  (in 
the  same  geographic  area)  having  the  same 
customary  charge. 

Example: 

Physicians  having  same 
customary  charge  of 
(for  a specific  service) 

$10.00 

8.00 

5.00 

4.00 

3.00 

Total  4790  of  the 

same  service 


Number  of  services  rendered 
by  physicians  having  the 
same  customary  charge 

500 

1800 

1290 

1000 

200 


The  75th  percentile  of  the  total  times  the  serv- 
ice was  rendered  is  defined  as  the  prevailing 
charge.  (75  X 4790  = 3592nd  service)  Count- 
ing the  number  of  services  from  the  lowest 
dollar  amount  charged  to  the  3592nd  service, 
the  prevailing  is  established  as  $8.00. 

We  are  instructed  to  compare  the  physi- 
cian’s customary  charge  with  the  prevailing 
charge  and  if  a difference  exists  to  consider 
the  lesser  amount  for  payment. 


Example: 


Dr.  Charges  His  Customary  Prevailing  Medicare  considers 

for  payment 


$ 10.00  $ 8.00 

4.00  4.00 

5.00  7.00 

$750.00  $750.00 


$ 12.00  $ 8.00 

6.00  4.00 

9.00  5.00 

$500.00  $500.00 
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The  President’s  Phase  II  program  established 
calendar  year  1970  customary  and  prevailing 
charges  as  the  base  date.  1971  customary  and 
prevailing  data  was  compared  with  1970  data 
and  where  an  increase  was  noted,  we  were  in- 
structed to  consider  40%  of  the  increase. 

Example: 

1970  Customary  1971  Customary  Phase  II  adjusted 
Charge  Charge  customary  charge 

$8.00  $10.00  40%  of  $2.00  = 80^ 

or  $8.80 

Phase  III  implementation  continues  to  desig- 
nate 1970  customary  and  prevailing  charges  as 


the  base  data.  We  expect  to  be  instructed  to 
recognize  55%  of  the  difference  in  1970  and 
1972  customary  and  prevailing  charges. 

Example: 

1970  Customaryl972  Customary  Phase  III  adjusted 
Charge  Charge  customary  charge 

$8.00  $11.00  55%  of  $3.00  = $1.65 

or  $9.65 

In  both  Phase  II  and  Phase  III  the  adjusted  cus- 
tomary charge  would  be  compared  to  the  ad- 
justed prevailing  charge  and  if  a difference  is 
found  to  exist,  Medicare  is  instructed  to  con- 
sider the  lesser  amount  for  payment. 


Better  Health  Care  of  Poor 


New  and  modern  approaches  to  improved 
delivery  of  health  care  to  the  poor,  to  opera- 
tion of  “free”  health  clinics,  and  to  extending 
care  through  greater  use  of  allied  health  work- 
ers are  set  down  in  three  new  publications  of 
the  American  Medical  Association. 

“Progress  Report  of  the  AM  A Committee 
on  Health  Care  of  the  Poor”  points  out  that 
health  problems  of  the  poor  must  be  ap- 
proached in  terms  of  the  other  contributing 
factors— poor  housing,  malnutrition,  unem- 
ployment and  insufficient  education.  The  cul- 
tural variations  among  minority  segments  must 
be  understood  to  reach  these  people  with  health 
care  programs. 

Another  pamphlet,  “Statement  on  Free  Clin- 
ics,” urges  organized  medicine  at  national,  state 
and  local  levels  to  continue  to  provide  assist- 
ance and  work  to  improve  the  quality  of  care 
in  such  clinics.  Free  clinics  are  grouped  into 
three  general  types:  “hippie,”  “neighborhood,” 
and  “youth,”  the  publication  says.  Sometimes 
the  clinic  is  a combination  of  these  forms. 


The  clinics  are  free  in  the  sense  that  all  pa- 
tients are  treated,  regardless  of  ability  to  pay. 
Many  of  the  clinics  ask  for  voluntary  dona- 
tions. Some  are  well  staffed  and  equipped  to 
provide  good  service,  while  others  are  in- 
adequate. 

A third  publication,  “Statement  on  Health 
Outreach,”  deals  with  use  of  health  care  peo- 
ple other  than  physicians.  The  health  outreach 
worker  is  known  by  many  titles,  such  as  health 
aide,  health  advocate,  community  aide,  com- 
munity representative,  health  agent,  family 
health  worker,  health  street  worker  and  om- 
budsman. His  function  is  to  help  bridge  the 
cultural  gap  between  patients,  professional  staff 
and  the  community;  to  improve  communica- 
tions between  these  groups;  and  to  assist  in 
effective  delivery  of  health  care  to  patients 
and  their  families. 

The  pamphlets  are  available  without  charge 
from  the  Department  of  Community  Health, 
American  Medical  Association,  535  N.  Dear- 
born St.,  Chicago,  111.  60611. 
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Woman  s Auxiliary 


President Mrs.  William  J.  Reardon 

President-Elect. . .Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice-President Mrs.  William  Gordge 

2nd  Vice-President. .....  .Mrs.  Wallace  Baker 

3rd  Vice-President Mrs.  M.  Pinson  Neal,  Jr. 

Corresponding  Secretary . Mrs.  Hans  Klapproth 

Recording  Secretary Mrs.  Richard  Clark 

Treasurer Mrs.  Harold  Williams 

Directors Mrs.  David  B.  Hill 

Mrs.  Reuben  F.  Simms 
Mrs.  Joseph  M.  Straughan 

Inviting  You  to: 

Meet  interesting  people  at  the  Medical  Aux- 
iliary meeting— 

Along  with  coffee  and  cake?  Sometimes. 
(Why  not?) 

Along  with  problem  solving  programs? 
Usually. 

Along  with  significant  discussions?  Most 
of  the  time. 

Along  with  deep  concern  for  children  and 
youth?  Always. 

Meet  action-minded  people  at  the  Medical 
Auxiliary- 

Volunteers  responsible  for  Community 
Service  and  Health  Education  Programs. 

Informed  members  involved  in  Legisla- 
tive Effort  Group  System  (LEGS)  to  as- 
sist the  Medical  Profession. 

Fund  and  fun  raisers  who  support  the 
Medical  Education  Fund  for  Medical 
Schools  and  the  Student  Loan  Guarantee 
Fund. 

Friends  coordinating  International  Health 
Activities. 

Feel  at  home  in  the  Medical  Auxiliary— 

Because  you  are  an  interesting  person 
yourself. 

Because  you  are  an  action-minded  person. 
Because  you  know  it  takes  human  co- 
operation to  solve  human  problems. 

Because  you  and  the  Auxiliary  need  each 
other. 


JOIN  TODAY!  Are  you  already  an 
Auxiliary  member?  Pass  the  message  on  to 
someone  who  isn’t. 

The  Woman's  Auxiliary  to  the  Medical  So- 
ciety of  Virginia  Inviting  You  to:  uBe  Com- 
mitted—Be  Involved— You'll  Like  It!" 

Virginia  Fletcher 
Membership  Chairman 

Don't  "X"  Yourself  Out 

XVXN  THOUGH  my  typxwritxr  is  an 
old  modxl,  it  works  quitx  wxll  xxcxpt  for  onx 
of  thx  kxys.  I havx  wishxd  many  timxs  t 
that  it  workxd  pxrfxctly.  It  is  trux  thxrx  arx 
f orty-sxvxn  kxys  that  function  wxll  xnough, 
but  just  onx  not  working  makxs  this  diffxr- 
xncx. 

Somxtimxs  it  sxxms  to  mx  that  our  Auxiliary 
is  somxwhat  likx  my  typxwritxr— not  all  thx 
kxys  arx  working  propxrly.  You  may  say  to 
yoursxlf,  “Wxll,  I am  only  onx  pxrson.  I won’t 
makx  or  brxak  thx  Auxiliary”.  But  it  doxs 
makx  a diffxrxncx,  bxcausx  an  Auxiliary  to  bx 
xffxctivx  nxxds  thx  activx  participation  of  xvxry 
pxrson.  So  thx  nxxt  timx  you  think  you  arx 
only  onx  pxrson  and  that  your  xfforts  arx  not 
nxxdxd,  rxmxmbxr  my  typxwritxr  and  say  to 
yoursxlf,  “I  am  a kxy  pxrson  in  thx  Auxiliary, 
and  I am  vxry  much  nxxdxd.” 

Virginia  Fletcher 
Membership  Chairman 


Prince  William  County  is  in  the  process  of 
forming  an  Auxiliary.  On  April  10th  Presi- 
dent Kay  Reardon,  Vice-president  Virginia 
Fletcher  and  Corresponding  Secretary  Betty 
Klapproth  attended  a coffee  to  meet  with  some 
of  the  Prince  William  County  women.  Sev- 
enteen women  attended  the  coffee  and  signed 
up  to  join. 

Virginia  now  has  over  1,700  members. 
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Editorial 


Ecology  and  Human  Health 

THE  TOPIC  OF  ECOLOGY  and  human  health  would  seem  at  first  glance 
to  be  non-controversial.  After  all,  in  the  present  day  thinking,  it  would 
appear  obvious  that  whatever  is  good  for  ecology  is  good  for  human  health. 
On  second  thought,  two  basic  questions  are  raised: 

1.  Is  health  concern  the  same  as  ecological  concern. 

2.  Does  ecological  pollution  always  cause  a health  hazard. 

Further  study  of  these  basic  questions  causes  us  to  conclude  that  far  from 
being  complimentary,  ecological  interests  and  health  interests  may  be  antago- 
nistic. As  we  evaluate  health  effects  of  many  substances,  it  becomes  most 
difficult  to  appraise  the  validity  of  interpolations  and  inferences  drawn  from 
animal  experimentation,  especially  in  applying  these  results  to  human  car- 
cinogenicity and  mutagenicity.  Another  great  difficulty  we  face  today  is 
in  approaching  the  problems  of  ecological  balance  and  pollution  in  a rational 
and  dispassionate  manner.  We  have  become  embroiled  in  advocacy  and  par- 
tisanship and  have  abdicated  our  scientific  expertise  to  the  politicians. 

What  then  are  some  of  our  great  problems  affecting  both  health  and  ecol- 
ogy? DDT  is  probably  a prime  example,  where  after  thorough  hearings 
the  hearing  examiners  findings  were  rejected  by  the  EPA,  and  DDT  is  now 
in  the  process  of  being  banned  in  the  United  States.  At  the  same  time  it  was 
admitted  that  the  “acceptable  substitutes”,  such  as  parathion  and  malathion, 
are  extremely  dangerous  in  the  hands  of  the  unskilled  applicator,  and  that 
fatal  accidents  might  happen  even  if  properly  applied.  Thus  the  substitute 
is  known  to  be  hazardous  to  human  health,  while  the  initial  “culprit”— DDT— 
has  not  been  shown  to  be  dangerous  to  humans.  We  must  also  consider  the 
effect  of  the  removal  of  pesticides  and  fertilizers  on  food  production  and 
public  health.  As  one  of  my  colleagues  stated  at  a recent  meeting  on  the 
use  of  pesticides,  “we  may  soon  return  to  the  flyswatter  and  cheesecloth  as 
the  only  acceptable  means  of  pest  and  disease  control.”  Another  health  effect 
of  pollution  control  which  is  just  now  beginning  to  surface  is  the  “stalling” 
of  automobiles  due  to  the  air  pollution  devices  now  mandatory  on  new 
automobiles.  While  nobody  can  challenge  the  need  for  some  emission  con- 
trols, it  seems  that  more  and  more  accidents  are  caused  by  stalling  of  auto- 
mobiles in  traffic,  thus  raising  a question  of  a completely  new  “health  effect” 
of  pollution  control. 

We  are  all  familiar  with  the  general  concern,  sometimes  bordering  on 
hysteria,  with  certain  food  additives.  There  appears  to  be  very  little  doubt 
that  DES  (Diethylstilbesterol),  when  properly  applied,  improves  the  meat 
production  in  beef.  It  is  very  doubtful  that  the  evidence  linking  DES  to 
cervical  and  vaginal  cancer  in  young  women  is  reasonable  or  conclusive  at 
the  present  time.  However  even  if  that  evidence  became  definite,  there  is 
no  question  that  DES  in  trace  doses,  such  as  one  part  per  billion  in  beef  liver, 
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is  not  an  effective  carcinogen,  and  this  has  been  admitted  by  the  FDA.  Yet 
the  spectre  of  “cancer”  and  the  power  of  the  Delaney  clause  are  strong  enough 
to  cause  federal  action  which  will  substantially  affect  the  production  and 
price  of  beef.  While  “saving”  some  from  a faintly  remote  chance  of  cancer 
of  the  vagina  or  cervix,  if  the  individual  ingested  five  thousand  pounds  of 
beef  liver,  we  deprive  a large  number  of  poorer  citizens  of  beef,  because  of 
decreased  production  and  increased  prices.  Other  substances  which  may  be 
banned  on  rather  flimsy  grounds  despite  their  value  to  humans  include 
cyclamates,  certain  essential  fungicides  which  produce  ethyl  thiourea  at  some 
stage  of  their  breakdown  process  and  many  antiseptic  agents. 

In  approaching  some  of  the  health  questions  we  always  appear  to  base 
our  thinking  on  the  “status  quo”.  This  ignores  certain  facts,  which  include: 

1.  Dynamic  changes  in  the  natural  environment 

2.  Adaptability  of  strains  and  species 

3.  Darwinian  concepts  of  survival. 

Historically,  the  basic  philosophical  and  ethical  approaches  in  medicine 
have  been  based  on  saving  and  preserving  life  at  all  costs.  Some  of  our  pres- 
ent day  thinkers  have  introduced  the  concepts  of  “overpopulation”  and 
“overcrowding”,  thus  creating  a paradox  and  conflict:  population  control 
vs.  improved  medical  care  and  public  health.  What  then  is  the  role  of  the 
health  specialist  in  environmental  quality  improvement,  keeping  in  mind  the 
various  pressures  from  the  frequently  conflicting  public  and  emotional 
sectors? 

Certain  facts  can  be  stated: 

1.  The  United  States  is  not  now  overpopulated. 

2.  Pollution  due  to  DDT  has  not  been  a human  health  danger. 

3.  Nitrates,  nitrites,  cadmium  in  the  usual  concentrations  encountered  in 
the  environment  are  not  at  present  knowledge  dangerous  to  humans. 

4.  Industrial  pollution  is  a health  hazard. 

5.  Solid  waste  disposal,  water  pollution  and  littering  are  major  problems. 

6.  Pesticide  residuals  and  disposal  of  pesticide  containers  are  of  major 
health  import. 

Assuming  some  of  the  above  statements,  what  should  then  be  the  deciding 
factor,  or  factors,  in  dealing  with  pollutants? 

1.  Human  Health 

2.  Animal  Health 

3.  Esthetics 

4.  Recreational 

5.  Activist  pressure 

6.  Political  expediency. 

Some  answers  are  quite  simple,  while  others  are  complicated. 

The  simple  solutions  include: 

1.  Avoid  overuse  of  any  substance,  i.e.,  seek  maximal  response  with  min- 
imal dosage,  avoid  “overkill”.  This  principle  should  be  especially  ap- 
plied to  additives,  pesticides  and  fertilizers. 
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2.  Proper  industrial  pollution  safety  standards,  based  on  reasonable  risk- 
benefit  factors,  should  apply  to  air,  water  and  surface  areas. 

3.  Generation  of  clean  power.  This  would  involve  the  quieting  of  the 
hysterical  response  to  the  production  of  atomic  power  as  well  as  im- 
provement of  hydro-electric  efficiency,  in  co-ordination  with  flood 
control,  water  supply,  sewage  disposal  and  power  generation. 

The  more  complicated  problems  and  some  of  their  partial  solutions  are 
among  others: 

1.  Solid  waste  disposal:  Compacting,  burning  at  very  high  temperatures, 
sanitary  land-fills,  dumping  in  ocean  waters,  recycling  have  been  used 
to  a moderate  degree  of  success.  Solid  waste  disposal  is  probably  our 
“number  one”  problem. 

2.  Sewage  disposal  can  be  accomplished  up  to  and  including  tertiary  treat- 
ment. The  only  hangup  is  expense. 

3.  Clean  water  production.  This  is  partially  dependent  on  some  of  the 
other  solutions  already  enumerated  above.  Other  modalities  include 
desalinization,  impoundment  of  water  and  recycling. 

4.  Clean  air,  here  we  must  set  flexible  standards  depending  on  climatic 
and  environmental  conditions. 

5.  Carcinogenesis  and  mutagenesis— our  solutions  here  must  be  based  on 
human  health  experience,  not  on  experimental  animal  data.  Population 
studies,  including  comparative  groups  and  controls  must  be  used  to 
arrive  at  an  acceptable  risk  benefit  standard. 

The  above  discussion  has  presented  a brief  outline  of  the  problems  affect- 
ing the  concerned  physician,  health  specialist  and  environmental  scientist. 
It  is  hoped  to  stimulate  a more  rational  approach  to  some  very  emotional 
topics. 

W.  L.  Weyl,  M.D. 


"The  Waltons"  and  Medicine 

"THE  WALTONS”  appears  on  television  in  this  area  every  Thursday 
I night  and  is  viewed  by  a constantly  increasing  audience.  The  program 
is  remarkable  in  a number  of  ways.  At  the  beginning,  critics  were  confident 
that  the  essential  decency  of  the  weekly  plots  would  doom  it  for  an  Ameri- 
can audience,  yet  like  the  humble  bumble  bee  whose  wings,  aerodynamically 
speaking,  are  too  short  to  permit  it  to  become  airborne,  “The  Waltons”  con- 
tinue to  rise  each  month  in  the  TV  ratings  and  is  now  termed  “the  sensation 
of  the  year”.  The  ultimate  in  TV  acclaim  was  received  this  May  when  six 
Emmys  were  given  “The  Waltons”  at  the  25  th  Television  Academy  Awards. 
A recent  mention  in  the  Richmond  News  Leader  stated  “the  program  . . . 
(is)  a total  relief  from  the  cynical  exploitation  of  baser  human  actions  that 
too  often  is  passed  off  as  ‘art’  in  today’s  media  of  communications.” 

By  now  most  of  the  readers  of  the  Virginia  Medical  Monthly  are  aware 
that  the  era  depicted  in  “The  Waltons”  was  that  of  the  Great  Depression  and 
the  setting  was  Nelson  County  near  Schuyler.  Actually  the  scenes  are 
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filmed  in  California  with  the  coastal  range  as  a back-drop  which  proves  that 
the  western  mountains  are  almost,  but  not  quite,  as  beautiful  as  our  more 
ancient  Blue  Ridge.  The  author,  Earl  Hamner,  Jr.,  knows  his  Virginia 
countryside  well  for  he  was  born  and  raised  in  the  house  that  is  depicted  on 
the  screen,  albeit  the  original  is  not  as  large  as  the  California  version  of  the 
Walton  homeplace.  His  mother  continues  to  live  there.  The  Schuyler  post 
office  and  the  general  store  come  through  clearly  each  week  on  TV. 

The  elderly  Baldwin  sisters  who  live  nearby  and  do  a little  distilling  in 
the  rear  of  the  family  mansion  is  the  only  concession  made  to  Hollywood 
by  author  Hamner,  and  this  lapse  may  be  easily  excused.  In  fact,  this  is  the  only 
inaccuracy  the  writer  has  noted.  This  is  not  to  mean  there  were  no  stills  in 
Nelson  County  a half-century  ago— but  the  warm  distillate  that  found  its 
way  into  Charlottesville  did  not  originate  in  Jeffersonian  edifices  with  oil 
portraits  over  the  mantels— quite  the  contrary  in  fact!  But  the  sight  and 
sounds  of  the  Chesapeake  and  Ohio  trains  that  stop  briefly  at  “Rockfish” 
depot  to  take  on  passengers  and,  at  times,  corn  whiskey  under  the  watchful 
eye  of  station  agent  “Homer  Ferguson”  have  a familiar  and  nostalgic  ring. 

All  of  this  sets  “The  Waltons”  apart  from  the  usual  Hollywood  produc- 
tion. But  virtually  unheard  of  in  present  day  TV  is  the  role  of  the  physician 
as  presented  in  the  program.  A family  as  large  and  lively  as  the  Waltons  re- 
quires frequent  medical  attention  and  their  neighborhood  physicians  never 
fail  them.  When  “John  Boy”,  the  juvenile  star,  fell  out  of  a tree  and  broke 
his  arm  Dr.  Shackelford  reduced  the  fracture  readily.  One  of  the  younger 
Waltons  became  ill  and  his  appendix  was  removed  with  dispatch  in  Scotts- 
ville.  The  surgical  fee  in  those  depressed  days  was  $28.00. 

The  Easter  story  of  Olivia  Walton’s  struggle  with  polio  found  their  fam- 
ily physician,  Dr.  Vance,  a pillar  of  strength,  but  when  “John  Boy”  had 
misgivings  and  traveled  the  fifteen  miles  to  the  University  of  Virginia  to 
learn  of  any  new  developments  about  the  treatment  of  polio  he  found  Dr. 
Miller,  the  Dean  of  Medicine,  helpful  and  a victim  of  polio  himself.  A few 
days  later  the  Dean  made  a house  call  to  see  how  the  patient  was  progressing 
and  gave  an  impartial  account  of  the  new  Sister  Kenny  treatment.  The  med- 
ical data  is  well  documented  and  unlike  the  picture  of  the  physician  in  cur- 
rent movies  or  TV,  he  is  neither  over-played  nor  made  to  appear  indifferent 
or  avaricious. 

There  is  a liberal  helping  of  corn  in  “The  Waltons”  as  there  doubtless 
must  be  in  all  TV  programs,  but  this  is  the  kind  of  corn  the  medical  profes- 
sion can  use  in  large  quantities.  We  have  had  more  than  our  share  of  “docu- 
mentaries” on  both  CBS  and  NBC  in  recent  years.  We  are  all  beholden  to 
Mr.  Hamner,  for  he  has  made  it  possible  for  the  nation  to  learn  what  we 
already  knew— Virginia  is  beautiful,  Virginians  are  essentially  good  and  our 
physicians  are  tops! 

H.  J.  W. 
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Calendar  of  Events 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy  and  Surgery— 
Duke  University  Medical  Center— Durham,  North  Carolina— September  21- 
22,  1973. 

National  Conference  on  Physicians  and  Schools— Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel— Chicago— October  4-6,  1973. 

Annual  Cardiovascular  Symposium— Sponsored  by  Council  on  Clinical  Cardiol- 
ogy—American  Heart  Association— Colony  Inn— Williamsburg— October  11- 
13,  1973. 

The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

* # # # * 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  April: 

David  M.  Abbot,  M.D.,  Springfield 
Theodore  Gerard  Aldhizer,  M.D., 
Richmond 

Charles  Edward  Buckley,  M.D.,  Vienna 
Lilia  G.  Butler,  M.D.,  Arlington 


William  Christian  Calloway,  M.D., 
Richmond 

James  Howard  Carraway,  M.D.,  Norfolk 
Richard  D.  Cilley,  M.D.,  Williamsburg 
Lawrence  Cohen,  M.D.,  Leesburg 
William  Vaughan  Davis,  M.D.,  Roanoke 
Guido  Artes  Edillon,  M.D.,  Charlottesville 
Wallace  H.  Holthaus,  M.D.,  Harrisonburg 
Michael  Jaffe,  M.D.,  Richmond 
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Burton  A.  Johnson,  M.D.,  Silver  Spring, 
Maryland 

Maxwell  Sherwood  Maillis,  M.D., 

Springfield 

Bayani  Lipana  Manalo,  M.D.,  Falls  Church 
John  L.  Marshall,  M.D.,  Hampton 
J.  Munzner,  M.D.,  Fishersville 
Shiv  Navani,  M.D.,  Big  Stone  Gap 
James  Laughton  Phillips,  M.D.,  Hampton 
David  Boyd  Propert,  M.D.,  Richmond 
Harry  Willis  Royal,  M.D.,  Richmond 
Phillip  R.  Thomason,  M.D.,  Springfield 
Charles  Edward  Umstott,  M.D., 

Newport  News 

Terkild  Vinding,  M.D.,  Radford 
Duncan  Saron  Wallace,  M.D., 

Virginia  Beach 

Rudolph  Bernard  Wenleder,  M.D., 
Richmond 

Alex  P.  Yadao,  M.D.,  Falls  Church 
Chu  Hon  Yi,  M.D.,  Colonial  Heights 

Virginia  Academy  of  Family  Physi- 
cians. 

At  the  annual  meeting  of  the  Academy,  held 
in  Charlottesville  in  May,  Dr.  T.  Winston 
Gouldin,  Norfolk,  was  installed  as  president. 
Other  officers  are:  Dr.  William  B.  Waddell, 
Galax,  president-elect;  Dr.  Robert  S.  Smith, 
Dinwiddie,  vice-president;  Dr.  Darrell  K.  Gil- 
liam, Richmond,  secretary;  and  Dr.  Robert  L. 
Cassidy,  Culpeper,  speaker  of  the  congress  of 
delegates. 

Dr.  Walter  Lawrence,  Jr., 

Has  been  named  acting  chairman  of  the 
department  of  surgery  of  the  Medical  College 
of  Virginia,  following  the  death  of  Dr.  David 
M.  Hume.  He  has  been  chairman  of  the  divi- 
sion of  surgical  oncology  and  has  been  at  the 
College  since  1966. 

Dr.  William  M.  Anderson, 

Richmond,  has  been  appointed  medical  di- 
rector of  the  Richmond  Memorial  Hospital. 


He  joined  Richmond  Memorial  Hospital  in 
1968  as  director  of  the  out-patient  clinic  and 
in  1971  was  named  director  of  professional 
services.  He  held  this  position  until  January 
when  he  was  named  acting  medical  director. 

Dr.  W.  Taliaferro  Thompson,  Jr., 

Has  retired  as  chairman  of  the  Department 
of  Medicine  of  the  Medical  College  of  Vir- 
ginia, a position  he  has  held  since  1959.  A din- 
ner party  was  held  in  his  honor  on  May  3 1 and 
this  was  followed  the  next  day  by  a series  of 
scientific  papers  presented  by  physicians  who 
were  former  residents  under  Dr.  Thompson. 

Dr.  Wheeldon  Honored. 

The  American  Rhododendron  Society  has 
honored  Dr.  Thomas  F.  Wheeldon,  Rich- 
mond, with  its  highest  award,  the  Gold  Medal. 
He  was  cited  for  his  service  to  the  Society,  for 
his  policy  of  opening  his  own  eight-acre  gar- 
den to  the  public  and  for  his  extensive  work 
in  propagating  azaleas  and  rhododendron. 

The  American  Board  of  Family  Practice 

Announces  that  it  will  give  its  next  two- 
day  written  certification  examination  on  Oc- 
tober 20-21,  1973,  in  various  centers  through- 
out the  United  States.  Information  regarding 
the  examination  may  be  obtained  from  Nicho- 
las J.  Pisacano,  M.D.,  Secretary,  American 
Board  of  Family  Practice,  Inc.,  University  of 
Kentucky  Medical  Center,  Annex  #2,  Room 
229,  Lexington,  Kentucky  40506. 

B-Scan  Ultrasound  Conference. 

This  conference,  to  be  held  at  Johns  Hop- 
kins Hospital,  Baltimore,  on  September  7,  is 
designed  for  radiologists,  obstetricians  and  nu- 
clear medicine  specialists  who  have  recently 
become  interested  in  diagnostic  ultrasound.  It 
will  be  of  particular  value  to  doctors  and  tech- 
nologists who  are  contemplating  ultrasound 
scanning  or  have  recently  started  B-scan  ultra- 
sound. Since  B-scan  ultrasound  machines  may, 
in  addition,  be  used  for  echocardiography  and 
echoencephalography,  these  topics  will  be 
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briefly  considered.  Faculty  will  include  G. 
Leopold,  W.  Cochrane  and  S.  Uematso. 

Details  may  be  obtained  from  R.  C.  Sanders, 
M.D.,  Department  of  Radiology,  Johns  Hop- 
kins Hospital,  Baltimore,  Maryland  21205. 

Rehabilitation  Center 

For  Psycho-Geriatric  patients  with  dynamic 
program  needs  M.D.  with  Virginia  license.  Suit 
older  man  wishing  to  slow  down.  May  work 
until  70.  For  further  details  contact  Director, 
Catawba  Hospital,  Catawba,  Virginia  24071. 
( Adv .) 

Emergency  Room  Physician. 

Accredited  280  bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 


Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  Street, 
Huntington,  West  Virginia  25701.  (Adv.) 

Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U .S. 
licensure  required.  875-bed  GM&S  Hospital 
affiliated  with  medical  school.  Excellent  re- 
tirement and  leave  benefits.  Nondiscrimina- 
tion in  employment.  Contact  Chief,  Spinal 
Cord  Injury  Service,  VA  Hospital,  Richmond, 
Virginia  23249.  Telephone  (703)  233-9631, 
Ext.  272.  Equal  Opportunity  Employer. 
(Adv.) 
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Obituary 
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Dr.  David  Milford  Hume, 

Richmond,  a pioneer  in  kidney  transplanta- 
tion, was  killed  May  19  when  the  plane  he  was 
piloting  crashed  into  a mountain  shortly  after 
his  takeoff  from  Los  Angeles.  He  was  fifty- 
five  years  of  age  and  received  his  medical  de- 
gree from  the  University  of  Chicago  in  1943. 
Dr.  Hume  performed  the  world’s  first  kidney 
transplant  at  the  Harvard  Medical  School  in 
1952,  where  he  was  an  assistant  professor  of 
surgery  and  director  of  the  surgical  research 
laboratories.  He  came  to  the  Medical  College 
of  Virginia  in  1956  where  he  was  the  Stuart 
McGuire  professor  of  surgery  and  chairman 
of  the  department  of  surgery.  Dr.  Hume  was 
also  well  known  as  a vascular  surgeon  and  was 
interested  in  the  transplantation  of  other  vital 
organs,  including  the  liver  and  the  intestines. 
Besides  his  numerous  research  and  patient  care 
activities,  Dr.  Hume  was  also  intensely  inter- 
ested in  medical  education,  especially  surgical 
education  and  training.  He  was  a consultant 
of  the  National  Institutes  of  Health  in  many 
key  capacities,  including  surgical  research  and 
kidney  transplantation  and  served  on  the 
Atomic  Energy  Commission’s  Advisory  Board. 

He  was  the  recipient  of  many  awards,  in- 
cluding the  Francis  Amory  prize  given  by  the 
American  Academy  of  Arts  and  Sciences;  the 
Outstanding  Harvard  Alumnus  of  Virginia; 
the  Valentine  Award  of  the  New  York  Acad- 
emy of  Medicine;  The  Hadassah  Humanitarian 
Award,  Richmond  Chapter;  the  Distinguished 
Service  Medal  of  the  University  of  Chicago, 
and  the  Distinguished  Achievement  Award  by 
Modern  Medicine.  Dr.  Hume  was  also  co- 
editor of  a popular  textbook  “Principles  of 
Surgery”. 

Dr.  Hume  was  a member  of  the  American 
Association  for  the  Advancement  of  Science, 
the  Society  of  University  Surgeons,  the  New 
York  Academy  of  Science  and  the  American 
Society  for  Clinical  Investigation.  He  had 


been  a member  of  The  Medical  Society  of 
Virginia  since  1956. 

Dr.  Hume  is  survived  by  his  wife,  three 
daughters  and  a son. 

Dr.  Adam  Duncan  Ferguson  White, 

Lynchburg,  died  May  31,  after  a long  ill- 
ness. He  was  seventy-five  years  of  age  and 
received  his  medical  degree  from  the  Univer- 
sity of  Aberdeen  in  Scotland  in  1925.  Dr. 
White  had  practiced  obstetrics  and  gynecol- 
ogy in  Lynchburg  for  the  past  45  years.  He 
served  as  head  physician  at  the  Florence  Crit- 
tenton  Home  for  20  years.  Dr.  White  served 
in  the  Army  Medical  Corps  during  World 
War  I and  was  a pilot  for  the  Civil  Air  Patrol 
during  World  War  II.  He  was  a past  presi- 
dent of  the  Lynchburg  Rotary  Club.  He  was 
also  a past  president  of  the  Lynchburg  Acad- 
emy of  Medicine  and  had  been  a member  of 
The  Medical  Society  of  Virginia  for  forty- 
two  years. 

His  wife,  a niece  and  three  nephews  survive. 

Dr.  Michael  Ignatius  Hanna,  Sr., 

Covington,  died  April  3,  1973,  at  the  age  of 
fifty-nine.  He  was  born  in  Clifton  Forge.  He 
was  a member  of  Sacred  Heart  Catholic  Church. 

Dr.  Hanna  received  his  pre-medical  training 
at  the  College  of  William  & Mary,  and  was  grad- 
uated from  Georgetown  University  School  of 
Medicine,  Washington,  D.C.,  in  1940.  He  in- 
terned at  Gallinger  Municipal  Hospital  in  Wash- 
ington, D.C. 

A veteran  of  World  War  II,  he  entered  Army 
Medical  Corps  in  July  1941  and  served  for  three 
years  in  the  South  Pacific.  He  was  awarded  The 
Purple  Heart  for  wounds  suffered  in  New 
Guinea. 

Dr.  Hanna  was  awarded  The  Bronze  Star  dur- 
ing The  Luzon  Campaign  in  the  Philippines.  His 
unit  liberated  prisoners  of  the  Japanese  in  Manila 
and  Dr.  Hanna  cherished  the  gift  of  a cane,  given 
to  him  in  gratitude  by  a Filipino  physician,  who 
had  carried  it  on  the  Bataan  death  march. 

Following  his  discharge,  he  served  a medical 
residency  at  St.  Francis  Hospital,  Charleston, 
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West  Virginia.  He  began  the  practice  of  medi- 
cine in  Covington  in  1947  and  served  as  Medical 
Examiner  until  his  death.  Dr.  Hanna  was  a mem- 
ber of  Phi  Chi  Medical  Fraternity,  The  Alle- 
ghany-Bath  Medical  Society  and  the  Medical 
Staff  of  Alleghany  Memorial  Hospital.  He  had 
been  a member  of  The  Medical  Society  of  Vir- 
ginia for  twenty-six  years. 

Affectionately  known  to  his  family  and  friends 
as  “Mike”,  he  will  be  missed  by  his  colleagues, 
patients,  and  friends,  as  well  as  his  family,  which 
includes  his  wife,  two  daughters  and  three  sons, 
two  who  are  studying  medicine.  He  is  also  sur- 
vived by  his  mother,  two  sisters  and  a brother, 
Dr.  Peter  Hanna,  Alexandria. 

Therefore,  be  it  resolved,  that  this  resolution 
be  added  to  the  minutes  of  the  Alleghany-Bath 
Medical  Society. 

Be  it  also  resolved,  that  a copy  of  this  resolu- 
tion be  sent  to  his  family  and  to  the  Editor  of  the 
Virginia  Medical  Monthly  for  publication. 

William  J.  Ellis,  M.D. 

Dr.  John  Wesley  Emerick,  Jr.# 

Richmond,  died  May  1 1 , at  the  age  of  fifty- 
two.  He  received  his  medical  education  at  the 
University  of  Virginia,  graduating  in  1957. 
Before  coming  to  Richmond,  Dr.  Emerick 
practiced  in  Berryville  and  Dumfries.  He  was 
a veteran  of  World  War  II.  Dr.  Emerick  had 
been  a member  of  The  Medical  Society  of  Vir- 
ginia for  fourteen  years. 

His  wife,  two  sons,  three  daughters,  a step- 
daughter and  a stepson  survive. 

Dr.  William  R.  Garcia 

Covington,  died  April  20,  following  an  ex- 
tended illness.  He  was  sixty-four  years  of  age 
and  graduated  from  the  Universidad  Nacional 
de  Guatemala  in  1940.  Dr.  Garcia  came  to  the 
United  States  in  1947  on  a fellowship  with  the 
United  States  Public  Health  Service.  He  came 
to  Covington  in  1956.  Dr.  Garcia  joined  The 
Medical  Society  of  Virginia  in  1960. 

His  wife  and  two  sons  survive  him. 

Dr.  Ralph  Morgan  Curt, 

Falls  Church,  died  May  28  following  a heart 
attack.  He  was  forty-nine  years  of  age  and 


a graduate  of  the  Department  of  Medicine, 
University  of  Virginia,  in  1954.  Dr.  Curt  had 
practiced  in  Falls  Church  for  the  past  eighteen 
years.  He  was  on  the  staffs  of  Arlington, 
Northern  Virginia  Doctors  and  Fairfax  Hos- 
pitals. Dr.  Curt  served  in  the  Army  Corps  of 
Engineers  during  World  War  II.  He  was  a 
member  of  The  Medical  Society  of  Virginia, 
having  joined  in  1964. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Thomson. 

Dr.  James  Levi  Thomson  died  suddenly  on 
March  3,  1973,  at  the  age  of  sixtv-three  vears. 
Dr.  Thomson  was  born  in  Clark  Countv,  Ken- 
tucky. His  family  later  moved  to  Jenkins,  Ken- 
tucky and  later  still  to  Lexington.  He  received 
his  A.B.  degree  from  the  Universitv  of  Kentucky 
in  1930  and  his  M.D.  degree  from  the  University 
of  Cincinnati  Medical  College  in  1934  and  a 
Medical  Science  degree  in  Pathologv  from  the 
same  college  in  1936.  He  served  his  internship 
at  the  Good  Samaritan  Hospital  in  Lexington, 
Kentucky  and  a residency  in  Pathology  at  the 
University  of  Cincinnati  General  Hospital.  He 
interned  in  surgery  at  Louisville  City  Hospital, 
1936  to  1937.  His  neurological  surgery  resident 
training  was  received  at  the  Medical  College  of 
Virginia  Hospital  in  Richmond,  1937-1942,  under 
Dr.  Claude  Coleman,  whom  he  occasionallv  ac- 
companied on  trips  to  Norfolk  Hospitals.  In  this 
way,  he  came  to  know  Dr.  Frank  Redwood,  a 
Norfolk  Medical  Neurologist  and  Psvchiatrist, 
who  urged  him  to  come  to  Norfolk  to  practice. 
This  was  deferred  by  service  in  the  Army  in 
World  War  II  in  North  Africa  and  Italy  as  Neu- 
rosurgeon with  the  45th  General  Hospital  which 
was  sponsored  by  the  Medical  College  of  Vir- 
ginia. 

In  1945,  Dr.  Thomson  came  to  Norfolk  to 
begin  his  practice  of  Neurosurgerv.  He  was 
associated  with  Dr.  Redwood  until  the  latter’s 
death  in  1949.  From  the  very  beginning  he  car- 
ried a tremendous  work  load  and  for  manv  years 
his  practice  included  not  only  Norfolk  and  Ports- 
mouth but  the  more  distant  communities  of  New- 
port News,  Suffolk,  Franklin,  Elizabeth  City, 
the  Eastern  Shore  and  others.  Up  until  the  time 
of  his  death,  he  worked  long  hours  and  took  little 
time  away  from  his  practice. 

Dr.  Thomson’s  work  was  characterized  by  its 
excellence.  He  was  a master  craftsman  in  all  he 
did,  whether  it  was  a myelogram,  disc  removal, 
or  more  complicated  surgery.  Much  of  his  spare 
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time  was  devoted  to  the  study  of  advances  in  his 
specialty.  His  judgment  of  patients  also  was  ex- 
cellent and  his  opinion  was  frequently  sought  in 
cases  where  it  was  difficult  to  distinguish  between 
complaints  having  a physical  or  functional  basis. 
This  was  especially  valuable  in  medical-legal  cases 
and  his  opinion  was  held  in  high  regard  by  the 
legal  profession. 

Dr.  Thomson  took  a prominent  part  in  the  ac- 
tivities of  his  profession.  He  was  a member  of 
many  societies.  These  included  the  Norfolk 
County  Medical  Society,  The  Medical  Society  of 
Virginia,  the  American  Medical  Association,  the 
Southern  Medical  Association,  the  Seaboard  Med- 
ical Society,  the  American  Association  of  Neuro- 
logical Surgeons,  founded  as  the  Harvey  Cushing 
Society,  the  Southern  Neurosurgical  Society,  the 
American  Association  of  Railway  Surgeons  and 
the  Excelsior  Surgical  Society’  of  the  Mediter- 
ranean Surgeons  who  served  in  World  War  II. 
He  helped  found  and  was  the  first  president  of 
Neurosurgical  Society  of  the  Virginias.  He  was 
a fellow  of  the  American  College  of  Surgeons 
and  a diplomate  of  the  American  Board  of  Neu- 
rological Surgery. 

He  was  on  the  staff  of  many  hospitals:  Nor- 
folk General,  where  he  was  president  of  the  Med- 
ical Staff  in  1963-1964,  DePaul,  Leigh  Memorial, 
and  Childrens  Hospital  in  Norfolk,  Portsmouth 
General  and  Maryview  in  Portsmouth,  Louise 
Obici  Memorial  in  Nansemond  and  General  Hos- 
pital of  Virginia  Beach.  He  also  served  as  con- 
sultant to  Portsmouth  Naval  Hospital  and  Ke- 
coughtan  Veterans  Hospital. 

In  1969,  he  received  a citation  by  the  Presi- 
dent’s Committee  for  the  physically  handicapped 
for  his  work  on  the  Medical  Advisory  Board  of 
the  State  Vocational  Rehabilitation  Commission. 

Dr.  Thomson  had  a number  of  interests  outside 
of  his  profession  when  time  allowed.  Foremost 
were  his  family  and  his  home  where  he  loved  to 
relax.  Another  was  his  church  where  he  served 
on  the  Board  for  many  years  and  regularly  at- 
tended service  and  Bible  class.  He  was  a great 


nature  lover  and  enjoyed  fishing  and  hunting 
mainly  for  the  opportunity  to  be  outdoors.  He 
subscribed  to  magazines  such  as  the  “Farm  Jour- 
nal” and  “The  Progressive  Farmer”  and  made  an 
annual  trip  to  the  Virginia  State  Fair. 

Dr.  Thomson  was  a man  of  unusual  character. 
He  seemed  to  carry  his  heavy  responsibilities 
lightly  and  was  always  cheerful.  He  always  ap- 
peared calm  and  at  ease  no  matter  what  pressures 
weighed  upon  him.  He  liked  to  joke  with  pa- 
tients and  with  young  people  in  such  a way  that 
he  was  sometimes  taken  seriously  for  a moment. 
He  was  always  very  modest  about  his  own  ac- 
complishments and  although  he  had  a natural  dig- 
nity, he  never  showed  any  desire  for  personal 
recognition.  He  practiced  his  religion  and  seemed 
to  realize  that  God  is  the  doer.  He  was  kind  and 
compassionate.  He  was  always  willing  to  see 
another  patient  who  needed  help  even  at  the 
end  of  a long  day.  He  was  tolerant  of  the  short- 
comings of  others  and  was  seldom  heard  to  say 
anything  critical.  Instead  he  looked  for  the  good 
in  others. 

Dr.  Thomson  is  survived  by  his  widow,  a 
daughter,  and  a son,  and  also  by  two  sisters  and 
three  brothers. 

Whereas,  this  Medical  Society  has  lost  a dis- 
tinguished member  and  a friend,  and, 

Whereas,  this  community  has  lost  an  outstand- 
ing neurosurgeon  and  physician, 

Be  it  resolved,  therefore,  that  the  Norfolk 
County  Medical  Society  enter  in  its  minutes  these 
remembrances  of  Dr.  Thomson  and  convey  sym- 
pathy to  his  family,  and, 

Be  it  resolved,  that  a copy  of  these  resolutions 
be  sent  to  Dr.  Thomson’s  family,  and 

Be  it  further  resolved,  that  copies  of  these 
resolutions  be  sent  to  The  Medical  Society  of 
Virginia  for  publication  in  the  Virginia  Medical 
Monthly. 

R.  Bryan  Grinnan,  Jr.,  M.D. 

Joseph  T.  McFadden,  M.D. 

George  G.  Hollins,  M.D.,  Chairman 
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Sorrows  of  a Cork  Leg. 

By  Henry  De  Witte. 


^ AM  a cork  leg,  with  a back-bone  of  finely  I 
tempered  steel,  and  muscles  of  the  same 
material.  I am  as  tine  a piece  of  workmanship  as 
ever  existed,  and  for  beauty  can  give  a bona  fide 
leg  of  bone  and  flesh  ninety-nine  out  of  a hun-' 
dred  and  beat  it.  But.  alacka-day ! I am  an  un- 
fortunate being,  I belong  to  a man  who  is  given  to 
indulging  in  the  beer  when  it  foams  and  sheds 
topaz  colored  rays.  And  when  he  blows  the  foam 
too  often  off  the  glass,  a more  devil-may-care  fel- 
low never  existed  on  this  green  earth  or  any  other. 

When  he  is  in  a state  of  joyfulness,  my  cup  of 
misery  is  full  to  overflowing,  for  he  then  uses  me 
as  if  I was  no  better  than  a vulgar  wooden  peg-leg. 
He  slashes  me  around  in  every  conceivable  and  in- 
conceivable manner.  Thinks  no  more  of  knocking 
me  up  against  a lamp  post  than  if  I was  iron.  If 
he  comes  across  a good  savage  dog  he  pokes  me  at 
it,  and  when  it  takes  hold  of  me  with  its  teeth,  he 
laughes  uproariously.  It  may  be  a good  joke  to 
him,  but  may  I be  hanged  if  it  is  to  me.  Why,  con- 
found it,  gentlemen.  I am  wounds  an  1 bruises  from 
the  knee  down.  An  1 oh.  how  they  do  ache  some- 
times. The  tips  of  three  of  my  toes  are  off.  The 
result  of  my  owner  allowing  a wagon  to  go  over 
them  one  night  after  drinking  near  half  a keg. 
They  haven't  been  repaired,  or  the  least  attention 
paid  to  them  either,  except  being  damned  on  the 
morning  following  for  coming  off  so  easy,  and  if 
mortification  dosn’t  set  in,  I can  thank  my  lucky 
star. 

Another  pleasant  trick  of  this  fellow,  for  whom  I 
work  so  hard  to  support  and  keep  up  in  the  world, 
is  to  duck  me  after  a conival  meeting  with  his  bot- 
tle-friends. Yes,  gentlemen,  duck  me,  actually 
duck  me ; and  in  the  first  puddle  he  comes  across, 
no  matter  how  dirty  it  may  be.  Sometimes,  how- 
ever, by  mistake,  he  puts  the  wrong  foot  in,  and 
then  how  he  does  swear,  and  how  I do  laugh  to 
my  myself.  But  he  soon  forgets  his  mishap  and 
continues  on  his  way,  and  my  trials  also  continue, 
with  an  average  of  two  to  each  block  traversed. 

Now,  this  business  must  cease;  yes,  gentlemen, 
I am  quite  determined  that  it  must  stop ; or,  I 
swear  solemnly  that  there  will  be  trouble.  I do 
not  like  to  be  jammed  around  in  the  manner  I am 
now,  at  times.  It  is  wearing,  very  wearing,  and 
my  constitution,  naturally  delicate,  won't  stand  it. 
Besides,  the  vexation  of  mind,  at  being  so  treated 
is  working  me  evil.  I wouldn’t  mind  if  my  un- 
grateful dependent  would  content  himself  with 
slamming  me  at  his  wife’s  pet  cat,  but  when  he 
knocks  me  around  indiscriminately,  I protest,  gen- 
tlemen. I protest ; and  if  my  protestations  against 
his  using  me  so  is  not  sufficient  to  bring  about  an 
understanding  between  us,  I will  give  way  some  of 
these  days,  and  ;et  him  whom  I have  supported  so 
ong,  down.  I hope  I may  die,  if  I don’t. 


Observations  that  Should  be 
Practiced . 

By  A masa  Sylvester. 

True  politeness  has  its  foundation  in  benevolence 
or  good-will  to  mankind. 

Happiness  consists  not  in  some  extraordinary 
instance  of  good  fortune  nor  virtue  in  some  illus- 
trious exertion  of  it. 

To  gain  the  good-will  of  others  is  soothing  to  the 
heart ; and  they  must  be  proud  or  insensible  in  a 
very  uncommon  degree  who  are  not  desirous  of  it 

A superior  degree  of  delicacy  may  often  be  the 
cause  of  much  pain  to  those  who  possess  it . 

True  benevolence  inspires  a sincere  desire  to 
promote  the  happiness  of  others. 

True  delicacy  feels  the  pain  it  receives,  but  it 
feels  much  more  strongly  the  pain  it  gives. 

To  wound  the  heart  is  to  mislea  1 the  under- 
standing. 

A person  might  as  well  refuse  to  speak  the  lan- 
guage of  a country  as  to  disregard  its  customs  in 
matters  of  indifference. 

If  he  who  is  sincere  cannot  appear  amiable,  his 
heart  is  wrong. 

Sincerity  is  indeed  the  ground  work  of  all  that  is 
i good  and  valuable ; however  beautiful  in  appear- 
ance the  structure  may  be,  if  it  stand  not  on  this 
foundation  it  cannot  last 

He  who  is  poiite  only  by  rule  will  probably,  on 
some  occasion  or  other  be  thrown  off  his  guard. 

It  is  unjust  as  well  as  ill-natured  to  take  advan- 
tage of  the  weakness  of  others. 

Indeed,  flattery  is  not.  in  general,  addressed  to 
real  and  acknowledged  merit. 

Polite  behavior  is  what  renders  merit  amiable 
and  agreeable ; and  on  the  contrary,  the  want  of  it 
destroys  the  esteem  that  is  due  to  finest  qualities. 

Many  pass  for  polite  who  have  but  a superficial 
tincture  of  this  virtue,  concealing  themselves 
under  the  dazzling  plumage  of  a borrowed  ex- 
terior. 

Affectation  is  the  wisdom  of  fools,  and  the  folly 
of  manv  a comparatively  "wise  man. 

It  cannot  be  denied,  that  politeness  is  the  most 
charming  thing  for  civil  society. 

-4^°- - - 

Advice  to  Old  Men  by  a Boy. 

I cannot  pick  up  a newspaper  without  “Advice 
to  boys  stares  me  in  the  face.  Old  men  write  it,  I 
s’pose.  Nobody  else  is  capable  of  giving  any 
advice  to  boys ; of  course  not ! They  know  all 
about  us,  they  do,  ’cause  they’ve  been  there.  Ad- 
vice is  a good  thing  to  have,  no  doubt,  and  no 
family  should  be  without  it,  but  a fellow  don’t  want 
to  be  crammed  with  it  all  the  time  to  the  exclusion 
of  all  other  diet. 

Now,  old  men  need  advice  occassionally,  but  in 
looking  through  the  newspapers  I don’t  see  as  they 
get  it.  So  I thought  I would  write  a little  Advice 
to  Old  Men  myself,  if  I am  not  presuming  too  much 
(as  Annt  Chloe  says)  and  I presume  I am. 


In  the  first  place  you  old  gentlemen  ought  to  get 
over  telling  how  much  smarter  boys  were  when  you 
were  young,  than  they  are  now.  You  believe  it 
yourselves,  of  course,  ’cause  you’ve  told  it  so 
many  times,  but  we  boys  can’t  see  it.  We  have  a 
notion  that  boys  are  boys  pretty  much(except  some 
that  are  girls)  the  world  lover,  and  one  genera- 
tion of  them  can’t  lay  over  another  generation  to 
any  alarming  extent. 

Only  let  you  tell  it  and  you  could  out-jump,  out- 
run out-wrestle,  and  out  anything  else  the  rising 
generation  of  to-day  when  you  was  a boy.  Grand- 
father, who  has  got  the  gout,  and  half  a dozen  dif- 
ferent kinds  of  rheumatism,  is  always  saying  that. 
I heard  him  singing  the  other  day,  “I  would  I 
were  a boy  again.”  I would  he  were.  If  I 
; couldn’t  beat  him  running,  and  flop  him  on  his 
back,  side-holt,  I dont’t  want  a cent. 

I wouldn’t  go  so  far  as  to  say,  “parents  obey 
your  children,”  but  I woul  1 suggest  to  fathers  that 
they  give  us  boys  a hearing  occasionally,  on  mat- 
ters in  which  we  are  the  ones  most  interested. 
Don’t  make  us  go  and  slide  down  the  hill  when  we 
want  to  skate,  and  don't  try  to  make  preachers  of 
us  when  we  much  prefer  to  run  a saw  mill.  This 
is  figurative,  but  I guess  you  know  what  I mean. 

After  giving  us  boys  sage  advice  about  our  con- 
duct, and  how  to  behave,  you  old  men  ought  to  be 
careful  how  you  get  to  relating  your  boyish  scrapes 
to  each  other  and  laughing  over  them  before  we 
are  out  of  earshot.  The  other  day  grandfather 
read  me  a long  lecture  about  the  rights  of  prop- 
erty, temperance,  and  Sabbath  breaking. 

That  night  an  old  crony  of  his’n  came  to  visit 
him,  and  they  had  a glass  of  punch  together.  They 
thought  I was  asi  -ep  on  the  sofa,  and  the  way  they 
run  on  about  the  fun  they  had  when  they  were 
boys  together ! They  told  all  about  robbing  Cap- 
tain Lyman’s  melon  patch,  and  it  turned  out  it  was 
on  a Sunday  night  too ! And  when  I went  to  bed 
they  were  taking  their  third  glass  of  punch,  and  I 
don't  know  how  many  they  had  after  that.  I know 
grandfather’s  rheumatism  was  a great  deal  worse 
the  next  day,  and  he  complained  about  his  liver, 
old  men  ought  to  be  careful  about  taking  too 
much  punch. 

I have  noticed  old  men  hate  to  give  up  that  they 
can’t  stand  as  much  as  they  used  to,  or  as  younger 
men  can.  They  get  mad  if  a fellow  like  me  hints 

that  they  can’t.  But  what’s  the  use  of  fooling 
yourselves?  We've  all  got  to  play  out  some  day, 
and  when  a man  feels  he  is  loosing  his  grip,  why 
not  come  down  gracefully,  and  acknowledge  the 
corn  ? 

Now,  in  the  above  remarks,  I don’t  mean  any 
disrespect.  I like  old  men  in  their  place,  but  don’t 
want  so  much  of  their  advice.  Give  the  bovs  a 
chance.— Cin.  Times. 

The  following  paragraph  cannot  be  read  amiss 
by  any  youth : 

Begin  in  early  life  to  collect  libraries  of  your 
own.  Begin  with  a single  book,  and  when 'you 
find  or  hear  of  a good  book,  obtain  it  if  you  can. 
After  a while  get  another,  as  you  are  able,  and  be 
sure  to  read  them.  Make  the'best  of  your  books ; 
and  in  this  way,  when  you  are  grown,  you  will 
have  good  libraries  in  your  heads  as  well  as  on 
j your  shelves. — Merrimac  Monthly. 
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more  miserable  is  that  he  has  no  God  but 
his  £old,  his  money  is  his  curse.  And  as 
Pope  says: 

“ ’Tis  strange,  the  miser  should  his  care  employ 

To  gain  the  riches  he  can  ne’er  enjoy. 

The  man  that  hates  his  fellow  man  and 
the  man 

“Who  loves  no  music  but  the  dollars’  clink” 
are  indeed  pitiable  creatures.  A miser  is 
hated  and  disliked,  not  loved.  He  starves 
because  he  will  not  spend  his  money  to  buy 
food.  He  is  naked  because  he  will  not 
spend  his  money  to  buy  raiment.  He 
would  work  his  fingers  to  the  bone  for  gold, 
but  he  would  die  rather  than  spend  that 
gold.  If  he  should  leave  his  gold  for  a mo- 
ment and  would  loose  the  least  part  of  it, 
he  would  die  of  thirst,  starve,  famish  ! 
rather  than  leave  it  again. 


S.  E.  A.P.  A. 

The  Southeastern  Amateur  Press  Associa- 
tion will  meet  in  the  National  Hotel, 
Washington,  D.  C.,  Monday,  July  14th. 
There  will  be  a large  attendance,  and  no 
doubt  a most  successful  session. 


RICHMOND  PUBLIC  SCHOOLS  ! 


Avarice. 

“Of  Age’s  avarice  I cannot  see 

What  color,  ground,  or  reason  there  may  be. 

Is  it  not  folly,  when  the  way  we  ride 
Is  short,  for  a long  Voyage  to  provide  ? 

T'o  avarice,  some  little',  one  vouth  may  owu, 

To  reap  in  autumn  what  a spring  had"  sown  ; 
Aud  with  the  providence  of  bees  or  ants. 

Prevent  with  summer’s  plenty  winter’s  wants. 
But  A rie  scarce  sows,  ere  death  stands  by  to  reap, 
And  to  a stranger’s  hand  transfer  the  heap.” 

— Denham . 


X.  A.  P.  A. 

The  16th  of  this  month  will  find  assem- 
bled in  Washington  City  about  one  hun- 
dred amateurs,  Trom  all  quarters  of  the 
Union,  to  attend  the  fourth  annual  con- 
vention of  the  National  Amateur  Press 
Association.  This  convention,  by  our  own 
observations,  and  from  all  reports,  bids 
fair  to  be  the  most  important  one  that  the 
Association  has  ever  convened.  There  will 
be  many  important  questions  to  decide. 
Prominent  among  which  are  the  revision  of 
the  constitution,  Huss’  directory  plan,  Old- 
ham’s history  scheme,  besides  innumerable 
minor  schemes,  plans,  suggestions,  etc., 
many  of  which  deserve  consideration,  and  if 
carried  would  be  beneficial  to  the  ’Dom  in 


CLOSING  EXERCISES. 


Avarice,  like  mone}’,  is  the  root  of  all 
evil  ; but  a man  may  have  much  money,  several  respects. 

and  be  not  at  all  avaricious.  An  avaricious  The  most  important  part,  in  the  eyes  of 
man  is  generally  a misanthrope.  As  he  is  many,  however,  will  be  the  election  of 
hated  so  he  hates.  That  seeking,  clutch-  officers.  The  contest  will  be  very  exciting 
ifigj  grasping  disposition  of  an  avaricious  and  hot.  There  is  at  present  three  promi- 


man  makes  people  hate  him  ; the  cringing, 
creeping,  crawling  disposition  causes  peo- 
ple to  shun  and  pity  him,  though  he  does 
not  deserve  pity.  He  is  hated,  shuned  and 


nent  candidates  for  the  presidency — Huss, 
Briggs  and  Faynes.  Which  will  be  suc- 
cessful one  it  is  impossible  to  say. 

We  wish  to  apologize  for  our  inactivity 


pitied  by  the  same  class  of  people  ; but  no-  during  the  campaign  now  s0  near  at  ite 
body  loves  or  respects  him.  His  money  is  cjQse . 

his  curse,  it  does  him  no  good  ; he  can  but  . , „ , 

• . ii  . ...  .,  , , 1st.  As  we  were  not  members  of  the  N. 

will  not  use  it.  lie  enjoys  nothing  that  he  . _ . . , . 

r , . rr  l i A.  P.  A.,  we  considered  our  voice  illegal, 

pays  for  with  his  money.  It  he  loose  a 

cent  it  makes  him  miserable,  he  is  thinking  ^-s  we  knew  nothing  of  the  merits  or 

all  the  time,  night  and  day,  without  rest  demerits  of  the  several  candidate,  we  hav- 
or  sleep,  how  he  can  replace  it.  Cast  off,  ing  just  entered  the  ranks,  could  not  con- 
hated,  and  shuned,  he  shuts  himself  from  scientiously  support  either  in  our  paper, 
the  world — a miser.  Some,  avaricious  like 
himself,  seek  him  to  try  to  procure  money 


The  closing  exercises  of  the  several  schools  of 
tins  city  took  place  during  the  early  part  of  last 
month.  At  each  exhibition  the  audience  was 
large,  and  marked  attention  paid  to  all  that  was 
said  and  done. 

Central  School. 

The  closing  exercises  of  this  school  took  place 
Tuesday,  June  10th,  at  4 P.  M.  The  medals  were 
delivered  by  Rev.  W.  E.  Judkin. 

Clay  School. 

The  closing  exercises  of  this  school  took  place  on 
Tuesday  morning,  June  llth.  The  programme 
was  very  interesting. 

High  School. 

The  closing  exercises  of  this  school  took  place 
Wednesday  evening,  June  11th,  at  ? o’clock,  the  au- 
dience was  immense.  The  programme  was  as  fol- 
lows: Recitation.  “Rock  of  Ages,"  Miss  Annie 
Davis ; Essay,  “ Hope,”  Miss  Emma  P.  Turner  ; 
Recitation,  “A  Modern  Cain,”  Miss  Mary  E.  Folkes; 
Essay,  “ Beyond  the  Alps  Lies  Italy.”  Miss  Zaidee 
Morton. 

Dr.  W.  H.  Ruffner,  Superintendent  of  Public 
Instruction,  delivered  a very  interesting  address. 

The  medals  was  presented  by  Capt.  John  S. 
Wise. 

Thirty-two  pupils  graduated.  The  diplomas 
were  presented  by  Rev.  J.  G.  Armstrong. 

Leigh  School. 

The  closing  exercises  of  this  school  took  place 
Thursday  morning,  June  12th.  The  medals  were 
presented  by  Capt.  J.  H.  Chamberlayne. 

Bethel  School. 

The  closing  exercises  of  this  school  took  place 
Thursday  evening,  June  12th.  The  medals  were 
presented  by  Mr.  W.  F.  Drinkard. 

Bellevue  School. 

The  closing  exercises  of  this  school,  which,  as 
usual,  surpassed  those  of  any  other  in  the  city,  took 
place  Friday  morning,  June  13th.  The  medals 
were  presented  by  Chas.  P.  Rady.  Esq. 

Madison  School 

The  closing  exercises  of  this  school  took  place 
Friday  evening,  June  13th.  A portion  of  th#  opera 
“ Pinafore  ” was  rendered  by  the  school.  The 
medals  were  presented  by  J.  H.  Dinneen,  Esq. 


If  we  are  fortunate  enough  to  attend  the 
convention,  and  to  be  elected  members  of 
from  him,  not  from  any  love  do  they  seek  the  Association,  then  and  not  until  then, 
him.  He  drives  them  out,  but  they  still  will  we  express  our  opinion  ; and  vote  for  letter  can  be  used Twice  ir 
persist  in  coming.  But  what  makes  him  men,  good,  tried  and  true.  1 * s- •—  t--’-  - 


WORD  HUNT. 

Our  Word  Hunt  last  month  was  a decided  suc- 
cess. The  successful  competitors  were : 

Mr.  Emmet  Dickinson,  Richmond,  Va.,  largest 
list.  275  words. 

Miss  Nelly  Norton,  Newton,  West  Va.,  second 
largest  list.  230  words. 

Mrs.  at.  G.  A.,  Petersburg,  Ya.,  third  largest  list, 
177  words. 

Our  word  for  this  month  is  “ Perseverance." 

For  the  largest  list  pf  words  composed  from  the 
above  word,  we  will  give  25  cents,  cash. 

For  the  second  largest  list,  one  pack  of  Visiting 
Cards,  with  name  printed  thereon. 

For  the  third  largest  list,  six  months’  subscrip- 
tion to  The  Dial. 

Conditions:  Open  only  to  subscribers,  but  sub- 
scriptions may  be  sent  with  the  lists.  Only  English 
words  found  in  English  dictionaries  to  count.  No 
in  the  same  word  unless  it 
Perseverance."  All  lists 
must’ be  sent  in  by  July  20th,  1879. 


THE  AMATEUR  DIAL. 

PUBLISHED  MONTHLY. 


RICHMOND,  VA.,  - - JULY,  1879. 


MARY  AND  HER  BEAU. 

Mary  had  a dapper  beau, 

His  hair  was  sleek  with  ile  ; 

And  every  time  that  Mary  spoke, 

The  chap  would  sweetly  smile. 

He  went  with  her  to  church  one  night 
And  when  she  rose  to  sing ; 

He  smiled  so  loud  the  parson  thought 
It  too  pronounced  a thing. 

And  so  the  deacon  turned  him  out, 

Yet  still  he  lingered  near ; 

And  on  the  steps  he  lounged  about, 

’Till  Mary  did  appear. 

And  when  at  last  she  came,  he  drew 
Within  his  own,  her  arm  ; 

And  smiled  as  if  he  fain  would  say— 
“You’ll  shield  me  from  all  harm.” 

“What  makes  that  chap  love  Mary  so?  ” 
The  angry  parson  cried, 

“Why  Mary  loves  the  chap,  you  kuow ! ” 
The  deacon  then  replied. 

— The  Hawkeye. 


MY  PET  CHICKEN. 

Come,  Biddie,  come,  my  darling  eat  this  bread . 
<0,  pity  me)  before  your  lose  your  head 
Yes.  one  cold  day,  I do  remember  well, 

Two  months  ago,  I took  you  from  the  shell ; 

I kept  you  warm,  I hugged  you  to  my  breast, 

Put  you  softly  in  your  own  little  nest, 

From  day  to  day  I kept  you  by  the  lire, 

Lest  you  should  stray  and  get  into  the  mire ; 
From  day  to  day  I kept  you  from  the  cats ; 

From  day  to  day  I shielded  you  from  the  rats; 
From  day  to  day  I’ve  given  you  to  eat 
Bugs  and  flies  mixed  up  with  dough  and  meat. 

Is  it  not  time  my  darling  chick-a-dee, 

Is  it  not  time  something  you  give  to  me  ? 

I had  a chill  my  pet,  I’m  sick  to-day, 

If  I eat  you  I will  be  well  they  say. 

So  fare  you  well,  now  bow  your  precious  head, 
I’ll  weep  for  you  Biddie,  when  you  are  dead. 

Petersburg,  Va.,June  13th.  Mrs.  M.  G.  A. 


THIS  AND  THAT. 


Summer  is  now  fully  upon  us. 

Our  editorial  this  month  is  set  in  brevier. 

On  the  Fourth  of  J uly,  The  State  will  give  a free 
excursion  to  its  carriers. 

Read  the  handsome  advertisement  of  the  Alpha 
Card  Company. 

During  the  middle  of  last  month  there  was  a 
series  of  walking  matches  in  this  city,  by  a grand 
combination  of  New  York  champions. 

June  Tth,  Monumental  Church  Sunday  School 
gave  an  excursion  and  pic-nic  about  six  or  eight 
miles  up  the  canal.  We  are  informed  that  it  was 
a most  enjoyable  affair. 

As  many  of  our  city  subscribers  will  leave  the 
city  during  the  summer,  we  would  say,  that  if  they 
will  hand  us  their  address,  The  Dial  will  be  sent 
to  them  without  extra  charge: 


Book  Notices. 


Jack  and  I;  or  the  History  of  an  Old  Hat; 
by  Milton  Finch.  Dayton,  O.:  Finch  & Troupe, 
Publishers,  1878.  Price  10  cents. 

This  book  is  very  well  written,  the  plot  executed 
in  a round-about-way,  turns  out  very  well  ifl  the 
end,  it  is  interesting  throughout. 

The  printing  could  be  improved  upon  a great 
deal,  binding  and  trimming  good. 


AMATEUR  NOTES. 

The  Metropolitan  has  suspended. 

Truly,  the  Weekly  Star  is  the  smallest. 

New  paper  from  North  Carolina,  The  Chatterbox. 

Hello!  Hello!  The  Telephone  has  been  received. 

Our  Free  Blade,  received,  contents  good.  Wel- 
come to  our  exchange  list. 

The  Paris  (Ky.)  Times  will  hereafter  visit  us 
weekly.  Success  to  your  Jim. 

Thanks  for  several  numbers  of  the  Stylus.  Also 
for  several  back  numbers  of  the  Hawkeye . 

The  Young  Californian  has  suspended,  there  goes 
one  of  our  best  Pacific  exchanges. 

Chas.  J.  Ficke  has  purchased  Chur  Own  Journal 
from  C.  H.  Young,  and  will  continue  its  ublica- 
tion. 

The  Composing  Stick  is  an  excellent  paper,  neat 
typographical  appearance  and  well  written  edito- 
rials demands  this  compliment. 

The  Correspondent  is  a neat  and  well  conducted 
little  magazine,  its  arrival  is  hailed  with  pleasure 
and  it  is  always  read  with  interest . 

Thanks  to  the  editor  of  the  Kaleidoscope  for  a file 
of  his  excellent  paper,  it  gave  us  much  pleasure 
to  peruse  the  back  numbers  of  this  journal . Can’t 
some  of  our  other  contemporaries  follow  his  ex- 
ample ? 

The  Microcosm,  of  Lexington,  Va.,  is  an  ably  ed- 
ited paper,  though  mostly  of  local  character.  We 
hereby  tender  our  thanks  for  that  “sweet”  little 
notice  of  the  “sweet  little”  Amateur  Dial,  in  your 
Number  4.  Boys,  why  not  send  your  paper  to  us 
with  more  promptness  ? 

Can’t  some  one  of  our  contemporaries  be  kind 
enough  to  send  us  a list  of  all  their  Southern  and 
Southwestern  exchanges.  He  are  very  desirous 
of  securing  the  address  of  every  Southern  and 
Southwestern  amateur  paper. 

This  month  we  add  to  our  exchange  list  many 
new  ones,  but  we  wish  to  exchange  with  all. 

Please  exchange. 


We  are  in  receipt  of  a handsome  invitation  to  at- 
tend the  Fourth  Annual  Convention  of  the  National 
Amateur  Press  Association,  to  be  held  at  the  Na- 
tional flotel,  Washington.  D.  C.,  July  16th. 

Also  an  invitation  to  attend  the  Third  Semi- 
Annual  Meeting  of  the  Eastern  Amateur  Press  As- 
sociation to  be  held  at  the  same  place,  July  15th 
At  time  of  writing  we  cannot  say  whether  we  can 
attend  or  not. 

FUNNY  CLIPPINGS. 

—Why  is  the  knees  of  a boy's  pants  like  murder? 
Because  they  will  out. 

—Love  levels  all  ranks,  it  is  said,  but  you  can't 
love  an  onion  well  enough  to  level  its  rank . 

-What  is  the  difference  between  “collision”  and  | 
“collusion?”  U and  I ought  to  know. 

— What  is  the  difference  between  a postoffice  and 
a church  that  has  the  largest  rector  ? One  has  the 
postmaster  and  the'other  the  most  pastor. 


If  there  is  a creature  who  deserves  pity  it  is  a 
little  boy  who  has  a sister  just  old  enough  to  have 
a beau.  Poor  fellow,  there  is  no  place  for  him.  If 
he  enters  the  parlor,  its  “get  out  ”— if  he  plays  in 
the  front  yard,  its  “get  into  the  back  yard  ’'—if  he 
tramps  on  his  sister’s  dress,  its  “you  awkward  | 
thing.”  But  when  her  big  beau  steps  on  her  dress 
and  tears  it,  its  “ you  are  very  excusable,  I should 
not  have  made  the  trail  so  long.”  If  little  brother 
dares  to  look  over  her  shoulder  at  a picture  book,  its 
“ take  the  book  and  go  out  of  here.”  He  don’t  take 
the  book  but  he  takes  out.  But  when  that  big  beau 
looks  over  her  shoulder  at  the  picture  boot.  she  I 
looks  as  if  she  would  like  to  have  another  on  the 
other  side  to  look  over  the  other  shoulder.— Golden 
Gate. 


Old  Dominion 

STEAMSHIP  CO  . 

FOR  NEW  YORK  ! 

FOR  NEW  YORK  ! 


This  Company  will  dispatch  one  of  their 

SPLENDID  STEAMERS  ! 

“ OLD  DOMINION ,” 

“ WYANOKE," 

“ ISAAC  BELL," 

AND  “ RICHMOND," 

Every  TUESDAY,  FRIDAY,  and  SUNDAY, 

AT  HIGH  WATER. 

These  Ships  are  entirely.'new,  and  were  built  ex- 
pressly for  this  route. 

They  have  splendid  saloons,  state-rooms  and 
bath-rooms. 

Ttie  fare,  accommodations,  and  attentions  are 
unsurpassed. 

Goods  shipped  by  this  line  are  landed  regularly 
at  New  York,  on  the  Company’s  covered  pier,  37 
North  River. 

Freight  received  until  6 P.  M.,  daily. 

Cabin  Fare  to  New  York  $12.  Steerage  $6  and  $8. 

Freights  for  points  beyond  New  York  forwarded 
with  dispatch  and  no  charge  made  except  actual 
expenses  incurred. 

For  information  apply  to 

GEORGE  W.  ALLEN  A CO.,  Agents, 
Office,  Company’s  Wharves,  Rocketts. 


Card  Printers ! ! 

BUY  YOUR 

BLANK  CARDS 

From  the  manufacturers,  we  being  the  only  house 
in  America  that  sudply  the  trade  with  all  other 
manufacturers’  stock  besides  our  own.  A 
new  16  page,  illustrated  price  list,  free. 

Refer  to  the  Amateur  Dial.  Send 
address  of  other  card  printers  near  you. 

New  England  Card  Company.  Woonsocket.  R.  I. 


-■  o a Any  person  sending  me  the  names 
t I antl  addresses  of  25  of  their  friends 
i ISI1IAG  9 between  the  ages  of  twelve  to  twen- 
CARDS  I ty,  will  receive  IS  Fancy  Cards  with 

FT5  V -ri  9 ria.iiie  FREE  No  humbug!  Try  it ! 
£ A | H.  Roy.  907  Bank  st.,  Richmond, Va. 

“ THE  DIAL ” OFFER! 

Every  person  subscribing  to  THE  DIAL  during 
the  month  of  July  will  receive  a pack  of  VISITING 
CARDS,  with  name.  Now  is  your  time  to  secure  a 
good  journal,  one  year,  together  with  Twenty-Five 
Visiting  Cards  free.  Address  THE  AMATEUR 
DIAL,  Richmond,  Va.  Price,  20  cents  per  annum. 
Please  Subscribe! 


AGENTS  WANTED ! 

To  sell  the  Cheapest  and  most  Fashionable  Visiting 
Cards  out— Large  Cash  Commissions— Outfit  only 
10  cents— Price  List  an  1 Samples  FREE ! Address 
Oswald  L.  Williams,  703  Ninth  St..  Richmond,  Va. 


FJrlEE. 

Any  person  sending  us  a three  cent  stamp  will 
receive  a large  4 page.  20  column  weekly  newspa- 
per one  month  free,  an  1 100  slips  of  paper  with 
your  name  and  address  on  for  pasting  in  books.  Ac. 
Address  HERALD,  Box  14,  H'omeisdorf.  Berks  Co., 
Penn.  [Editors  insert  above  and  this  for  same 
space  in  Herald.. ] 


Competition  Defied  ! 

Alpha  Card  Co., 

Visiting  Card  Planters, 

RICHMOND.  VA. 


OUR  PRICE  LIST. 


The  Only  Democratic  Paper  Published  in 
Baltimore.  Established  1862. 


The  Telegram, 

An  eight-page.  4S  column  Family  Democratic 
Weekly.  The  Oldest  and  Largest  of  its  kind  in 
Baltimore.  Fine  Serial  running  all  the  time.  A 
Column  of  Puzzles,  <fcc.,  especially  for  the  Little 
Folks.  Staunch  Democratic  Editorials.  OXLY 
OXE  DOLLAR  PER  YEAR,  BY  MAIL.  Address 
THE  TELEGRAM.  Baltimore.  Md. 


pALACE  CLOTHING  HOUSE. 

2VE.  3NTET7C7-IWI-A.3Nr, 

DEALER  114 

Boys’  & Youth’s  Clothing 

GENTS’  FURNISHING  GOODS, 

^"Umbrellas,  Hats,  and  Caps  a Specialty. 

No.  S29  BROAD  STREET,  (Corner  9th), 


4®“Remember  these  prices  include  postage.*^ 


50  Tinted  Bristol...  10c  25  Wave 12c 

50  White  Bristol 10c  25  Phantom  Bristol..  12c 

25  Damask 10c  25  Fine  Chromo 12c 

25  Repp 10c  25  Cream  Bristol  — 15c 

25  Plaid 10c  ; 25  Marbled 15c 

25  Egg 10c  25  Gold  Border 15c 

25  Block 10c  25  Embossed  Border.l5c 

25  Flowered 10c  j 25  Snowflake 15c 

25  Roseate 10c  j 25  Greenback 15c 

25  Watered  Silk — 10c  - 25  Gem  Chromo...  .15c 

25  Diamond 10c  25  Double  Snowflake. 15c 

25  Granite. 10c  25  Japanese 15c 

25  Comic  Hash 10c  25  Rainbow 15c 

25  Transparent 10c  25  Motto  15c 

25  Double  Repp 10c  25  Gold  Edge 15c 

25  Scroll,  no  name.-.lO^  25  Royal  Antique....  15c 

25  Devil 10c  j 25  Onyx  15c 

25  Cardinal  Red 10c  20  Victoria  Chromo.. 20c 

25  Gold  Dust 10c  25  Glass,  in  gold 20c 

25  Embossed  Bristol.  10c  [ 25  Floral  Motto 20c 

25  Oriental ,12c  25  Floral  Chromo 20c 

25  Morning  Glory 12c  | 25  Mourning 25c 

25  Eastlake 12c  25  Gold  Edge, 

25  Medallion 12c  ' Concave  Corners. 25c 

25  Dagma 12c  25  Beveled  Gold 

25  Punch  and  Judy. .12c  Edge,  Round 

25  Floral  Enameled.. 12c  : Corners 35c 

25  Embossed  Lace. ..12c  25  Flirtation ,10c 

25  Lilly  of  the  Valley. 12c  25  Escort 10c 

25  French  Enameled.l2c  25  Cartes  D’Amour,.10c 


HOW  TO  PROPOSE!  Without  committing 
yourself.  By  mail  10  cents.  Address  Mrs. 
E.  Martin,  Drawer  19,  Baltimore,  3/d. 


QORNS  AND  BUNIONS. 

Almost  every  one  has  suffered  for  years  with  one 
or  both  of  these  afflictions,  and  obtained  from  the 
numerous  corn  cures  tried  either  none  or  only  tem- 
porary relief.  This  Remedy  is  guaranteed  not 
only  to  relieve,  but  to  permanently  cure.  Sent  on 
receipt  of  FIFTY  CEXTS,  to  any  address.  Post- 
age stamps  taken.  Mrs.  E.  Martin,  Drawer  19, 
Baltimore,  J/d. 


LADIES  The  Teaser,  by  mail  10c.  H.  LADIES 
ONLY.  ‘Martin,  Box  547,  Baltimore.  ONLY. 


TDOYS  ! BOYS  ! ! Subscribe  for  the  YOUTH'S 
JOURXAL.  It  gives  more  valuable  reading 
than  any  other  paper  published  for  the  price. 

It  is  filled  with  Stories,  Poetry,  Jokes  and  Funny 
Dialogues.  Published  monthly.  Only  10  cents  a 
year.  Sample  copy  for  stamp,  none  free.  Any  one 
sending  a club  of  three,  will  receive  it  one  year 
free.  Don’t  put  it  off,  but  send  now.  Please  show 
this  to  your  little  friends.  Address  W.  S.  Hemby, 
Stout,  Union  Co.,  N.  C. 


K fk  Fancy  Cards  with  your  name  thereon  for 
tJVr  in  cents.  Agents  wanted.  Outfit  10  cents. 
Price  List  free.  Oswald  L.  Williams,  No.  703  N. 
Ninth  Street,  Richmond,  Va. 


Conversation  Cards. — A game  to  be  played  by  two 
or  more  persons.  Very  interesting  and  amusing. 
Sent  with  full  directions  for  10  cents. 

Alpha  Card  Case.— Very  handsome,  of  conven- 
ient size  and  shape ; strongly  made ; will  pass 
through  the  mails  without  damage.  Price  10  cents. 
At  least  50  Cards  should  be  ordered  with  this  Cas  e 
with  which  it  may  be  filled. 

Addresses.— An  extra  charge  of  5 cents  per  line 
for  printing  address  and  business  of  customers  on 
cards.  Business  or  address  not  printed  on  chromo 
Cards. 

Type.— We  always  use  our  own  selection,  and 
guarantee  satisfaction  in  every  case. 

Hotc  to  Order.— Always  write  names  to  be  print- 
ed VERY  PLAINLY  or  we  will  not  be  responsible 
if  mistakes  should  occur. 

Xa me  in  Gold  or  Silver. — Five  cents  extra  will  be 
charged  per  pack  of  25  or  less. 

How  to  Send  Money. — As  a general  rule  money 
may  be  sent  in  a common  letter,  but  in  sending 
amounts  of  $5.00  or  over  it  would  be  safer  to  regis- 
ter your  letter  or  secure  a P.  O.  money  order. 

One-cent  stamps  in  amounts  under  one  dollar 
will  be  received. 

Terms. — Cash  MUST  accompany  all  orders. 

Agents  Wanted  ! 

We  wish  a good  agent  in  every  city,  town  and 
village  in  the  Union.  Any  lady,  gentleman,  boy  or 
girl,  and  especaliy  the  students  of  any  schooi  or  ] 
academy  can  secure  a pleasant  and  profitable  em-  J 
employment  by  taking  orders  for  our  cards.  Even 
if  you  are  in  other  business,  you  can  in  spare  mo-  i 
ments  greatly  increase  your  income.  Hundreds  j 
of  persons  all  over  the  country  are  making  money. 
You  are  sure  to  succeed  if  you  try.  Many  card 
companies  charge  high  prices"  and  allow  agents  a 
commission.  Notwithstanding  our  extremely  low 
prices  we  allow 

20  per  cent.  Discount  to  Agents  ! 

Send  40  cents  and  receive  50  cents  worth  of  goods, 
or  SO  cents  and  order  *1.00.  Agent  are  at  liberty  to  \ 
charge  whatever  their  locality  will  admit  of. 

Outfits — ' Trial  outfit,  20  samples,  5 cents.  Com-  • 
plete  outfit.  50  Samples,  oniv  10  cents. 

Address  all  order's  only  to' 

Alplia  Card  Co., 

RICHMOND;  VA. 

READER, : You  are  incited  to  act  as  our  agent  for 
your  vicinity,  and  can  have  future  orders  filled  at 
agents'  rates  ! An  early  order  desired. 


LADIES  I Two  Model  Love  Letters  sent  for  10c. 

and  Something  Rich.  H.  Martin,  Box  547, 
GENTS.  | Baltimore,  3/d.  Sure  to  please. 


WOOING  AND  WINNING, 

Follow  the  directions  given  in  this  little  book,  and 
failure  to  win  her  you  love  will  be  impossible.  By 
mail,  10  cents.  Address  H.  Martin.  Box  547,  Bal- 
timore,  Md. ' 

WANTED.— Amateur  Books,  Papers,  &c.,  to 
publish  at  short  notice,  and  at  Amateur 
prices.  Send  stamp  for  estimates.  Address  THE 
AMATEUR  DIAL,  Richmond,  Va. 


A NOTICE  OF  NO  IMPORTANCE. 

Ingrowing  Nails: 

can  be  immediately  relieved,  and  in  a few  days, 
completely  cured,  without  the  use  of  a knife  or  any 
other  surgical  instrument.  The  remedy  can  be  ap- 
plied without  pain  and  is  absolutely  inf  alible.  It 
will  be  sent  to  any  address,  on  receipt  of  OXE 
DOLLAR,  and  a speedy  cure  guaranteed.  Stamps 
taken.  Address  H.  M.  RICE,  9 North  street, 
Baltimore,  3/d. 


LADIES  I The  Exterminator.  Send  10c.  to  H. 
ONLY.  | Martin,  Box  547,  Baltimore  3/d. 


Printers ! 

Do  not  fail  to  send  for  my  New  Price  List  of 

Blank,  Ornamental  and  Illustrated 

CARDS! 

Immense  Variety  of  Escort,  Transparent,  Actress,  ! 
Beveled  Edge,  Demon,  Chromo  and  other  Cards.  I 
Address  James  Wadsworth,  Jr.,  M’f’r. 

P‘  O.  Box  670.  1S1  William  St.,  New  York. 


PUBLISHERS  about  to  suspend  the  publication 
of  their  papers,  would  do  well  to  address  us 
for  unrivaled  terms  of  consolidation. 


THE  LITTLE  FLIRT, 

Contains  Handkerchief.  Fan.  Glove.  Hat  and  Para- 
sol Flirtations.  Ac.  By  mail.  10  cents.  Address 
H.  Martin.  Box  547,  Baltimore.  Md. 


RICHMOND,  - - - - VIRGINIA. 

Salesman,  L.  W.  Allen,  of  Ashland,  Va. 


O 4"k  Fine  Chromo  Cards  with  your  name  there- 
0 1.1  on,  postpaid,  for  10  cents.  Price  List 
free.  Agents  wanted.  Outfit  10  cents.  Oswald 
L.  Williams,  703  N.  Ninth  st.,  Richmond,  Va. 


GENTS’  The  Tickler,  two  for  10c.  A mere  song. 
ONLY.  H.  Martin,  Box  547,  Baltimore.  Md. 


T OOK  RIGHT  HERE!  VALUABLE  INFOR- 
MATION  FREE ! 

Grirls’  Own  Faper, 

Only  one  in  the  World  ! By  sending  5 cents  you 
can  secure  a copy  of  Girls'  Own  Paper  giving  in- 
formation by  which  you  can  make  several  dollars. 
Thirty-five  premiums  offered  in  one  number.  Val- 
uable directions  for  hair  flowers,  and  various  other 
kinds  of  fancy  work,  wax,  leather,  feather,  zephyr 
and  paper  flowers,  and  hair  jewelry.  Send  5 cents 
immediately  for  one  copy,  or  50  cents  for  one  year. 
An  order  for  4 copies  will  secure  one  free.  Great 
inducements  to  agents.  Send  5 cents  for  specimen 
and  particulars.  Address  Miss  Birdie  Walker, 
Editor  Girls'  Own  Paper,  Knoxville,  Tenn. 


25  Finest  Visiting  Cards,  handsomely  printed, 
postpaid  for  20  cents.  Warranted  first-class.  J.  S. 
Lorton,  3202  E.  Broad  st.,  Richmond,  Va. 


LOVERS’  TELEGRAPH;  or  Love  Signal. 

By  mail  10  cents.  Address  H.  Martin.  Box  547, 
Baltimore,  3/d. 


—AND— 

WOOD  CARVING-, 


Wm.  Yaufman, 

203  North  Fifth  Street,  RICHMOND,  VA. 

Dealer  in  oil  kinds  of 

Hand  and  Foot-Power  Machines ! 

SAW  BLADES, 

CARVING  TOOLS, 

DESIGNS, 

and  all  kinds  of 

FANCY  WOODS 

— FOR — 

SAWING  AND  INLAYING 

Manufacturer  of  Brackets,  Wall-Pockets, 
Card  Receivers,  Swiss  Clocks,  &c. 

SCROLL  SAWS! 

From  $3  to  $25. 

Catalogues,  Circulars  of  Machines  and  Prices  Free. 

8^‘BOYS  and  GIRLS : You  shouid  patronize  a 
Southern  Supply  Store  of  this  kind,  it  will  pay  you. 
The  prices  are  as  low  as  in  New  York,  and  I prom- 
ise to  fill  all  orders  promptly  and  with  satisfaction. 
I am  now  prepared  to  furnish  anything  in  the 
Scroll  Sawing  or  Wood  Carving  business  you  may 
need.  Send  your  orders  to  me  and  save  time. 


SCROLL  SAWING 


1 fk  Fine  Mixed  Cards,  Snowflake,  Chromo,  &c. 
jfc  Vr  with  your  name  thereon,  postpaid  for  10 
?nts.  Agents  wanted.  Outfit  10  cents.  Price 
ist  free.  Oswald  L.  Williams,  703  N.  Ninth 
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Guest  Editorial 


Electrical  Hazards  and  Electronic  Equipment  in  the  Hospital 

THIS  TASK  FORCE  was  charged  with  developing  a set  of  minimum 
standards  for  the  safety  and  periodic  testing  of  hospital  electrical  and  elec- 
tronic equipment,  particularly  those  items  used  in  critical  care  areas,  as  guide- 
lines for  excellent  medical  practice  and  for  potential  legislation  for  Virginia. 
After  an  extensive  review  of  the  literature  devoted  to  hospital  electrical 
safety  and  of  the  efforts  of  many  national  organizations  to  develop  standards 
for  safety,  this  task  force  concluded  that  any  statewide  action  should  be 
approached  in  two  stages.  The  first  stage  is  to  develop  general  guidelines 
which  describe  the  minimum  facilities,  services,  and  programs  that  a hospital 
should  provide  to  ensure  the  electrically  safe  practice  of  medicine.  The  sec- 
ond stage  is  to  specify  numerical  standards  of  performance  and  safety  which 
each  piece  or  class  of  electrical  or  electronic  equipment  should  meet  under 
the  above  guidelines. 

With  regard  to  developing  general  guidelines  for  electrical  safety  in  hos- 
pitals, the  literature  has  little  to  offer  with  the  notable  exception  of  the  reports 
of  the  Inter-Society  Commission  for  Heart  Disease  (ICHD)  Resources  and 
of  the  Committee  on  Electrocardiography  of  the  American  Heart  Associa- 
tion. (1_4)  Indeed,  to  our  knowledge,  these  reports  represent  the  only  compre- 
hensive treatment  of  requirements  for  a general  hospital  facility  available  to 
the  general  medical  public.  Even  the  individual  medical  center  reports  pres- 
ently obtainable  are  neither  as  complete  nor  as  exhaustive  as  Part  III  of  the 
ICHD  Resources  Report.3  With  regard  to  the  specifications  for  individual 
pieces  or  classes  of  equipment,  the  reverse  is  true.  The  literature  and  stand- 
ards-setting  groups  offer  a chaotic  plethora  of  information.  At  present,  no 
less  than  40  groups  are  involved  with  setting  specific  safety  standards.  Among 
the  groups  most  likely  to  influence  state  legislation  (National  Fire  Protection 
Association,  Underwriters  Laboratory,  Veterans  Administration,  Association 
for  the  Advancement  of  Medical  Instrumentation),  there  is  no  consensus 
about  the  exact  details  of  specifications  or  methods  of  measuring  them. 

Some  specific  comments  are  appropriate  to  illustrate  why  this  task  force 
is  reluctant  to  adopt  any  of  the  existing  standards  or  to  compile  immediately 
a set  from  any  or  all  of  them.  First,  with  respect  to  leakage  currents,  one  of 
the  hottest  current  topics  in  electrical  safety,  there  is  insufficient  experimental 
evidence  to  justify  setting  a specific,  upper  limit  of  1,  10  or  100  microamperes 


as  an  acceptable  value.  The  use  of  any  particular  value  (e.g.,  microamperes, 
millivolts,  etc.)  ignores  the  concept  of  electrical  energy,  that  is,  the  product 
of  current  and  voltage  integrated  over  the  duration  of  application  of  elec- 
tricity. Neither  current  nor  voltage  can  be  incriminated  alone  and  the  com- 
bination is  the  true  hazard.  We  note,  however,  that  with  the  exception  of 
diagnostic  and  therapeutic  equipment  which  uses  large  amounts  of  power 
(multi-channel  monitors,  portable  x-ray  and  fluoroscopy,  defibrillators,  etc.), 
contemporary  technology  can  reduce  the  leakage  currents  to  arbitrarily  very 
low  values.  Second,  some  of  the  standards  of  performance  proposed,  notably 
those  of  the  Veterans  Administration,  are  so  restrictive  in  their  wording  that 
they  tend  to  stifle  irrationally  any  innovative  algorithms  for  signal  processing 
which  a manufacturer  might  want  to  use.  Finally,  some  of  the  standards  are 
proposed  by  individuals  of  dubious  qualifications  while  others  are  proposed 
by  individuals  or  organizations  in  a position  to  profit  from  their  adoption. 

On  October  19-20,  1971,  the  Virginia  Hospital  Association  and  the  Vir- 
ginia Regional  Medical  Program  co-sponsored  a conference  on  electrical 
hazards  in  hospitals.  Personnel  from  over  40  Virginia  hospitals  attended. 
Each  member  of  this  task  force  participated  presenting  educational  material 
about  and  clinical  experience  with  electrically  safe  and  unsafe  environments 
in  their  respective  hospitals.  Emphasis  was  placed  upon  using  electrical  equip- 
ment safely,  identifying  both  hazards  and  accidents  and  correcting  them  im- 
mediately, and  initiating  training  programs  for  safe  electrical  practices  for  all 
hospital  personnel.  Clearly,  formal  mechanisms  should  be  encouraged  and 
developed  for  Virginia  hospitals  so  that  they  may  estabish  safety  programs 
before  being  saddled  with  definite,  perhaps  unnecessarily  expensive,  and  le- 
gally enforcible  specifications  which  their  equipment  is  to  meet.  Finally , 
the  Mere  Existence  of  Protocols  for  Electrical  Safety  Which  Are  Carefully 
Followed  in  Practice  in  Each  Hospital  Will  Greatly  Reduce  the  Incidence 
of  Electrical  Hazards  and  Electrical  Accidents  Even  Though  Definite  Limits 
on  Leakage  Currents,  Frequency  Response,  Gain  Accuracy,  Etc.,  Do  Not 
Yet  Exist. 

In  conclusion,  this  task  force  recommends  the  establishment  of  protocols 
for  periodic  inspection  and  maintenance  of  electrical  and  electronic  equip- 
ment in  hospitals  in  Virginia.  This  task  force  further  recommends  that  the 
Inter-Society  Commission  for  Heart  Disease  Resources  Report,  Part  III,3 
be  adopted  as  the  general  guideline  for  hospitals  in  Virginia  as  we  have  been 
unable  to  find  in  it  any  significant  omissions  or  errors.  Finally,  this  task  force 
volunteers  to  monitor  the  progress  of  the  individual  equipment  standards  tak- 
ing place  at  the  national  level  and  to  compile  a list  suitable  for  recommenda- 
tion to  hospitals  in  Virginia  as  a companion  document  to  the  ICHD  Part  III 
report  in  the  future. 

The  Virginia  Heart  Association  Ad  Hoc  Committee  to  Review  and  Imple- 
ment the  Reports  of  the  Inter-Society  Commission  for  Heart  Disease  Re- 
sources, Chairman:  Eugene  F.  Poutasse,  M.D.;  members:  Carlos  R.  Ayers, 
M.D.,  Herbert  M.  Brewer,  M.D.,  Martha  A.  Carpenter,  M.D.,  Richard  S. 
Crampton,  M.D.,  J.  Hayden  Hollingsworth,  M.D.,  Donald  R.  Holsinger, 
M.D.,  Reno  R.  Porter,  M.D.,  A.  Jarrell  Raper,  M.D.,  316  East  Clay  Street, 
Richmond,  Virginia  23219. 


706 


Virginia  Medical  Monthly 


References 


1.  Green,  H.  L.,  Hieb,  G.  E.,  Schatz,  I.  J.:  Electronic  Equipment  in  Critical  Care 

Areas:  Status  of  Devices  Currently  in  Use.  Circulation  43:  A101-A122, 
1971. 

2.  Green,  H.  L.,  Breneman,  G .M.,  Goldberg,  S.  J.,  Harben,  D.  E.,  Hieb,  G.  E., 

Kosowsky,  B.,  Parker,  B.,  Rimaldo,  J.  A.,  Webb,  G.  N.,  Nobel,  J.  J.:  Elec- 
tronic Equipment  in  Critical  Care  Areas.  Part  II:  The  Electrical  Environ- 
ment. Circulation  44:  A237-A246,  1971. 

3.  Idem:  Electronic  Equipment  in  Critical  Care  Areas.  Part  III:  Selection  and 

Maintenance  Program.  Circulation  44:  A247-A261,  1971. 

4.  Pipberger,  H.  V.,  Arzbrecher,  R.  C.,  Berson,  A.  S.,  Briller,  S.  A.,  Gesclowitz, 

D.  B.,  Horan,  L.  G.,  Rantaharju,  P.,  Schmitt,  O.  H.:  Report  of  Committee 
on  Electrocardiography,  American  Heart  Association,  Amendment  of  Rec- 
ommendations for  Standardization  of  Specifications  for  Instruments  in 
Electrocardiography  and  Vectorcardiography,  Concerning  Safety  and 
Electrical  Shock  Hazards.  Circulation  46:  1-2,  1972. 

TASK  FORCE  OF  THE  VIRGINIA  HEART  ASSOCIATION 
AD  HOC  REVIEW  COMMITTEE 

Chairman:  Richard  S.  Crampton,  M.D. 

Members:  Alexander  M.  Clarke,  Ph.D. 

Frank  P.  Hunter,  Jr.,  B.E.E. 

Michael  L.  McCartney,  Sc.D. 

Please  address  all  correspondence  to: 

Richard  S.  Crampton,  M.D. 

Box  158 

University  of  Virginia  Medical  Center 
Charlottesville,  Virginia  22901 


Volume  100,  August,  1973 


707 


The  Cytocentrifuge 

A Useful  Tool  in  Cancer  Diagnosis 


A significant  increase  in  the 
speed  and  accuracy  in  cytologi- 
cal  diagnosis  is  possible  with  the 
cytocentrifuge. 

YTOLOGICAL  EXAMINATION  is  a 
well  recognized  and  useful  technique  in 
cancer  diagnosis.  Since  Papanicolaou’s  pio- 
neering work,  investigations  of  cytology  have 
been  refined  and  extended  in  scope.  The  cyto- 
centrifuge* is  an  efficacious  tool  for  its  further 
simplification.  The  results  are  produced  rap- 
idly and  economically. 

The  basic  technique  of  cytocentrifugation 
has  been  described  previously.1,2  The  device 
concentrates  cells  which  adhere  to  a glass  slide, 
while  the  supernatant  fluid  is  absorbed  by  a 
paper  strip.  The  sample  is  placed  in  a well 
within  a plexiglass  block  mounted  in  the  cen- 
trifuge’s rotor.  Then  it  is  spun  off  through 
a horizontal  polyethylene  tube  onto  a slide, 
while  the  suspension  fluid  is  drawn  off  radially 
by  an  absorption  strip.3  Although  quantitative 
preparations  are  not  produced,  cell  loss  is  no 
greater  than  with  ordinary  smearing  methods.2 
Following  centrifugation  and  air  drying  of 

*Cytocentrifuge  or  Cytospin,  Shandon  Scien- 
tific, Selwicky,  Pa. 

From  the  University  of  Virginia  School  of 
Medicine  and  the  Medical  College  of  Virginia. 


JOHN  B.  ARNOLD,  M.D. 

DIANE  M.  KOMP,  M.D. 

WESLEY  H.  PETERSON,  M.D. 
Charlottesville,  Virginia 

CHARLES  L.  JOHNSTON,  JR.,  M.D. 

J.  G.  dos  SANTOS-NETO,  M.D. 
Richmond,  Virginia 

the  specimen,  the  slides  are  stained  by  what- 
ever method  is  appropriate.  For  Wright’s 
stained  specimens,  interpretation  may  be  car- 
ried out  within  one  half-hour  of  collection 
although  some  adjustment  of  the  staining  time 
ordinarily  used  for  blood  film  staining  may  be 
necessary. 

The  machine  can  accommodate  up  to  twelve 
samples  simultaneously,  but  may  be  run  with 
a lesser  number.  The  operational  controls  are 
similar  to  those  of  a conventional  centrifuge.3 

This  means  of  processing  biological  fluids 
has  several  applications.  Watson2  found  cy- 
tocentrifugation useful  in  studying  peritoneal 
exudates  and  lymph  node  suspensions  as  well 
as  overcoming  morphologic  distortion  asso- 
ciated with  the  smearing  of  cells  suspended  in 
viscous  media. 

In  studying  the  cerebrospinal  fluid  (CSF) 
of  children  with  central  nervous  system  leu- 
kemia, Komp  and  Cox1  showed  that  with 
cytocentrifugation  concentration  of  small 
number  of  cells  without  deranging  their  char- 
acteristics was  possible.  This  allowed  for  an 
early  diagnosis  of  central  nervous  system  re- 
lapse to  be  made.  Jameson  and  Wells4  used 
the  technique  to  demonstrate  cryptococci,  oth- 
erwise undetectable,  in  the  CSF  of  patients 
with  Hodgkin’s  disease,  compromised  host  de- 
fenses, and  with  meningitis  of  an  obscure 
etiology. 

The  following  brief  case  reports  are  exam- 
ples of  the  use  of  cytocentrifugation  for  rapid 
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clarification  of  diagnostic  problems  at  the  Uni- 
versity of  Virginia  School  of  Medicine  and 
the  Medical  College  of  Virginia. 

Case  Reports 

No.  1.  T.S.  is  a 10-8/12  year  old  boy  diag- 
nosed as  having  metastatic  embryonal  rhab- 
domyosarcoma. He  did  well  following  initial 
radiotherapy  and  chemotherapy  until  Septem- 
ber 1972,  when  he  developed  a left  basilar 
pleural  effusion.  Thoracentesis  produced  370 
ml  of  serosanguinous  fluid.  Wright’s  stain  of 
cytocentrifuged  specimen  revealed  numerous 
clumps  of  tumor  cells  consistent  with  em- 
bryonal rhabdomyosarcoma  (Fig.  1).  Cell 


cavity  effusions  enabling  a diagnosis  of  under- 
lying malignancy  to  be  made,  and  therapy  to 
be  initiated  immediately  while  cell  block 
studies  are  pending. 

No.  2 B.P.  is  a three  year  old  boy  diagnosed 
as  having  acute  undifferentiated  leukemia.  In- 
trathecal methotrexate,  hydrocortisone,  and 
cytosine  arabinoside  were  given  to  prevent 
CNS  leukemia.  Following  a difficult  lumbar 
puncture,  during  which  the  needle  scraped 
the  vertebrae  several  times,  examination  of  the 
CSF  showed  35  mononuclear  cells,  and  400 
red  cells  in  the  counting  chamber.  Staining 
with  Wright’s  stain  after  cytocentrifugation 


Fig.  l 

block  of  the  specimen  which  took  24  hours  to 
process  demonstrated  cells  similar  to  the  pri- 
mary lesion. 

Comment:  Cytocentrifugation  offers  a rapid 
method  of  processing  and  concentrating  body 


verified  that  these  cells  were  normal  marrow 
elements  inadvertently  lodged  in  the  needle  tip 
during  the  lumbar  puncture  (Fig.  2). 

Cotnment:  Because  of  the  low  protein  con- 
tent of  cerebrospinal  fluid,  “mononuclear  cells” 
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such  as  lymphoblasts,  lymphocytes,  mono- 
cytes, or  bone  marrow  precursor  cells  cannot 
be  clearly  defined  by  Wright’s  staining  of  or- 
dinarily centrifuged  specimens.  Attempts  to 


dose  of  intrathecal  medication.  Five  “mono- 
nuclear cells”  per  cubic  millimeter  were  pres- 
sent  by  chamber  count.  By  cytocentrifugation 
all  the  cells  were  shown  to  be  lymphoblasts. 


Fig.  2 


clarify  morphology  have  been  made  by  mix- 
ture of  sediment  with  albumin,  but  this  has 
not  been  entirely  satisfactory.  Cytocentrifuga- 
tion allows  definitive  and  rapid  differentiation 
of  “mononuclear  cells”  in  the  cerebrospinal 
fluid  as  a leukemic  child.  Accordingly,  early 
treatment  of  CNS  leukemia  may  be  instituted, 
and  equally  as  important,  unnecessary  treat- 
ment with  potentially  toxic  drugs  may  be 
avoided. 

No.  3.  R.S.,  a child  with  acute  lymphoblas- 
tic leukemia,  was  receiving  maintenance  intra- 
thecal hydrocortisone  and  cytosine  arabinoside 
every  two  months  following  resolution  of 
CNS  leukemia.  He  did  well  for  thirteen 
months  and  was  asymptomatic  when  spinal 
fluid  was  obtained  in  the  course  of  a routine 


Florid  CNS  relapse  occurred  one  month  later. 

Comment:  Remission  of  CNS  leukemia  is 
usually  considered  to  be  less  than  ten  “mono- 
nuclear cells”  per  cubic  millimeter  in  the 
CSF.5  Small  numbers  of  blasts  can  be  con- 
centrated on  a slide  by  cytocentrifugation  and 
impending  CNS  relapse  identified  earlier  than 
otherwise  possible. 

No.  4.  A 70  year  old  black  woman,  L.S., 
was  found  to  have  inoperable  gastric  carci- 
noma seven  months  earlier.  She  responded 
poorly  to  chemotherapy  and  became  somno- 
lent and  complained  of  headache.  Lumbar 
puncture  produced  a cellular  CSF  which  was 
processed  by  cytocentrifugation  and  Wright’s 
staining.  The  harvested  cells  were  easily  iden- 
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tified  as  malignant  cells,  some  of  which  had  a 
characteristic  “signet”  morphology  (Fig.  3). 

Comment ; The  development  of  CNS  symp- 
toms in  a patient  with  a malignancy  is  an  om- 


easily  overcomes  both  these  problems.  Small 
numbers  of  cells  are  concentrated,  and  even 
more  importantly  their  morphology  is  un- 
changed. 


Fig.  3. 


inous  sign.  Rapid  diagnosis  of  CNS  metastases 
is  essential  if  therapy  is  to  be  successfully  insti- 
tuted. The  cytocentrifuge  enables  malignant 
cells  to  be  harvested  from  the  CSF,  even  if  few 
in  number,  without  distorting  their  morphol- 
ogy. Accordingly,  the  early  treatment  of  CNS 
metastases,  with  resultant  decrease  in  morbid- 
ity and  mortality,  can  be  instituted. 

Discussion 

The  need  to  diagnose  accurately  and  rapidly 
the  cause  of  vague  CNS  symptoms  and  body 
cavity  effusions  in  a patient  with  known  or 
suspected  malignancy  is  a common  clinical 
occurrence.  By  obtaining  cytological  speci- 
mens which  show  unequivocal  diagnostic  fea- 
tures, i.e.,  undistorted  cellular  morphology,  the 
correct  cause  of  the  problem  can  be  ascer- 
tained. The  exfoliated  cells  in  a malignant 
effusion  are  often  few  in  number  and  the  con- 
centration techniques  frequently  employed 
have  the  drawback  of  distorting  the  structual 
characteristics  of  the  cells.  The  cytocentrifuge 


The  speed  of  availability  of  results  is  an 
important  feature  in  its  usefulness  of  this  tech- 
nique. Thus,  it  is  possible  to  institute  appro- 
priate therapeutic  measures  within  a few  min- 
utes following  a diagnostic  tap. 

Although  cytocentrifugation  has  been  used 
most  widely  in  hematopoietic  malignancies,  its 
potential  applications  extend  to  all  forms  of 
cancer.  Problems  in  cell  identification  may  be 
overcome  by  the  use  of  a variety  of  stains, 
particularly  Wright’s  and  Papanicolaou’s.6 

Summary 

With  the  great  advantages  of  rapidly  con- 
centrating cells,  while  preserving  their  distinc- 
tive morphological  features,  the  cytocentrifuge 
is  a promising  new  addition  to  the  cancer  phy- 
sician’s armamentarium. 
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Vitamin  D Supplement 


Infants,  pregnant  women  and  nursing  moth- 
ers may  need  an  extra  dose  of  Vitamin  D.  The 
rest  of  us  most  likely  already  get  more  than 
enough. 

This  is  the  report  of  an  Alabama  physician 
researcher  in  the  June  11th  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

The  communication,  by  Paul  A.  Palmisano, 
M.D.,  of  the  University  of  Alabama  Medical 
Center  at  Birmingham,  is  the  first  in  a series 
of  short  articles  that  will  appear  in  the  Jour- 
nal to  help  physicians  fill  a gap  in  their  medical 
knowledge  in  the  area  of  nutrition. 

Most  commercial  milks,  baby  foods,  mar- 
garines and  breakfast  cereals  are  fortified  with 
Vitamin  D.  When  this  is  added  to  Vitamin  D 
obtained  from  exposure  to  sunlight,  plus  that 
naturally  present  in  foods,  the  average  Amer- 
ican may  receive  several  times  the  daily  amount 
of  Vitamin  D he  requires. 

Extra  pills  on  top  of  the  naturally  acquired 
supply  of  Vitamin  D may  prove  too  much  for 


the  normal  person  to  handle.  The  result  may 
be  nausea,  vomiting,  constipation,  excessive 
urination,  excess  thirst,  dehydration  and  gen- 
eral weakness.  Vitamin  D is  essential  to  pre- 
vent rickets.  This  fact  has  been  known  for 
many  years,  hence  the  fortification  of  some 
common  foods.  Nutritional  rickets  now  is  rare 
in  the  United  States. 

Most  persons  get  all  the  Vitamin  D they 
need  from  intermittent  exposure  to  sunlight 
plus  eating  the  ordinary  American  diet,  “ex- 
cept the  recluse  who  is  also  a strict  vegetarian.” 

Members  of  dark-skinned  races  will  get  less 
of  the  vitamin  from  sunlight  than  light-skinned 
persons. 

The  series  currently  appearing  in  the  Jour- 
nal will  be  one  of  many  programs  of  the  AMA 
Council  on  Foods  and  Nutrition  to  help  keep 
the  physician  up  to  date.  The  articles  will  deal 
with  myths  in  the  dietary  management  of  in- 
testinal disorders,  consumer  knowledge  of  nu- 
trition, reducing  diets,  nutrition  in  pregnancy, 
and  other  topics  of  the  moment. 
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Etiology  and  Surgical  Management 
of  the  Middle  Lobe  Syndrome 


Chronic  or  recurrent  pneumonitis 
and  atelectasis  of  the  right  mid- 
dle lobe  constitute  "the  middle 
lobe  syndrome".  Surgery  is  rec- 
ommended by  the  author  not  only 
because  medical  management  is 
unsatisfactory,  but  also  because 
carcinoma  is  a cause  of  this  con- 
dition in  a significant  percentage 
of  cases. 

BROCK2  in  1937  reported  the  secondary 
effects  of  tuberculous  lymphadenitis  on 
the  lungs  and  theorized  that  bronchial  destruc- 
tion and  cicatrization  resulted  in  distal  lobar 
bronchiectasis  and  chronic  pneumonitis.  He 
felt  that  the  right  middle  lobe  bronchus  was 
most  susceptible  because  of  drainage  to  the 
lymph  nodes  about  the  base  of  this  bronchus 
from  the  entire  right  lung  and  even  from  the 
left  lung.  Graham,  Burford,  and  Mayer5  in 
1948  first  used  the  term  “middle  lobe  syn- 
drome” to  characterize  this  condition  of  atelec- 
tasis which  they  attributed  to  bronchial  com- 
pression from  peribronchial  lymphadenopathy. 

Culiner3  in  1966  challenged  this  hypothesis 
and  noted  in  only  one  of  Brock’s  cases  was 
total  bronchial  obstruction  by  compressing 
nodes  found.  He  presented  nine  cases  of  his 
own,  none  of  which  showed  peribronchial 
compression,  and  concluded  that  primary  nodal 
bronchial  compression  and  secondary  distal 
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atelectasis  as  a cause  of  the  middle  lobe  syn- 
drome was  unsubstantiated  except  in  rare  in- 
stances. He  felt  that  the  atelectasis  resulted 
from  the  fissures  isolating  the  middle  lobe  from 
the  upper  and  lower  lobes  and  thus  from  the 
aerating  effects  of  collateral  ventilation.  Sec- 
ondary infection  was  superimposed  on  repeated 
or  protracted  atelectasis  and  resulted  in  a 
shrunken  middle  lobe  and  occasionally  sec- 
ondary peribronchial  lymphadenopathy.  Brad- 
ham,  Sealy,  and  Young1  also  in  1966  empha- 
sized that  well  developed  fissure  lines  might 
be  a logical  explanation  for  some  cases  of  lo- 
calized middle  lobe  disease  and  presented  41 
patients  operated  upon  for  persistent  infection 
of  the  middle  lobe. 

In  order  to  find  what  disease  entities  pres- 
ently cause  chronic  middle  lobe  pneumonitis 
and  atelectasis  and  whether  proximal  bronchial 
obstruction  or  lack  of  collateral  ventilation 
seemed  the  most  important  pathological  proc- 
ess, we  decided  to  review  our  experience  with 
the  middle  lobe  syndrome  in  a community 
hospital  setting. 

Clinical  Material 

Between  1960  and  1972  we  performed  37 
exploratory  thoracotomies  for  patients  with 
chronic  or  recurrent  right  middle  lobe  pneu- 
monia. Nineteen  of  these  lobes  demonstrated 
severe  atelectasis.  Fourteen  of  the  37  cases 
had  significant  proximal  bronchial  obstruction 
demonstrated  either  by  bronchoscopy  or 
bronchogram.  It  is  of  interest  that  ten  cases 
of  severe  atelectasis  were  not  associated  with 
demonstrable  proximal  bronchial  obstruction 
either  in  the  preoperative  workup  or  at  sur- 
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gery.  On  the  other  hand,  a few  cases  associated 
with  proximal  bronchial  obstruction,  while 
producing  chronic  pneumonia  in  the  lobe,  did 
not  appear  to  produce  severe  atelectasis.  The 
etiology  of  these  cases  is  presented  in  Table  1. 

TABLE  1 

Etiology  of  the  Middle  Lobe  Syndrome 
in  37  Thoracotomies 


Etiology  Number  of  Patients 


Chronic  pneumonia  with  interstitial 

fibrosis 14 

Bronchiectasis 13 

Carcinoma 5 

Tuberculosis 3 

Chronic  granuloma,  etiology  unknown  1 

Foreign  body  (in  22  month  old  child) . . 1 


Three  additional  middle  lobectomies  were 
discarded  from  this  series  because  the  patients 
presented  more  with  a mass  lesion  than  with 
chronic  pneumonitis.  Two  of  these  cases  were 
caused  by  epidermoid  carcinoma  and  one  was 
caused  by  a tuberculoma.  There  was  one  post- 
operative death  in  the  series  of  37  patients. 


chial  orifice  generally  on  bronchoscopy.  They 
found  complete  bronchial  obstruction  with 
bronchography  in  only  1 2 patients.  Rubin  and 
Rubin7  in  1950  reviewed  14  cases,  but  found 
no  bronchial  obstruction  due  to  peribronchial 
nodal  compression.  In  the  1966  report  by 
Bradham,  Sealy  and  Young1  of  41  patients 
operated  upon  for  persistent  infection  of  the 
middle  lobe,  they  found  only  ten  with  bron- 
chial compression,  stricture,  or  distortion  on 
the  basis  of  lymphatic  disease.  Preoperative 
bronchoscopy  revealed  narrowing  of  the  mid- 
dle lobe  orifice  in  only  eight  instances  and 
bronchography  done  in  24  of  the  patients  re- 
vealed bronchiectasis  in  16,  non  or  incomplete 
filling  in  seven,  and  a narrowed  middle  lobe 
bronchial  orifice  in  one.  They  noted  that  the 
anatomical  problems  peculiar  to  the  middle 
lobe  tended  to  make  medical  management 
unsatisfactory. 

We  noted  at  preoperative  bronchoscopy  the 
take  off  of  the  middle  lobe  bronchus  was  often 
angulated  downward  by  the  atelectasis  of  the 


Fig.  1.  Bronchogram  demonstrating  proximal  middle  lobe  bronchial  obstruction 
(outlined)  with  severe  atelectasis  of  the  middle  lobe.  Compression  by  peribronchial 
lymphadenopathy  was  found  at  surgery. 


Discussion 

Paulson  and  Shaw6  in  1949  reported  28 
cases  of  chronic  atelectasis  and  pneumonitis  of 
the  middle  lobe  and  described  a slit-like  bron- 


lobe  and  thus  the  orifice  often  was  easier  to 
visualize.  In  the  14  cases  which  demonstrated 
proximal  bronchial  obstruction  (Fig.  1),  the 
obstruction  was  due  to  secretion,  mucosal  in- 
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flammation,  or  blood  in  six,  nodal  compression 
was  present  in  seven,  and  one  bronchus  was 
blocked  by  obvious  tumor.  Our  indications  for 
surgery  consisted  of  recurrent  or  chronic  res- 
piratory infection  limited  to  the  middle  lobe 
and  often  associated  with  chronic  cough, 
hemoptysis,  and  occasionally  pleuritic  chest 
pain.  Exploration  was  recommended  in  any 
case  of  chronic  pneumonitis  that  persisted  for 
two  months  without  clearing  on  appropriate 
medical  therapy. 

It  was  of  interest  to  us  that  several  of  the 
patients  who  demonstrated  chronic  pneumonia 
with  interstitial  fibrosis  had  a history  of  re- 
current pneumonia  and  were  asymptomatic 
between  their  illnesses.  We  have  seen  a num- 
ber of  patients  with  classic  middle  lobe  atelec- 
tasis and  pneumonitis  clear  their  disease  com- 
pletely over  a three  to  four  week  period,  but 
often  they  are  subject  to  recurrent  disease. 
These  are  the  patients  whose  bronchi  often 
appear  thread-like  on  bronchogram  rather  than 
demonstrating  the  bronchiectatic  pattern  (Fig. 
2)  which  13  of  our  patients  had.  In  the  qui- 


classic  picture  of  bronchiectasis.  Our  medical 
colleagues  often  prefer  to  treat  patients  with 
recurrent  middle  lobe  pneumonitis  on  long 
term  or  repeated  courses  of  antibiotic  therapy. 
We  would  agree  that  this  is  appropriate  treat- 
ment for  the  patient  who  is  a poor  surgical 
risk  or  who  does  not  desire  surgery. 

This  series  confirms  the  decreasing  incidence 
of  tuberculosis  as  a cause  of  the  middle  lobe 
syndrome  and  thus  perhaps  the  decreasing  im- 
portance of  peribronchial  nodal  compression 
as  a cause  of  middle  lobe  atelectasis.  Culiner3 
and  Bradham,  et  al.,1  make  convincing  argu- 
ments for  the  lack  of  collateral  ventilation  as 
an  important  etiologic  factor  in  chronic  middle 
lobe  infection.  Whether  proximal  bronchial 
obstruction  due  to  secretions,  inflammation, 
and/or  peribronchial  lymphadenopathy  also 
plays  a significant  role  in  most  cases  is  unclear. 
The  absence  of  demonstrable  proximal  bron- 
chial obstruction  at  the  time  of  bronchoscopy 
and  bronchogram  does  not  necessarily  rule  out 
obstruction  as  a significant  contributing  factor 
at  some  earlier  time  in  the  disease  process. 


Fig.  2.  Bronchogram  demonstrating  bronchiectasis  with  chronic  middle  lobe  pneu- 
monia and  atelectasis.  No  proximal  bronchial  obstruction  was  noted  on  the  bron- 
chogram or  at  surgery. 


escent  period  in  these  patients  a bronchogram 
may  be  relatively  normal.  It  may  well  be  that 
prompt  antibiotic  therapy  in  this  type  of  pa- 
tient prevents  the  development  of  the  more 


Our  experience  over  the  past  12  years  re- 
veals carcinoma  may  present  as  chronic  middle 
lobe  pneumonitis  and  atelectasis.  Of  the  five 
patients  with  carcinoma  undergoing  explora- 
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tory  thoracotomy,  a preoperative  diagnosis  was 
made  in  one  when  bronchoscopy  and  biopsy 
revealed  epidermoid  carcinoma  obstructing  the 
middle  lobe  bronchial  orifice.  Bronchograms 
showed  bronchial  narrowing  in  two  additional 
cases,  one  of  which  was  an  adenocarcinoma 
and  the  other  was  an  epidermoid  carcinoma, 
but  cytologic  studies  were  negative  preopera- 
tively.  The  two  cases  which  showed  no  evi- 
dence of  bronchial  involvement  on  broncho- 
gram  were  caused  by  alveolar  cell  carcinoma 
in  middle  age  females  and  presented  as  chronic 
pneumonia  with  some  atelectasis.  Three  of 
the  five  cases  were  resectable,  but  none  sur- 
vived over  one  year  postoperatively. 

Due  to  the  known  chronicity  of  middle 
lobe  pneumonia,  many  physicians  tend  to  delay 
diagnostic  procedures  much  longer  than  they 
would  for  chronic  pneumonia  in  other  areas 
of  the  lung.  We  feel  this  is  an  unwise  policy 
for  several  reasons.  While  proximal  bronchial 
obstruction  due  to  compressing  lymphade- 
nopathy  is  apparently  a less  frequent  cause  of 
middle  lobe  pneumonitis  and  atelectasis  than 
insufficient  collateral  ventilation,  both  condi- 
tions contribute  to  chronicity.  We  agree 
strongly  with  Bradham,  Sealy,  and  Young1  that 
anatomical  problems  peculiar  to  the  middle 
lobe  tend  to  make  medical  management  un- 
satisfactory. In  addition  this  series  confirms  a 
significant  incidence  of  malignancy  in  chronic 
middle  lobe  pneumonia.  Ferguson  and  Bur- 
ford4  stress  that  foreign  body  in  the  child  and 
bronchogenic  carcinoma  in  the  adult  must  be 
considered  in  the  differential  diagnosis  of 
bronchial  compressive  disease.  In  organizing 
pneumonia  they  recommend  exploration  after 
only  three  to  four  weeks  of  observation. 

Summary 

The  middle  lobe  syndrome  characterized  by 
chronic  pneumonitis  and  atelectasis  was  orig- 


inally attributed  to  bronchial  compression  from 
peribronchial  lymphadenopathy.  This  series 
of  37  thoracotomies  confirms  recent  reports 
that  poor  natural  drainage  and  lack  of  col- 
lateral ventilation  due  to  well  developed  fis- 
sures is  the  more  frequent  cause  of  chronic 
middle  lobe  disease.  Exploratory  thoracotomy 
is  recommended  in  patients  with  recurrent  or 
chronic  middle  lobe  pneumonitis  and  atelectasis 
not  only  because  “the  anatomical  problems 
peculiar  to  the  middle  lobe  tend  to  make  med- 
ical management  unsatisfactory”,  but  also  be- 
cause carcinoma  is  a significant  cause  of  this 
condition. 
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Rural  Health  Care  in  Virginia 


This  program  has  been  successful 
in  bringing  health  care  to  citi- 
zens of  a rural  area.  It  has  shown 
the  value  of  the  nurse  practition- 
er and  the  family  health  worker. 

It  may  also  stimulate  young  phy- 
sicians to  practice  in  rural  areas. 

MUCH  HAS  BEEN  SAID  in  recent  years 
about  the  disastrous  plight  of  rural  Amer- 
ica with  respect  to  delivery  of  health  care,  and 
many  articles  have  been  written  in  the  popular 
press  about  the  plight  of  specific  areas,  usually 
implying  that  the  modern  physician  has  no 
sympathy  for  the  small  town  residents  who  no 
longer  have  access  to  a general  practitioner  in 
their  small  village  or  who  have  a modern  small 
community  clinic  and/or  hospital  without  pro- 
fessional staff  to  operate  it.  In  recent  years  sev- 
eral pilot  projects  have  developed  to  try  to 
answer  the  plight  of  specific  rural  areas,  and 
carefully  study  the  problems  of  rural  medical 
caje. 

^ LThe  Central  Virginia  Community  Health 
Center  had  its  origins  in  1970  as  an  outgrowth 
of  a community’s  attempt  to  solve  many  of  the 
problems  facing  other  rural  areasjj  The  resi- 
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dents  of  a sparsely  settled  three-county  rural 
area  along  the  James  River  in  central  Virginia 
had  complained  for  several  years  about  the  de- 
clining number  of  physicians  in  the  area  and 
the  problems  involved  in  driving  to  the  avail- 
able medical  facilities— 60  miles  to  Richmond, 
50  miles  to  Charlottesville,  or  40  miles  to  Farm- 
ville.  In  this  area,  however,  the  “silent  majori- 
ty” was  the  low  income  families,  both  black 
and  white,  who  had  little  access  to  medical 
care,  primarily  because  of  the  economics  in- 
volved with  transportation  to  one  of  the  com- 
munity hospitals  or  University  clinics  serving 
this  area.  Stimulated  by  the  development  of 
neighborhood  health  centers  in  other  parts  of 
the  country,  the  local  community  action  or- 
ganization approached  Dr.  Kenneth  Crispell, 
Dean  of  the  University  of  Virginia  School  of 
Medicine,  in  1969,  with  the  request  to  assist 
the  community  in  developing  an  up-to-date 
comprehensive  health  care  program  for  the 
area.  This  cooperative  venture  between  the 
community  and  the  LTniversity  resulted  in  the 
establishment  of  a non-profit  corporation  with 
a Board  of  Directors  composed  of  local  civic 
leaders,  area  “poor”  residents,  and  University 
faculty  members.  Grant  funds  were  obtained 
from  the  Office  of  Economic  Opportunity  in 
October,  1970,  and  operations  were  started 
thereafter  out  of  temporary  facilities  set  up  in 
a cluster  of  trailers  located  in  the  geographic 
center  of  the  rural  three-county  area  served  by 
the  program.  At  the  end  of  the  first  18  months 
of  the  operation,  approximately  6,000  patients 
representing  some  2200  families  have  received 
services  at  least  once  from  the  Center.  Profes- 
sionals have  been  recruited  to  work  in  the  Cen- 
ter and  a large  number  of  area  residents  have 
been  trained  to  function  in  health  careers  that 
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enable  the  Center  to  effectively  deliver  care  to 
patients  in  this  sparsely  settled  poor  rural  area. 

The  objectives  of  The  Central  Virginia 
Community  Health  Center  are  several.  Clearly, 
the  first  objective  is  to  deliver  top  quality  per- 
sonalized, comprehensive  health  care  to  the 
residents  of  this  rural  three-county  area,  re- 
gardless of  the  socio-economic,  racial,  or  in- 
tellectual background  of  the  patient.  In  this 
instance,  however,  health  care  is  interpreted  in 
its  broadest  possible  aspects,  with  concern  for 
the  financial  well-being,  mental  health,  and  the 
home  environment  of  the  patient  being  as  im- 
portant as  the  treatment  of  acute  illnesses.  To 
effectively  meet  this  goal,  the  Center  has  estab- 
lished both  a social  service  component  and  an 
environmental  health  component  with  the  goal 
of  helping  each  family  solve  the  problems  of 
employment,  housing,  and  so  on.  The  concern 
for  the  aspects  of  quality  of  housing  and  em- 
ployment are  of  particular  importance  in  this 
rural  area  where  job  opportunities  are  few, 
young  people  are  leaving  the  community  to  go 
elsewhere,  and  public  housing  and  transporta- 
tion are  virtually  non-existent. 

The  second  goal  of  the  program  is  to  serve 
as  a research  model  for  the  development  of  new 
ways  of  delivering  health  care  to  rural  areas. 
This  is  obviously  the  major  reason  for  justify- 
ing the  involvement  of  a university  medical 
center  in  the  development  of  a rural  program 
of  this  nature.  The  University  of  Virginia 
School  of  Medicine  has  felt  a strong  commit- 
ment to  elucidate  the  reasons  why  physicians 
are  unwilling  to  go  into  practice  in  rural  areas 
of  the  State  and  to  try  to  develop  means  of 
changing  the  attitudes  of  young  physicians  to 
rural  practice.  The  Central  Virginia  Commun- 
ity Health  Center  was  seen  to  present  an  ideal 
opportunity  to  evaluate  one  possible  solution 
to  the  problem.  By  providing  physicians  with 
University  faculty  status,  with  a clinic  setting 
that  allowed  reasonable  scheduling  of  hours  for 
coverage  by  other  physicians  and  by  sched- 
uling ongoing  participation  in  professional  ac- 
tivities weekly  at  the  University  Medical  Cen- 
ter, it  was  hoped  that  the  program  could  dem- 
onstrate to  medical  students  and  house  officers 


that  two  of  the  three  major  objections  to  rural 
practice— professional  isolationism  and  lack  of 
free  time  away  from  the  demands  of  practice— 
could  be  overcome.  The  third  major  objection 
to  rural  practice,  that  of  dissatisfaction  of  wives 
and  families  with  rural  life,  clearly  remains  a 
problem  which  has  not  been  solved  yet. 

In  addition  to  the  University’s  interest  in 
changing  the  attitudes  of  physicians  towards 
rural  practice,  The  Central  Virginia  Commun- 
ity Health  Center  has  served  as  an  ideal  prov- 
ing ground  for  evaluating  the  value  of  the 
Nurse  Practitioner  in  the  health  care  delivery 
system.  Nurse  practitioner  students  from  both 
the  Pediatric  and  Adult  Nurse  Practitioner 
programs  at  the  University  are  involved  in  the 
Center  for  part  of  their  clinical  experience. 
Furthermore,  the  Center  utilizes  both  pediatric 
and  adult  nurse  practitioners  in  the  day-to-day 
operation  in  an  extremely  effective  manner.  An 
adult  nurse  practitioner  serves  to  evaluate  drop- 
in  patients  and  to  initiate  work-up  of  many  of 
the  adult  patients  coming  in  for  health  evalua- 
tion. Six  pediatric  nurse  practitioners  serve  as 
captains  of  health  care  teams  spending  part  of 
their  time  in  the  Center  seeing  children  for 
both  well  and  sick  child  visits.  They  also  di- 
rect the  field  activity  of  the  family  health 
workers,  each  team  captain  and  four  or  five 
family  health  workers  assigned  to  her  team 
covering  a specific  geographic  area.  Each 
health  care  team  spends  one  day  a week  at  the 
Center,  and  whenever  possible  patients  from 
their  team  area  are  given  appointments  to  be 
seen  on  that  day  so  there  is  a stable  contact  of 
patients  with  physicians,  nurse  practitioners 
and  family  health  workers  from  their  team. 
The  other  days  are  spent  in  the  field  with  the 
nurse  practitioner  supervising  the  home  care 
activities  of  the  team  members.  In  the  very 
near  future,  four  of  the  health  care  teams  will 
begin  operation  of  satellite  clinics  in  remote 
areas  of  the  three  counties,  depending  on  a 
physician  at  the  Center  for  back-up. 

The  training  program  for  family  health 
workers  has  also  been  an  important  part  of  the 
research  and  development  activity  of  the  Cen- 
ter. Twenty-five  area  residents  have  been 
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trained  in  an  intensive  four  month  program  to 
serve  a combined  role  of  nurse’s  aide  and  social 
case  worker.  The  family  health  workers  have 
generally  had  high  school  level  education,  but 
none  of  them  had  previous  training  in  medical- 
ly-related areas.  Each  family  health  worker  is 
assigned  a caseload  of  families  and  she  is  re- 
sponsible for  making  periodic  assessments  of 
home  conditions  as  well  as  following  up  spe- 
cific medical  problems.  Her  responsibilities  in- 
clude assessment  of  needs  of  family  for  other 
community  services  such  as  vocational  rehabili- 
tation, welfare,  or  food  commodities  program, 
as  well  as  serving  as  the  patient’s  advocate  dur- 
ing the  individual  patient’s  contact  with  the 
Center.  During  the  working  day  in  the  Center, 
the  family  health  worker  is  responsible  for  es- 
corting the  patient  from  the  reception  area  to 
the  examining  room,  preparing  the  patient  for 
physician  examination  by  taking  vital  signs. 
She  then  assists  the  physician  as  needed  during 
his  examination  of  the  patient.  At  the  conclu- 
sion of  the  physician’s  contact  with  the  patient, 
the  family  health  worker  is  responsible  for 
seeing  that  the  patient  gets  to  the  appropriate 
laboratory  area,  that  the  patient  understands 
the  physician’s  instructions,  that  the  return  ap- 
pointment is  arranged,  and  that  the  patient  has 
access  to  transportation  home  and  for  return 
visits.  These  functions  have  been  invaluable  in 
the  effective  delivery  of  medical  care  to  many 
of  the  semi-literate  patients  served  by  the  Cen- 
ter. 

The  Center  has  also  become  an  integral  part 
of  the  more  traditional  training  programs  of 
the  University.  Early  in  the  planning  of  the 
program,  arrangements  were  made  for  medical 
student  contact  with  the  Center  in  two  basic 
areas.  The  first  of  these  involves  brief  visits  to 
the  Center  for  groups  of  first  year  medical  stu- 
dents with  a faculty  advisor  as  part  of  the  ex- 
perience in  introducing  the  students  to  systems 
of  delivery  of  health  care.  The  second  student 
experience  is  a one  month  elective  clerkship  in 
family  medicine  offered  at  the  Center,  in  which 
the  student  participates  not  only  in  patient  care 
activities  in  the  Center,  but  also  spends  part  of 
his  time  going  into  homes  on  medically-related 


visits  with  family  health  workers  and  nurse 
practitioners.  At  the  post  graduate  training 
level,  residents  in  family  practice  and  in  pedi- 
atrics may  elect  rotation  at  the  Central  Virginia 
Community  Health  Center  working  under  the 
supervision  of  the  faculty  members  on  the  staff. 
The  response  to  date,  particularly  from  the 
medical  students,  has  been  very  gratifying,  and 
will  hopefully  be  reflected  in  an  increasing  in- 
terest in  young  physicians  in  making  innovative 
ventures  into  practice  in  rural  areas  of  the 
State. 

Problems  Encountered 

There  have  been  many  problems  in  estab- 
lishing such  a program  in  an  isolated  area  with 
minimal  pre-existing  medical  resources.  A num- 
ber of  these  have  involved  inter-relationships 
with  the  University  of  Virginia  Hospital  which 
serves  as  primary  back-up  hospital  for  the  Cen- 
ter. While  the  solutions  to  many  of  these  prob- 
lems have  not  been  finalized,  the  recognition 
of  the  problem  areas  and  the  willingness  to  in- 
volve hospital  personnel  in  seeking  solutions 
to  them  has  been  an  enlightening  process  to 
many  individuals  involved  with  the  program, 
particularly  those  who  had  minimal  involve- 
ment with  rural  programs  in  the  past. 

One  of  the  major  areas  which  has  yet  to  be 
solved  involves  the  exchange  of  patient  infor- 
mation between  the  outlying  Center  and  the 
University  Hospital.  Many  of  the  patients  seen 
by  the  Center  had  previously  received  at  least 
episodic  care  from  the  University  of  Virginia 
Hospital  or  its  Out-Patient  Department,  but 
obtaining  access  to  this  information  for  use  in 
the  efficient  management  of  patients,  particu- 
larly those  with  chronic  diseases,  has  been  diffi- 
cult. One  solution,  adopted  in  direct  violation 
of  the  Hospital  rules,  was  to  have  a faculty 
member  obtain  the  patient’s  hospital  chart  and 
transport  it  to  the  Center  for  abstracting  in- 
formation. This  approach  was  used  as  a matter 
of  expediency  in  part  and  partly  to  force  the 
Records  Department  of  the  Hospital  to  try  to 
establish  a more  satisfactory  working  relation- 
ship with  the  ever-increasing  numbers  of  extra- 
mural clinical  activities  of  the  Medical  Center. 
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As  one  can  imagine,  this  precipitated  a crisis 
within  the  Records  Department  when  it  was 
finally  brought  to  their  attention,  and  has  re- 
sulted in  at  least  beginning  discussions  of  ways 
to  facilitate  exchange  of  information  with  af- 
filiated programs  of  the  Medical  Center.  On 
the  other  hand,  input  of  information  from  the 
Central  Virginia  Community  Health  Center’s 
record  to  the  University  Hospital  record  for 
specific  patients  was  relatively  easy  when  pa- 
tient’s were  referred  for  specific  problems.  Un- 
fortunately, there  is  no  efficient  way  at  the 
present  time  to  incorporate  essential  patient 
data  into  the  University  Hospital  record  sys- 
tem on  patients  who  have  not  been  directly 
referred  to  the  University  Medical  Center. 
This  often  leads  to  unnecessary  duplications  of 
laboratory  studies  if  a patient  reports  to  the 
Emergency  Room  of  the  University  Elospital 
without  previous  referral  from  the  Central 
Virginia  Community  Health  Center.  Another 
major  problem  in  the  exchange  of  patient  in- 
formation resulted  from  the  utilization  of  dif- 
ferent systems  of  patient  identification.  Many 
federally  funded  programs  now  require  the  pa- 
tient identification  to  be  based  on  a family 
numbering  system,  whereas  the  University 
Hospital,  like  most  large  medical  centers,  uses 
the  sequential  patient  numbering  system.  While 
the  exchange  of  patient  information  has  be- 
come a time-consuming  operation  involving 
the  exchange  of  large  volumes  of  paper,  efforts 
are  being  made  to  develop  uniform  systems  for 
all  programs  affiliated  with  the  University  Cen- 
ter. 

The  next  most  important  problem  area 
which  has  faced  the  Central  Virginia  Commun- 
ity Health  Center  has  been  the  need  to  pro- 
vide transportation  for  both  patients  and  staff. 
The  rural  area  served  by  the  program  has  no 
public  transportation  system,  and  the  vast  ma- 
jority of  the  residents  do  not  have  adequate 
private  transportation  to  commute  a hundred 
miles  round  trip  to  receive  medical  care  at  the 
back-up  hospital.  While  it  has  been  an  expen- 
sive and  frustrating  part  of  the  Center’s  activ- 
ities, it  has  been  necessary  to  develop  a fleet  of 
Center-owned  vehicles  to  provide  patient 


transportation  both  from  their  homes  to  the 
Center  and  from  the  Center  to  the  University 
Hospital  when  diagnostic  referrals  or  hospital- 
ization is  necessary.  The  total  operating  cost 
for  such  a program  runs  approximately  $100,- 
000  per  year.  This  includes  the  transportation 
of  approximately  40%  of  the  patients  to  the 
Center  to  receive  medical  care,  transportation 
of  10%  of  patient  encounters  to  the  Universi- 
ty Hospital,  and  the  transportation  of  the  fami- 
ly health  workers  to  homes,  for  30%  of  all  pa- 
tient encounters  at  the  present  time  take  place 
in  homes.  An  additional  small  component  of 
the  transportation  system  involves  transporta- 
tion of  a number  of  staff  members  from  the 
University  Hospital  to  the  Center.  One  alterna- 
tive approach  to  the  problem  of  transportation 
of  staff  and  patients  from  outlying  centers  to 
the  University  Hospital  may  be  to  centralize 
this  portion  of  the  transportation  system  for  all 
affiliated  programs  at  the  hospital  rather  than 
with  each  individual  affiliated  operation.  Need- 
less to  say,  this  approach  has  not  been  received 
with  enthusiasm  by  the  hospital  administration. 

The  third  most  important  activity  that  has 
involved  the  University  Hospital  to  a signifi- 
cant extent  has  been  the  establishment  of  means 
of  providing  medications  for  patients.  The 
prospect  of  establishing  a satellite  pharmacy  at 
the  Central  Virginia  Community  Health  Cen- 
ter to  be  operated  by  the  University  Pharmacy 
was  abandoned  in  favor  of  utilization  of  vendor 
contract  programs  with  local  pharmacists,  for 
two  pharmacists  were  present  in  the  target  area 
served  by  the  Center,  and  reasonably  located 
in  terms  of  patient  access.  However,  a number 
of  specific  drugs  are  obtained  still  from  the 
University  Pharmacy,  and  in  many  other  pro- 
grams, and  direct  management  of  the  pharmacy 
at  the  health  center  may  well  be  more  efficient- 
ly carried  out  by  a hospital-based  pharmacy. 

The  establishment  of  laboratory  services,  in- 
cluding radiology  and  electrocardiography 
have  contributed  greatly  to  minimizing  patient 
transportation  to  the  University  Hospital.  With 
the  presence  of  a registered  radiological  tech- 
nologist, one  registered  laboratory  technologist 
and  an  assistant  laboratory  technician,  the  Cen- 
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ter  is  able  to  provide  for  most  of  the  day-to- 
day  needs  of  the  program  other  than  complex 
radiological  studies.  At  the  present  time,  it  has 
proven  to  be  more  economical  to  contract  out 
blood  chemistries  to  a private  laboratory  than 
to  the  University  Hospital  laboratory,  in  spite 
of  the  fact  that  the  private  laboratory  provides 
daily  pick-up  service  for  samples  and  teletypes 
the  laboratory  reports  to  the  Center  daily. 

The  fifth  major  area  of  involvement  of  the 
program  with  the  University  Hospital  is  prob- 
ably the  most  important  for  the  long-range  suc- 
cess of  the  program  in  terms  of  quality  care. 
This  involves  the  ongoing  involvement  of  the 
Center  professional  personnel,  both  physicians, 
dentists,  and  nurse  practitioners,  on  a regular 
basis  each  week  with  the  educational  activities 
at  the  University  Hospital.  Participation  in  spe- 
cialty clinics,  individual  research  activities,  and 
staff  education  conferences  such  as  Grand 
Rounds,  etc.,  are  considered  to  be  vital  for  the 
continued  education  of  the  Center  staff,  but 
also  serve  another  important  function  which 
we  had  not  anticipated.  The  latter  is  the  con- 
tinued education  of  the  University  staff,  par- 
ticularly the  House  Staff  and  nurses,  about  the 
activities  of  the  Center.  This  has  resulted  in 
marked  improvement  in  patient  care  activities 
by  utilizing  the  Center  for  follow-up  care  of 
patients  who  have  come  initially  directly  to 
the  University  Hospital  and  by  utilizing  the 
supported  services,  such  as  social  service  and 


transportation,  in  assisting  patients  and  families 
of  patients  who  are  seen  at  the  University  Hos- 
pital. 

Summary 

At  the  present  time,  it  is  difficult  to  docu- 
ment with  statistics  the  immediate  impact  of 
the  establishment  of  the  Central  Virginia  Com- 
munity Health  Center  on  the  welfare  of  the 
communities  served.  However,  the  establish- 
ment of  an  ambulatory  care  facility  affiliated 
with  the  University  of  Virginia  Hospital  has 
made  it  possible  to  manage  90%  of  the  patient 
problems  at  the  local  level  without  hospitaliza- 
tion or  referi^l  to  a distant  area  for  most  diag- 
nostic studies.  The  effective  utilization  of  nurse 
practitioners  and  locally  trained  family  health 
workers  has  been  well  received  bv  both  the 

J 

physicians  and  the  patients  in  the  area,  and 
their  functions  have  become  an  invaluable  pag 
of  the  patient  care  activities  at  the  Center^ The 
ultimate  measures  of  success  of  the  program 
must  be  based  on  improved  vital  statistics  of 
the  area  and  upon  the  demonstration  of  in- 
creased attraction  of  physicians  into  rural  com- 
munities as  a direct  result  of  their  contacts  with 
successful  programs  such  as  the  Central  Vir- 
ginia Community  Health  Center. 


Department  of  Pediatrics 

Creighton  University  School  of  Medicine 

Omaha,  Nebraska 


Insurance  Programs 


AMA  members  wishing  information  on  the 
AMA-sponsored  insurance  programs— group 
term  life  and  excess  major  medical— may  now 


call  the  program  administrator,  Marsh  & Mc- 
Lennan, Chicago,  on  a WATS  free  line.  The 
number  is  800-621-0366. 
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The  Teenage  Pregnancy  Problem 


The  teenage  pregnancy,  ail  over 
the  nation  as  well  as  in  Rich- 
mond, is  becoming  an  alarming 
burden  to  the  society.  The  var- 
ious reasons  for  this  recent  trend 
are  analyzed.  For  Richmond,  the 
efforts  being  made  to  alleviate 
the  problem,  especially  concern- 
ing its  prevention,  are  presented. 
The  author  advocates  a multi- 
disciplinary approach,  to  aim  at  a 
more  efficient  solution  to  the 
present  tragedy. 

PREGNANCY  in  the  unmarried  teenage 
girl  has  always  been  regarded  as  a tragedy 
for  the  individual  and  her  family.  Even  though 
“traditional  morality”  is  yielding  to  a more 
sympathetic  and  understanding  attitude,  teen- 
age pregnancy  remains  a painful  event  for  the 
individual  and  a burden  to  society. 

Although  the  condemnation  of  society  has 
eased  the  pressures,  the  threat  to  mental  health, 
physical  health,  and  future  personal  develop- 
ment still  exist.  The  number  of  teenage  girls 
caught  in  this  tragedy  has  unfortunately  con- 
tinued to  increase.  The  Commission  on  Pop- 
ulation Growth  and  the  American  Future 
found  that  the  birth  rate  is  decreasing  in  every 
category  except  among  teenagers.1  In  fact, 
the  rate  of  out-of-wedlock  births  among  ado- 
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lescents  increased  250%  from  1940  to  1966, 
with  almost  200,000  such  births  expected  for 
1972.  In  a survey  made  in  the  State  of  Vir- 
ginia, in  1972,  Dr.  James  J.  Dunne,  Director 
of  State  Health  Department,  found  that  in  30 
antenatal  clinics  in  the  eastern  part  of  Vir- 
ginia, 55%  of  the  patients  belong  to  the  teen- 
age group. 

As  we  are  particularly  concerned  with  any 
unwanted  pregnancy,  at  the  Family  Planning 
Clinic  of  the  City  of  Richmond,*  we  have  of 
course  focused  our  attention  upon  the  teenage 
problem. 

It  seems  logical  to  relate  the  increasing  rate 
of  teenage  pregnancies  to  the  present  “sexual 
revolution”.  In  a nationwide  study  of  teen- 
agers the  Johns  Hopkins  sociologists,  Zelnik 
and  Kantner,  estimated  that  2.5  million  unwed 
females  between  15  and  19  years  of  age  have 
had  intercourse.  Premarital  sex  is  beginning  at 
earlier  ages  and  is  increasing  in  extent.2  In 
order  to  explain  this  revolutionary  change,  let’s 
have  a look  at  the  population  at  risk  first. 

Data  from  vital  statistics  show  that  during 
the  decade  from  1960  to  1970,  the  population 
of  the  United  States  of  America,  of  Virginia 
and  of  the  City  of  Richmond  have  increased 
(Table  I). 


TABLE  I 

Population  Increase  From  1960  to  1970 


USA 

Population 

Virginia 

Population 

Richmond 

Population 

I960 

. . 179,323,175 

3,954,429 

219,958 

1970 

. . 203,184,772 

4,651,448 

247,600 

Increase. . . 

12.6% 

15.3% 

13.3% 

*The  Family  Planning  Clinic  of  the  City  of 
Richmond  is  located  purposely  in  an  underpriv- 
ileged area  in  Church  Hill  with  a low  income 
and  high  percentage  of  illegal  births,  venereal 
diseases,  criminal  abortions,  etc. 
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During-  the  same  period,  the  teenage  popula- 
tion (from  15  through  19)  has  increased  in  a 
higher  proportion  (see  Table  II),  in  the  United 
States  of  America,  in  Virginia  and  in  Rich- 
mond. 

TABLE  II 

Teenage  (15-19)  Population  Increase 
From  1960  to  1970 


Boys  and  Girls  In  In  In 

15-19  Years  United  States  Virginia  Richmond 


1960 13,467,000  324,407  15,246 

1970 19,169,000  440,872  22,647 

Increase 42.3%  35.9%  48.5% 


If  we  consider  the  teenage  girl  population 
only,  it  shows  also  an  increase  for  the  United 
States  of  America,  for  Virginia  State  and  for 
Richmond  City  (see  Table  III). 

TABLE  III 

Teenage  (15-19)  Girls  Increase  From  1960  to  1970 


Girls  Age  15-19  In  In  In 

Years  United  States  Virginia  Richmond 


1960 6,585,582  156,793  8,369 

1970  9.436,501  217,824  11,833 

Increase 43.3%  38.9%  41.3% 


American  girls  become  sexually  mature  at 
an  early  age.  Zacharias,  et  al.,  by  questioning 
4,844  young  American  student  nurses,  found 
that  the  mean  age  of  menarche  is  now  about 
12  years,  with  pubic  hair  and  breast  budding 
appearing  about  nine  months  prior  to  the  first 
menstrual  period.3  Realizing  that  the  age  of 
puberty  in  the  late  19th  century  was  16  or 
17  years,  we  can  see  that  sexual  maturity  is 
attained  among  the  American  girls  much  earlier 
nowadays.  With  the  combination  of  the 
increased  number  of  teenage  girls  and  their 
earlier  sexual  maturity,  we  should  expect  more 
pregnancies  among  these  people. 

These  two  factors  are  not  the  only  ones 
responsible  for  the  actual  increase  of  teenage 
pregnancies.  The  so-called  “sexual  revolution” 
has  its  share  also.  As  adolescents  demand  more 
independence  from  what  was  established  be- 
fore, from  the  family  rules  and  restrictions, 


the  sexual  identification,  the  immaturity  of 
impulse  control  easily  contribute  to  a number 
of  these  teenage  pregnancies.  The  importance 
of  chastity  currently  is  quite  limited  and  ap- 
parently has  been  replaced  as  a value  or  as  a 
goal,  bv  fidelity  after  marriage.4 

Evidence  that  these  adolescent  pregnancies 
out  of  wedlock  are  increasing  can  be  found 
in  two  recent  studies.  M.  O.  Yurdin  has  noted 
for  the  past  eight  years  that  the  overage  rate 
of  illegitimacy  has  almost  leveled  off,  despite 
an  increase  in  the  absolute  number  of  illegiti- 
mate births,3  but  the  national  rate  of  illegiti- 
macy for  teenagers  is  increasing.  J.  J.  Demsey, 
studying  the  illegitimate  pregnancies  in  Balti- 
more, showed  a higher  rate  among  adolescents 
who  have  already  been  pregnant  (27.6%), 
than  among  those  who  have  not  (3.3%).G  Evi- 
dently when  a teenage  girl  has  been  once  preg- 
nant, she  is  at  high  risk  for  repetitive  illegiti- 
mate pregnancies. 

The  “broken  home”  has  not  been  included 
as  a main  cause  of  teenage  pregnancies,  as  this 
factor  has  been  overemphasized.  Von  Der 
Ahe’s  study  demonstrated  that  in  85%  of  the 
cases  both  parents  are  living,  in  70%  both 
parents  are  still  married  and  living  together.7 
This  negates  the  theory  that  the  prime  reason 
of  these  teenage  pregnancies  is  the  “broken 
home”. 

The  tragedy  of  a teenage  pregnant  girl  de- 
serves all  our  sympathetic  attention,  because 
of  a higher  risk  for  her  pregnancy,  the  mental 
anguish  inherent  to  her  situation,  and  of  the 
great  handicap  for  her  future.  Medically  speak- 
ing, the  teenage  pregnant  girls  are  at  greater 
risks,  if  not  directly  because  of  their  age,  at 
least  because  of  their  reluctance  or  their  in- 
ability to  follow  medical  care  until  late  in 
pregnancy.  The  poor  nutritional  habits  of 
these  girls  is  also  an  important  factor  for 
higher  rate  of  complications  including  pre- 
mature birth  and  infant  mortality.8,9  Donnelly 
in  Iowa  showed  that  the  perinatal  death  rate 
for  unmarried  mothers  of  33.4  per  thousand 
live  births  is  much  higher  than  the  26.6  for 
the  total  obstetric  groups.10  Herzog  and  Bern- 
stein showed  the  death  rate  and  prematurity 
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rate  of  infants  born  out  of  wedlock  to  be 
double  that  of  legitimate  babies.11 

In  addition  to  their  personal  feelings  about 
their  unexpected  and  undesired  pregnancy,  the 
pregnant  teenagers  frequently  suffers  more 
or  less  complete  isolation  from  their  peers. 
They  lose  their  normal  reference  group.12  This 
disruption  of  social  ties  is  compounded  by  feel- 
ings of  shame,  fear  and  anxiety  about  the  de- 
livery of  the  baby,  and  uncertainty  about  their 
future.13 

Forced  marriage  has  been  a traditional  solu- 
tion to  the  dilemma  in  some  segments  of  our 
society.  L.  G.  Burchinal  showed  that  young 
marriages  in  the  USA  (one-third  or  one-half 
of  them  were  due  to  premarital  pregnancy) 
are  under  greater  stresses;  divorce  rates  were 
two  to  four  times  higher  than  marriages  be- 
tween persons  in  their  twenties.14  Before  the 
availability  of  legal  therapeutic  abortion,  the 
education  of  these  teenage  pregnant  girls  was 
nearly  always  interrupted,  and  very  often  per- 
manently interrupted.  This  unfinished  school- 
ing and  the  burden  of  motherhood  at  an  early 
age  lead  to  many  other  failures  in  their  life, 
such  as  the  inability  to  establish  a stable  family 
life,  or  to  become  self-supported.15 


cost  of  these  illegitimate  adolescent  pregnan- 
cies increased  so  much  in  recent  years  that  it 
has  attracted  the  attention  of  the  federal  gov- 
ernment as  well  as  many  private  organizations. 

What  has  been  done  in  Virginia  and  in 
Richmond  merits  some  comments.  In  Rich- 
mond the  adolescent  who  becomes  pregnant 
and  wishes  to  keep  her  pregnancy  may  elect 
to  stay  home  and  attend  her  regular  school, 
or  attend  a special  school  for  pregnant  girls, 
or  she  may  leave  her  home  and  stay  in  one  of 
four  maternity  homes:  See  Table  IV. 

One  can  see  that  these  homes  are  no  longer 
fully  occupied  as  they  were  before  the  liberal- 
ization of  the  abortion  law  in  1970.  Seton 
House  for  instance,  in  1969,  had  helped  83 
pregnant  women  (52  of  these  were  teenagers), 
in  1970,  82  women  (52  teenagers)  in  1971 
only  44  women  (28  teenagers)  and  in  1972 
only  52  women  (39  teenagers).  In  all  of  these 
homes,  instruction  is  provided  by  teachers 
from  the  Richmond  Public  Schools,  which 
includes  arts  and  crafts.  Nursing  care  as  well 
as  medical  antenatal  care  is  provided. 

If  the  pregnant  adolescents  elect  to  stay 
with  their  family,  and  do  not  choose  to  attend 
their  regular  schools,  they  can  go  to  Park 


TABLE  IV 


Homes  for  Pregnant  Teenagers  in  the  Richmond  Area 


Name,  Address  and  Telephone 

Number  of 

Average 

Number  of  the  Home 

Places 

Occupancy 

Cost 

Delivery  at 

1.  Brookfield,  Inc.,  RFD  .6, 

20 

5 

$650  for  3 

Chippenham  Hospital 

Box  298,  Glen  Allen,  Va. 

months 

23060  804/262-3990 
2.  St.  Gerard’s  Maternity 

($7.50  per  day) 

14 

5 

$5.00  per  day 

M.  C.  V.  Hospital 

Home,  2511  Wise  Street, 
Richmond,  Va.  23225 

804/233-6061 

3.  Salvation  Army  Home  and 

14 

6 

$7.50  per 

M.  C.  V.  Hospital 

Hospital,  2705  Fifth  Ave- 
nue, Richmond,  Va.  23222 
804/643-7596 

day  (or  less) 

4.  Seton  House,  7700  Wash- 

16 

9 

over  $7.00 

Richmond  Memorial 

ington  Highway,  Rich- 
mond, Virginia  23227 
804/266-2439 

per  day 

Hospital 

The  difficulty  for  these  women  to  find  a 
good  job  and  to  earn  enough  money  to  sup- 
port themselves  and  their  child  have  imposed 
heavy  burdens  upon  the  Welfare  Departments 
throughout  the  country.  The  number  and 


School,  700  Blanton  Avenue,  in  the  Byrd  Park 
area.  The  Richmond  Public  School  system  has 
provided  educational  services  for  pregnant 
teenagers  since  1969  at  Center  House,  then  at 
Sidney  School  and  since  January  1972,  at  Park 
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School.  They  offer  courses  in  English  (8th 
to  12th  grade),  History  (8th,  9th,  and  11th 
grade),  General  Mathematics  (8th,  9th,  and 
10th  grade),  Typing  (I  and  II),  Biology  10, 
Science  8,  Government  12,  General  Business 
and  Home  Economics.  The  pupils  receive  free 
bus  tickets  for  the  Virginia  Transit  Company 
and  they  buy  their  own  lunch,  unless  they  are 
entitled  to  free  school  lunch.  The  need  for 
such  special  schools  has  become  less  important 
since  the  Richmond  Public  School  Board  has 
ruled,  in  the  spring  of  1972,  that  the  girls 
who  become  pregnant  may  remain  in  their 
regular  schools  if  it  is  their  choice,  provided 
there  are  no  medical  complications.  Park 
School  enrolled  only  70  pupils  in  1972,  while 
their  capacity  is  85. 

Regarding  Family  Planning  Services,  Vir- 
ginia has  been  a very  liberal  State.  These  serv- 
ices have  been  legally  accepted  since  1940  and 
sterilization  has  been  included  as  a means  of 
contraception  long  before  most  of  the  other 
states.  We  have  now  160  Family  Planning 
Clinics  in  Virginia  and  Family  Planning  serv- 
ices are  delivered  on  certain  days  in  170  other 
clinics  (Medical  Clinics  or  Maternity  Clin- 
ics). In  1971,  75,015  recipients  participated  in 
Family  Planning  Program  in  the  State  of 
Virginia. 


fortunately  still  become  pregnant,  may  seek 
therapeutic  abortion,  either  in  Virginia  itself 
or  in  other  places  such  as  Washington,  D.  C., 
or  New  York,  provided  they  seek  help  early. 

The  policy  at  the  Medical  College  of  Vir- 
ginia is  to  perform  a suction  type  of  D&C  up 
to  12  weeks  and  a saline  injection  from  16  to 
20  weeks. 

In  the  year  1972,  at  the  Medical  College  of 
Virginia,  the  therapeutic  abortions  performed 
on  teenagers  reached  a percentage  of  44%  of 
all  D&C’s  for  therapeutic  abortions  and  46% 
of  all  saline  injections  for  therapeutic  abortions. 

We  still  have  too  many  cases  demonstrating 
that  teenage  girls  have  not  heard  of  contracep- 
tive methods  before  they  get  pregnant,  or  that 
they  had  some  vague  knowledge  of  this  but 
did  not  know  how  to  get  the  birth  control  serv- 
ices. At  the  evaluation  clinic  for  therapeutic 
abortion  at  the  Medical  College  of  Virginia 
many  girls  show  up  quite  late  in  pregnancy, 
thus  losing  the  benefit  of  a D&C  or  even  of 
an  intraamniotic  saline  injection.  These  un- 
fortunate situations  should  not  happen  now, 
and  all  our  efforts  aim  at  preventing  them. 

We  must  use  all  possible  communication 
media  to  give  the  boys  and  girls  attending 
schools,  not  only  at  high  school  level  and 
middle  school  level,  but  even  for  certain  pu- 


TABLE  V 

Places  Where  Pregnant  Women  Can  Get  Information  and  Counselling 


Place  Address  Telephone  Number 


Any  Doctor’s  office 
Any  Public  Health  Clinic 
Family  Planning  Clinic* 

2505  East  Broad  Street 

649-1720, 

4460; 

649-4336,  4707; 

Family  Planning  Clinic* 

2809  North  Avenue 

649-5481, 

5482; 

649-5483,  5484; 

Virginia  League  for 
Planned  Parenthood 
Family  and  Children’s 
Service  of  Richmond 

2009  Monument  Avenue 

221  Governor  Street 
1820  Monument  Avenue 

358-4919 

649-9204 

355-6511 

*Our  City  of  Richmond  Family  Planning  Clinic  is  a federally  funded  project  (No.  03-H-000, 092-03-0),  Department  of  Health,  L i ca- 
tion and  Welfare,  Health  Service  and  Mental  Health  Administration,  with  one  third  State  matched  fund. 


A new  statute  passed  in  1972  allows  doctors 
to  deliver  family  planning  services  to  minors 
without  the  need  for  parental  consent.  We 
can  now  say  that  the  teenagers  who  are  en- 
gaged in  sexual  activity  and  who  are  motivated 
to  avoid  pregnancy  should  not  “get  caught” 
so  frequently  and  so  easily.  Those  who  un- 


pils  at  primary  school  level,  more  knowledge 
about  sex,  contraception  and  abortion.  The 
sex  education  should  include  for  boys  infor- 
mation about  puberty,  spermatogenesis,  ejacu- 
lation during  the  sexual  act.  Girls  should  be 
informed  about  menstruation,  breasts  and  hair 
development,  ovulation,  conception  and  abor- 
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don.  Both  boys  and  girls  should  be  informed 
about  V.D.  and  their  prevention.  We  should 
emphasize  also  some  very  practical  points  such 
as  the  following 

Condoms  are  available  at  every  drugstore. 
They  are  inexpensive  and  they  prevent  V.D. 
as  well  as  pregnancy.  Boys  who  wish  to  come 
to  the  Family  Clinics  can  get  free  condoms. 

There  are  pills  available  for  the  “morning 
after”  treatment  for  girls  who  need  it. 

Delay  of  a menstrual  period  should  cause 
the  individual  to  go  to  her  own  doctor  or  to 
one  of  the  Family  Planning  Clinics  or  call  the 
counselling  agencies  as  soon  as  possible. 

Information  and  counselling  for  pregnant 
teenagers  in  Richmond  can  be  obtained  as 
listed  in  Table  V.  At  our  Family  Planning 
Clinics,  we  do  have  evening  clinics  for  those 
who  don’t  want  to  miss  school,  or  who  have 
to  work  during  the  daytime. 

In  addition  to  the  two  Family  Planning 
Clinics  in  Richmond  we  have  three  other  city 
clinics  where  the  people  can  get  Family  Plan- 
ning services,  at  Ninth  Street,  at  Bainbridge 
Street,  and  at  Broad  Rock  Road.  The  Free 
Fan  Clinic  operated  by  a group  of  residents 
from  the  Ob/Gyn  Department  of  M.C.V.  can 
give  free  Family  Planning  service  with  the  City 
Health  Department  contributing  the  contra- 
ceptive materials.  Tours  of  these  facilities 
could  be  arranged  for  school  groups  to  ac- 
quaint them  with  these  programs. 

Journals  and  school  papers  should  include 
articles,  or  advertisements  to  let  the  teenage 
people  have  a chance  to  know  what  is  available. 

All  this  could  be  done  more  if  the  school 
boards,  teachers,  principals  and  PTA  members 
agreed  to  the  need  and  would  initiate  them- 
selves these  preventive  measures. 

Sol  Gordon,  Professor  of  Child  and  Family 
Studies  at  the  Syracuse  University  in  his  22 
point  recommendation  to  the  Commission  on 
Population  Growth  and  the  American  Future 
in  1972,  went  even  further  than  that,  asking 
that  the  organized  religious  groups  with  pro- 
gressive, ideological  and  ethical  position  on 
adolescent  sexuality  should  be  encouraged  to 
support  birth  control  centers  for  youth  and 


disseminate  sex  information  through  their  own 
youth  sponsored  groups.1 

At  the  Family  Planning  Clinics  of  the  City 
Health  Department,  we  can  make  every  effort 
to  provide  the  services  for  those  who  come 
and  ask  for  contraception.  But  we  can  only 
serve  those  who  want  to  come  to  us.  We  are 
already  trying  to  attract  the  girls  and  boys  who 
are  sexually  active  to  come  to  us  by  providing 
them: 

Free  pregnancy  detection  services, 

Rap  sessions  for  teenage  boys  and  girls, 

Special  Family  Planning  Clinics  for  adoles- 
cents. 

We  have  started  our  free  pregnancy  detec- 
tion service  since  December  1970;  we  make 
it  quite  simple:  any  girl  can,  without  an  ap- 
pointment, step  into  our  Clinic  any  time  dur- 
ing open  hours.  She  would  have  to  fill  out  a 
simple  request  slip  with  the  name,  age,  address, 
date  of  last  menstrual  period  and  previous 
medication,  and  she  would  give  a urine  speci- 
men and  can  step  out  of  our  clinic  within  five 
minutes.  We  ask  her  only  to  come  back  the 
next  working  day  for  the  results,  and  to  stay 
about  one-half  hour  with  us  for  counselling. 
Then  if  she  is  pregnant  our  counselling  de- 
pends on  what  she  would  like  to  do  with 
her  pregnancy  and  if  she  is  not  pregnant,  we 
offer  our  contraceptive  advice.  By  doing  so, 
we  can  talk  to  her  freely  about  sex  and  about 
various  ways  to  avoid  pregnancy,  because  we 
know  that  she  has  already  been  engaged  in 
some  sexual  activity. 

This  free  pregnancy  detection  service  allows 
us  to  have  the  surest  w'ay  to  sell  it  to  teenagers 
who  are  already  sexually  active.  Table  VI 
shows  a number  of  free  pregnancy  tests  that 
we  have  performed  during  the  last  two  years 
with  some  20  to  40  pregnancy  tests  performed 
in  a month.  We  could  pick  up  an  increasing 
number  of  new  patients  (up  to  about  8 patients 
a month  now). 

We  should  increase  this  service  and  advertise 
it,  hoping  to  reach  more  sexually  active  un- 
marrieds  and  who  are  not  taking  any  contra- 
ceptive measures. 
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The  special  Family  Planning  Clinics  for 
adolescents  have  attracted  teenagers  who  can 
sit  together,  talk  the  same  language,  under- 
stand each  other  and  feel  more  free  to  attend 
this  clinic. 


a relative  slowing  down  on  the  percentage 
of  teenagers  during  the  2nd  semester  of  1972, 
this  might  reflect  the  influence  of  the  new 
clinic  located  in  the  northside  of  the  City. 

The  present  available  literature  shows  a high 


TABLE  VI 

Number  of  Tests  and  Number  of  New  Patients  as  the  Result  of  Free 
Pregnancy  Detection  Service,  During  the  Last  Two  Years 


Total 

Tests 

Positive 

Tests 

Negative  Tests 

New  Patients  for 
Family  Planning 

1st  6 months  1971 

75 

44 

31 

11 

2nd  6 months  1971 

170 

102 

68 

22 

1st  6 months  1972 

141 

77 

64 

33 

2nd  6 months  1972 

190 

119 

71 

49 

Total 

576 

342 

234 

115 

From  the  following  tables  we  see  that  these 

rate  of  failure  of -contraceptive  practice  ; 

facilities  have  brought  to  us 

more  teenagers 

the  teenage  girls: 

than  before. 

Table  VII  shows  the  increase  in  teenagers 
attending  our  clinic  as  new  patients. 

Table  VIII  shows  comparative  study  of 
teenage  vs.  adult  clinic  patients  as  total  visits. 


L.  B.  Johnson  noted  55%  of  spontaneous 
expulsion  of  Lippes  Loop  among  adolescents, 
5%  of  expulsion  of  Majzlin  spring  (but  with 
higher  incidence  of  uterine  bleeding).16 


TABLE  VII 


Teenage 

New  Visits 
Adult 

Total 

Percentage  of  Teenage 
New  Visits  Over  Total  New  Visits 

1st  6 months  1971 

83 

315 

398 

20  8 

2nd  6 months  1971 

208 

221 

429 

48.9 

1st  6 months  1972 

286 

342 

628 

45.5 

2nd  6 months  1972 

309 

514 

823 

37.5 

We  see  from  these  tables  that  the  number  J.  L.  Rauh,  et  al.,  showed  a 30%  failure  rate 
of  teenagers  served  has  increased  remarkably  or  rejection  rate  of  birth  control  pills.17 

TABLE  VIII 


Teenage 

Total  Visits 
Adult 

Total 

Percentage  of  Teenage 
Over  Total  Visits 

1st  6 months  1971 

294 

1724 

2018 

14.6 

2nd  6 months  1971 

629 

1711 

2340 

27 

1st  6 months  1972 

870 

1987 

2857 

30.4 

2nd  6 months  1972 

1014 

2541 

3555 

28.5 

over  the  last  year  and  a half.  The  same  is  true 
for  the  number  of  teenage  visits  compared 
with  the  total  visits.  These  percentages  show 


P.  A.  Ewer,  et  al.,  showed  that  only  30% 
of  patients,  13  to  17  years,  continue  their  birth 
control  pills  after  10  to  12  cycles.18 
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A British  study  by  Schofield  indicated  that 
initial  premarital  sex  is  typically  unpremedi- 
tated, and  without  contraception.19  The  young 
people  with  sex  experience  usually  know  about 
contraception,  but  so  did  the  inexperienced 
ones.  It  is  surprising  therefore  that  even  though 
there  was  great  fear  of  pregnancy,  contracep- 
tion was  infrequently  used  by  those  having 
sexual  relations. 

At  our  Family  Planning  Clinics,  we  have 
not  yet  enough  cases  to  show  a significant  per- 
centage of  drop  out  among  the  teenagers  con- 
traceptors,  but  we  hope  it  won’t  be  as  high 
as  these  published  rates.  Our  sex  education 
program,  the  change  in  attitude  and  social  be- 
havior in  the  past  two  or  three  years  have, 
hopefully,  had  some  influence  on  the  motiva- 
tion of  these  teenage  recipients,  since  we  deal 
here  with  a group  of  youngsters  who  are  men- 
tally normal,  who  come  to  us  because  they 
understand  the  problem  and  want  to  avoid 
an  unplanned  pregnancy.  We  hope  that  not 
many  of  them  will  drop  out. 

If  more  teenagers  come  to  our  Family  Plan- 
ning Clinics,  and  if  the  drop  out  rate  is  not 
high,  we  might  expect  to  curtail  the  teenage 
pregnancy  rate. 

While  we  cannot  reach  this  ultimate  goal 
yet,  we  like  to  let  these  girls  know  that  if  they 
happen  to  be  involved  in  sexual  activity  with- 
out any  precaution,  we  still  can  help  them 
with  the  “morning  after  pills”,  and  that  if  they 
really  “get  caught”  with  an  unwanted  preg- 
nancy, they  should  seek  for  a therapeutic  abor- 
tion as  soon  as  possible. 

Therapeutic  abortion  is  not  a desirable 
method  for  Family  Planning  but  if  an  un- 
wanted pregnancy  occurs,  the  teenage  girls  can 
resort  to  therapeutic  abortion  to  solve  her 
problem  under  the  recent  Supreme  Court 
ruling. 

A multidisciplinary  approach  toward  this 
social  problem  of  unwed  pregnancy  seems  to 
be  most  promising,  as  have  stated  Coe  and 
Blum20  and  has  been  developed  in  this  com- 
munity utilizing  the  clinic  system  as  the 
mechanism. 
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Stroke  Victims  Often  Die  of  Other  Causes 


Patients  surviving  the  first  few  days  follow- 
ing a stroke  are  more  likely  to  die  of  other 
causes  than  from  the  direct  impact  of  the 
stroke,  says  a report  from  two  Chicago  phy- 
sicians in  the  June  11th  issue  of  the  Journal 
of  the  American  Medical  Association.  These 
other  causes,  if  recognized  early,  often  can 
be  treated  and  the  long-term  survival  rate  con- 
siderably improved. 

Meyer  Brown,  M.D.,  Ph.D.,  and  Myron 
Glassenberg,  M.D.,  of  Northwestern  Univer- 
sity Medical  School  and  the  department  of 
neurology  of  Evanston  Hospital,  studied  the 
records  of  200  patients  who  were  admitted  to 
Evanston  Hospital  with  stroke,  died  and  had 
autopsies.  For  those  surviving  as  long  as  seven 
days,  death  appeared  more  frequently  due  to 
diseases  not  related  to  the  stroke,  such  as  pneu- 
monia, blood  clots  in  the  lungs  and  urinary 
infections. 

“Although  cerebrovascular  disease  (stroke) 
is  listed  as  the  third  most  common  cause  of 
death  in  the  United  States,  there  is  little  infor- 


mation about  the  actual  mechanism  of  death 
in  patients  who  have  suffered  an  acute,  ter- 
minal stroke.  Most  of  the  literature  deals  with 
the  prognosis  after  recovery  from  a first  at- 
tack.” 

In  the  study,  Drs.  Brown  and  Glassenberg 
compared  data  from  100  patients  who  died 
within  seven  days  after  stroke  to  those  who 
survived  more  than  seven  days.  Those  in  the 
quick  death  group  most  often  died  of  brain 
injuries  due  to  the  stroke.  Those  in  the  longer 
surviving  group  often  died  of  other  causes. 

“The  most  important  lesson  to  be  learned 
from  our  data  is  that  many  of  the  extracranial 
abnormalities  contributing  to  or  causing  the 
death  of  the  person  with  acute  stroke  may  be 
preventable  or  more  effectively  treated  if  de- 
tected early  and  dealt  with  vigorously.” 

“It  should  be  the  goal  of  every  physician 
to  make  certain  that  the  stroke  patient  has 
every  chance  to  recover  from  his  initial  stroke, 
for  his  prognosis  may  be  much  better  than 
anticipated.” 
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Proposed  School  Mental  Health  Program 
For  Fairfax  County,  Virginia 


Many  school  age  children  have 
emotional  or  learning  problems. 

It  is  felt  that  this  mental  health 
program  has  helped  these  chil- 
dren in  an  efficient,  economical 
way  during  the  past  two  years. 

T IS  ESTIMx\TED  that  30%  of  school-age 
children  have  some  kind  of  emotional  or 
learning  problem,  ranging  from  mild  to  severe. 
These  students  would  benefit  from  profession- 
al intervention.  Our  present  school  profession- 
als are  providing  help  to  only  1%  to  3%  (de- 
pending on  the  area  of  the  country)  of  these 
students  on  some  level,  mostly  in  what  is  being 
called  “special  education  classes”.6  It  is  obvious 
that  we  have  a great  need  for  more  profession- 
al and  para-professional  help  to  fill  this  widen- 
ing gap.  It  is  also  obvious  that  our  present 
school  mental  health  system  has  been  for  the 
most  part  ineffective,  and  we  need  to  adapt  a 
new  system  that  would  provide  us  with  ade- 
quate mental  health  care  and  access  to  utilize 
our  professional  manpower  to  utmost  capacity. 

The  Public  Health  Programs  have  been  in 
operation  for  the  past  few  decades  and  have 
proved  to  be  very  effective  in  combating  physi- 
cal diseases.  Let  us  examine  their  concept  and 
model  of  work.  They  use  three  preventive 
levels:3 

1.  Primary  prevention:  the  alerting  of  the 
environment  to  reduce  the  incidence  (i.e., 
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number  of  new  cases  of  an  illness  occurring 
per  year)  and  the  prevalence  of  mental  illness 
(i.e.,  number  of  cases  of  active  illness  existing 
within  a certain  time  period).4 

2.  Secondary  prevention:  the  provision  of 
services  and  treatment  for  early  detected 
cases.6 

3.  Tertiary  prevention:  to  provide  services 
which  reduce  the  permanent  or  long  range  dis- 
abilities which  result  from  the  disease. 

Keeping  these  principles  in  mind  and  look- 
ing into  other  school  mental  health  programs 
in  other  cities2,  we  attempted  to  start  a modi- 
fied approach  to  this  difficult  task.  In  the  spring 
of  1970,  we  got  together  to  discuss  a practical 
and  easily  administered  and  financed  program. 
After  several  meetings,  we  agreed  to  start  with 
a program  staffed  mostly  by  volunteers. 

Program  Design 

We  started  to  recruit  suitable  volunteers. 
Our  criteria  were  simple  but  rigid:  They  were 
to  have  “faith”  in  the  program  and  must  have 
personal  experience  with  children.  The  pro- 
gram has  been  in  application  for  two  years,  and 
although  we  kept  the  main  working  hypothesis, 
we  changed  the  means  and  the  methods  a great 
deal.  We  kept  our  focus  at  the  early  school 
years,  assuming  that  the  problem-students  are 
still  fresh  then  and  that  our  chances  of  suc- 
cess would  thus  be  better.  Furthermore,  we 
requested  to  work  only  with  the  interested 
teachers  who  understood  our  working  prin- 
ciples and  hypotheses  and  who  agreed  to  be 
involved  in  the  program.  We  also  screened  the 
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enrolled  children  to  eliminate  the  chronically 
ill  ones. 

We  thought  that  the  key  to  the  program’s 
success  will  be  the  availability  of  the  profes- 
sional staff  (psychiatrists,  psychologists)  to  the 
volunteers.  We  designed  several  introductory 
meetings,  some  with  the  teachers,  volunteer 
child-aides,  and  professional  staff,  and  others 
with  the  child-aides  and  the  staff  only.  These 
meetings  were  to  give  more  exposure  of  the 
staff  to  the  child-aides  and  vice  versa.  During 
these  meetings  we  had  short  talks  about  certain 
theoretical  aspects  of  child  development  and  of 
normal  and  abnormal  psychology,  which  we 
knew  would  be  of  some  application  to  our 
child-aides.  In  order  to  sharpen  their  observa- 
tion skills,  we  arranged  for  them  to  be  present 
in  classrooms  and  observe  certain  teachers  and 
potential  referral  students,  and  then  at  the  gen- 
eral meetings  to  discuss  what  they  saw.  We  also 
designed  a monthly  general  session  where  all 
the  professional  staff  and  the  child-aides  met  in 
a general  ‘krap  session”  on  different  topics.  The 
school  principals  attended  some  of  these  meet- 
ings as  the  teachers’  representatives  and  messen- 
gers. 

By  our  second  year  of  work  we  gained  a 
lot  of  experience,  and  many  of  the  rigid  rules 
with  which  we  started  were  eliminated.  For 
example,  we  dropped  the  student-screening 
procedures,  taking  every  referred  student  into 
the  program.  We  also  eliminated  the  introduc- 
tory courses,  emphasized  the  class  observations 
and  group  discussions  more,  and  added  a con- 
tinuing educational  program  and  monthly  gen- 
eral meetings. 

Referral  System 

We  accepted  the  children  only  from  the  vol- 
unteer teachers  who  were  the  prime  source  of 
identifying  high  risk  students.  The  teacher 
would  refer  the  child,  stating  what  she  saw 
as  the  main  problem  and  what  changes  she 
would  like  to  see  in  the  child.  The  principals 
were  requested  to  obtain  parental  permission 
and  to  collect  social  and  academic  data  about 
these  students  and  present  it  to  our  staff  mem- 
bers for  discussion.  In  the  first  year  we  ac- 


cepted 33  children  out  of  the  35  referrals.  In 
the  second  year  we  accepted  all  49  referred 
students.  The  most  common  problems  of  re- 
ferral were  short  attention  span,  aggressive 
behavior,  withdrawn  behavior,  and  lack  or 
absence  of  social  skills. 

The  Program  at  Work 

In  the  fall  of  1970  we  had  recruited  10  vol- 
unteers (child-aides),  seven  women  and  three 
men.  In  the  second  year  we  accepted  28  vol- 
unteers, five  from  our  first-year  trainees  and 
23  new  ones.  Seven  of  these  volunteers  dropped 
out  for  various  reasons  before  the  program 
started.  The  volunteer  child-aides’  educational 
backgrounds  varied  from  a high  school  diplo- 
ma to  college  graduates.  Their  ages  also  varied 
from  26-53.  We  had  33  students  enrolled  in  the 
first  year  program  and  49  students  in  the  second 
year  program;  four  of  the  latter  were  from  the 
first  year.  The  other  29  students  from  the  first 
year  apparently  demonstrated  an  accepted  level 
of  behavior,  and  they  were  not  referred  to  the 
program  again.  The  child-aides  met  with  the 
professional  staff  in  groups  of  three  to  four  on 
a weekly  basis  with  the  full  understanding  that 
they  were  always  welcome  to  call  and  discuss 
an  urgent  matter.  During  these  individual  su- 
pervisory meetings  with  the  child-aides,  the 
professional  staff’s  main  interest  was  to  main- 
tain an  easy  going  and  relaxed  session.  The  re- 
lationship between  the  child-aides  and  the  chil- 
dren was  the  main  focus.  The  child-aides  were 
advised  not  to  structure  their  sessions  and  make 
them  as  free  flowing  as  possible.  On  only  a few 
occasions  were  structured  sessions  necessary. 
The  child-aides  met  with  the  students  for  at 
least  two  short  periods  (30  minutes)  during  the 
week  for  a minimum  of  three  months.  On  some 
of  the  occasions  when  specific  problems  arose, 
the  child-aide  met  with  her  students  on  a daily 
basis.  The  majority  of  the  child-aides  saw  two 
children,  but  some  saw  three  or  four. 

Although  there  was  some  overlap  between 
the  teacher’s  goals  and  the  goals  of  the  child- 
aides,  we  attempted  to  separate  their  tasks.  On 
a few  occasions  some  of  the  teachers  looked 
to  the  child-aides  as  teacher  aides  and  tried  to 
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structure  their  meetings  and  what  subjects  to 
focus  on,  such  as  saying,  “Johnny  still  has  prob- 
lems in  his  reading.”  The  staff  encouraged 
these  aides  to  discuss  the  program  philosophy 
again  with  these  teachers  and  advised  them  not 
to  take  such  suggestions  as  instructions.  A stu- 
dent or  two  desired  to  be  helped  in  certain 
areas,  such  as  mathematics,  spelling,  or  gram- 
mar, etc.,  and  the  child-aides  were  encouraged 
to  respond  to  the  child’s  requests.  The  majority 
of  the  meetings  were  play-oriented. 

Case  Illustrations 

The  following  are  just  a few  examples  of 
the  typical  problems  encountered  and  their 
outcomes.  We  have  not  included  a detailed 
background  history  or  the  therapeutic  process. 
(The  names  used  in  case  illustrations  are  fic- 
titious.) 

Case  1.  Sharon  was  a 6 year-old  first  grader 
who  was  referred  to  our  program  because  of 
hyperactivity,  restlessness,  disturbances  in  the 
classroom,  apathy,  and  indifference  towards 
schoolwork  and  teachers  in  general.  Her  social 
history  pointed  towards  a recent  radical  change 
in  her  family  structure.  The  mother  married 
a man  who  brought  with  him  two  children 
of  ages  close  to  Sharon.  During  the  year, 
Sharon  met  with  her  aide  on  a twice-weekly 
basis  and  discussed  the  majority  of  the  family 
problems.  After  a few  weeks  she  quieted 
down  and  started  to  do  her  classroom  work 
which  was  rather  a surprise  to  both  her  teacher 
and  her  aide.  Sharon  displayed  an  interest  in 
her  classroom  and  classmates,  and  her  hyper- 
activity subsided  gradually. 

Case  2.  Billy  was  a 5 year-old  kindergarten 
student  who  was  referred  to  our  program  be- 
cause of  extreme  negativism,  violent  temper 
tantrums,  disorganized  hostility,  such  as  pound- 
ing on  the  closet  doors  and  walls  in  anger  and 
frustration.  Billy  came  from  a low  socio-eco- 
nomic class  where  both  of  his  parents  had  to 
work,  and  he  had  to  stay  with  his  baby  sister 
most  of  the  day.  Billy  was  hostile  and  negative 
to  everyone  in  school  including  the  child-aide 
who  was  assigned  to  him.  The  child-aide  was 


consistent  and  came  regularly  to  their  sessions. 
Gradually  Billy  started  to  accept  her  with  a 
positive  attitude.  Later  on  this  relaxed  attitude 
expanded  to  other  areas  in  his  life  and  was 
reflected  in  his  classroom.  At  the  end  of  the 
year,  Billy  was  rather  cooperative  and  re- 
sponded positively  to  praise  and  attention  from 
his  teachers. 

Case  3 . Diane  was  a 6 year-old  first  grader 
who  was  referred  to  the  program  because  of 
extreme  emotional  immaturity  and  a constant 
attempt  to  seek  the  teacher’s  attention.  She  had 
a poor  relationship  with  her  classmates  and 
friends.  Diane  came  from  a middle-class  family, 
and  she  was  the  elder  of  two  siblings.  There 
was  an  unusual  amount  of  sibling  rivalry  that 
affected  Diane  negatively.  Diane  met  with  her 
child-aide  twice  a week,  and  they  talked  rather 
freely  and  openly.  They  did  many  little  things 
and  played  many  games.  Diane  enjoyed  the  ses- 
sions tremendously  and  usually  displayed  a 
happy  outlook  when  she  went  back  to  the 
class.  This  attitude  continued  in  the  classroom, 
and  her  relationships  with  her  teachers  and 
friends  improved. 

Case  4.  Lynn  was  a 6 year-old  first  grader 
who  was  referred  to  the  program  because  of  a 
short  attention  span,  difficulty  in  following  di- 
rections, and  poor  coordination.  She  also  dis- 
played no  interest  in  her  schoolwork  or  in  re- 
lating to  her  peers.  She  was  described  as  being 
withdrawn  and  apathetic.  This  child,  for  some 
reason  or  another,  had  not  been  able  to  attend 
kindergarten,  and  she  lacked  the  experience 
and  vocabulary  that  is  necessary  for  the  first 
grade.  Meeting  with  her  child-aide  and  work- 
ing with  her  on  a one-to-one  basis  was  the  most 
helpful  thing  to  get  her  out  of  her  seclusion. 
Within  a year  she  was  able  to  catch  up  with 
her  classmates  and  move  successfully  into  the 
stream  of  the  students. 

Discussion 

Schools  are  one  of  the  national  institutions 
with  which  almost  every  family  has  to  deal. 
We  have  seen  the  schools  as  a source  of  stress, 
and  they  trigger  many  emotional  problems. 
We  think  that  schools  could  be  a health-instru- 
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ment  institution  to  help  troubled  children  and 
troubled  families  to  work  out  some  of  their 
difficulties.  We  have  seen  that  it  is  possible 
to  change  the  school  into  a therapeutic-milieu 
institution  that  helps  the  child  to  adjust  to  his 
environment  and  eventually  to  become  a happy 
individual. 

It  is  a fact  that  we  have  in  our  schools  a 
shortage  of  professionals  and  para-professionals 
such  as  psychiatrists,  clinical  psychologists, 
psychiatric  social  workers,  psychometrists, 
specialized  teachers,  specialized  teacher-aides, 
etc.;  but  we  believe  that  applying  the  Public 
Health  principles  to  mental  health  situations 
could  be  a prime  factor  in  closing  the  shortage 

gaP- 

Looking  at  the  first  level  of  primary  preven- 
tion, we  see  that  by  the  school  system  stand- 
ards the  principal  and  teachers  could  serve  as 
the  “psychiatric  antennae”  for  identification  of 
emotionally  maladjusted  behavior.  They  are 
the  first  to  alert  the  professional  and  para-pro- 
fessional  to  the  area  of  danger;  thus  their  abil- 
ity to  differentiate  between  healthy  and  path- 
ological methods  of  coping  with  stress  could 
be  of  crucial  importance  in  the  success  of  such 
a program  in  the  long  run.  The  close  contact 
between  mental  health  workers,  on  the  one 
hand,  and  the  school  personnel,  on  the  other 
hand,  in  the  repeated  conferences,  meetings, 
and  clinical  case  discussions  could  be  the  main 
tools  to  increase  the  sensitivity  of  the  school 
personnel  to  the  troubled  child.  Eventually 
these  teachers  will  be  able  to  modify  their 
classroom  techniques  to  suit  more  diverse  stu- 
dents, and  will  be  more  flexible  in  handling 
more  difficult  problems.  When  teachers  ap- 
proach that  level  of  optimum  functioning,  we 
expect  less  student  referral  to  the  Mental 
Health  Program  and  eventually  a more  suit- 
able atmosphere  for  learning  and  emotional 
health  in  the  classroom.  This  should  be,  in 
our  opinion,  the  main  focus  of  the  long-range 
goal  of  this  project. 

On  the  secondary  prevention  level  of  mental 
health,  the  child-aide  would  be  in  the  first  eche- 
lon, to  give  help  and  support  to  those  identified 
as  “problem  students”.  These  students  will 


be  received  early  in  their  incidence  of  diffi- 
culties, and  eventually  the  prognosis  would  be 
quite  favorable. 

On  the  tertiary  prevention  level  of  mental 
health,  we  see  our  program  as  less  effective,  but 
we  might  be  able  to  block  further  deterioration 
and  regression  in  some  of  the  chronically  and 
severely  ill  children.  It  is  rather  unfortunate 
that  schools  use  most  of  their  mental  man- 
power to  serve  this  small  minority  (the  very 
sick),  who  we  feel  are  the  hardest  to  reach 
and  the  least  to  be  benefited. 

Looking  at  the  four  clinical  cases  we  have 
outlined  above,  and  examining  what  happened 
during  the  intervention  process  that  changed 
the  pattern  of  behavior  from  maladapted  dur- 
ing the  first  year  to  adapted  in  the  second  year, 
it  seems  a very  difficult  task  to  reach  a general 
conclusion  because  of  the  many  variables  in- 
each  case.  The  child-aide  did  not  interpret  any 
underlying  emotional  conflict  for  any  of  these 
students.  It  was  pointed1  out  that  the  mere  fact 
that  the  teachers  recognized  and  the  family  ac- 
cepted that  they  had  a troubled  child  would 
lead  them  to  change  drastically  their  expecta- 
tions of  that  child  and  to  display  more  toler- 
ance of  his  deviances  of  behavior,  eventually 
leading  to  less  stressful  situations  for  the  child 
and  reflecting  in  a better  adjustment  of  the 
child  to  his  environment.  On  the  other  hand, 
it  has  been  our  observation  that  the  emotional 
tie  established  between  the  child-aide  and  her 
“troubled  child”  and  the  meaningful  exchange 
of  cathartic  material  in  their  sessions  have  been 
the  most  important  factors.  It  is  possible  that 
these  three  factors  and  many  others  may  have 
operated  in  the  process  of  change  in  every 
child,  and  the  personal  emphasis  for  any  par- 
ticular child  may  have  been  on  any  one  of 
these. 

It  has  been  reported  by  many  authorities2,  5 
that  a troubled  child  “Did  Not  Grow  Out  Of 
It”,  but  in  fact  this  led  to  more  troubled  ado- 
lescents and  underachieving  students.  In  spite 
of  short  follow-up  in  our  cases,  we  feel  con- 
fident that  we  have  changed  the  tide  in  the  ma- 
jority of  the  children  with  whom  we  worked, 
and  that  they  have  displayed  a more  acceptable 
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behavior  during  and  after  participation  in  the 
program  than  they  did  during  the  previous 
years.  We  are  not  trying  to  minimize  the  fact 
that  the  new  teachers  whom  the  children  have 
the  year  after  participation  differ  from  the 
first  teachers  and  that  eventually  their  stand- 
ards of  acceptable  and  nonacceptable  types 
of  behavior  are  different.  But  teachers  reported 
an  acceptable  classroom  behavior  in  87%  of 
the  cases  which  would  give  us  a rather  clear, 
explicit  message  of  the  success  of  this  program. 
We  do  not  claim  that  the  program  has  cured 
the  children  of  great  emotional  difficulty,  but 
we  are  strongly  convinced  that  it  has  at  least 
prevented  further  deterioration  in  their 
behavior. 

Financial  Analysis  and  Justification 
of  Cost* 

For  the  past  two  years,  the  program  de- 
scribed above  has  been  carried  out  at  practical- 
ly no  cost  to  the  Fairfax  County  School  Sys- 
tem. It  has  run  with  borrowed  professional  staff 
and  with  volunteers.  We  are  convinced  that  it 
is  the  most  practical  and  efficient  way  of  using 
the  utmost  professional  and  para-professional 
staff  time.  Our  collected  data  during  the  two 
years  indicates  that  teachers  who  worked  with 
us  referred  two  to  three  students  per  class 
(close  to  10%  of  the  class  populations).  To  fi- 
nance this  program,  the  county  would  need 
$1.50  per  student  per  year.  The  outcome  of 
this  type  of  program  is  rather  difficult  to  evalu- 
ate and  measure  in  dollar-and-cents  scale.  We 
could  not  evaluate  the  agony  of  a family  with 
a “troubled  child”  and  the  comfort  for  that 
child  and  his  family  when  he  has  become  better 
adapted  to  his  classroom  and  at  home.  It  is 
clear  to  us  that  the  money  invested  in  the  Men- 
tal Health  Prevention  Program  is  a high-yield 
investment.  It  cost  Fairfax  County  to  maintain 
a student  in  a regular  class  about  $730  per 
year  for  elementary  school  and  $950  per  year 
in  the  high  school.  To  keep  a similar  student  in 

*A  detailed  report  of  the  financial  cost  and 
feasibility  is  available  upon  request. 


a special  education  class  costs  the  county  about 
$3,000  per  year.  If  we  assume  that  each  work- 
er would  be  successful  in  diverting  only  one 
student  from  drifting  into  the  special  education 
classes  (theoretically  a half-time  child-aide 
could  treat  up  to  1 5 students  per  year  and  even 
in  the  training  stages  of  our  pilot  program,  the 
success  rate  was  close  to  90%),  this  would  be 
enough  to  pay  for  a child-aide’s  expenses  and 
training  for  that  year.  But  if  we  were  able  to 
keep  the  student  in  the  special  education 
classes  and  to  prevent  further  deterioration  in 
his  social  adjustment  that  would  necessitate 
residential  treatment  facilities,  there  would  be 
even  greater  saving.  When  we  realized  that 
those  children  “don’t  grow  out  of  it”  and  when 
we  examined  those  frighteningly  high  national 
figures  for  the  cost  of  unchecked  emotional 
difficulties,  we  acquire  a clear  idea  of  the  value 
of  such  a program.  There  are  over  32  million 
young  people  in  this  country  between  the  ages 
of  10  and  17.  One  million  or  about  3%  will 
be  referred  officially  to  the  domestic  court  for 
some  reason  or  another,  costing  the  country 
$981  million  per  year:  45%  will  be  referred 
to  some  type  of  treatment  program,  50%  will 
be  released  to  counseling  and  probational  facil- 
ities, and  5%  will  have  “unusual  dispositions.” 
It  is  our  belief  that  the  3%  who  reach  the 
court  are  the  3%  that  our  classroom  teacher 
referred  to  us.  We  are  convinced  that  we 
can  change  this  percentage  by  dealing  with 
the  problem  at  the  early  school  years. 

Summary 

We  have  briefly  described  a school  mental 
health  project  that  can  easily  be  administered 
and  carried  out  by  school  psychologist.  We 
emphasize  one  effect  of  this  program  would  be 
to  move  the  school  psychologist  from  the  eval- 
uation and  recommendation  level,  which  is  the 
end  of  the  line,  to  the  treatment  and  helping 
level.  We  are  convinced  that  the  application 
of  this  program  in  the  schools  will  reduce  the 
formal  referral  to  a minimum  and  that  eventu- 
ally the  school  psychologist  would  have  more 
time  to  devote  to  treatment  and  supervision. 
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Physicians  Urged  to  Teach  Patients  About  Their  Health 


Physicians  are  urged  to  become  better  teach- 
ers of  their  patients  in  an  article  in  the  June 
issue  of  Archives  of  Dermatology , a publica- 
tion of  the  American  Medical  Association. 

“Do  you  deal  with  your  patient  as  though 
he  were  a passive  recipient  of  your  actions,  as 
a veterinarian  cares  for  his  subjects?  Or  do 
you  expect  the  patient  to  have  some  role  to 
play  in  the  activities  that  will  help  him  make 
the  favorable  progress  you  desire  for  him?” 
Richard  M.  Caplan,  M.D.,  of  the  University 
of  Iowa  College  of  Medicine  at  Iowa  City, 
asks  of  his  physician  colleagues. 

As  an  example,  the  doctor  may  note  that  the 
patient  is  scratching  and  squeezing  acne  pim- 
ples. “Do  you  tell  the  patient  to  stop  that 
behavior,  simply  counting  on  your  prestige  and 
authority  position  to  cause  the  patient  to  stop? 
Or  do  you  point  out  that  such  action  leads 
to  injuries  and  scabs  that  are  more  unsightly, 
slower  to  heal,  and  more  likely  to  leave  scars, 
thus  allowing  the  informed  insight  to  help 
achieve  the  behavior  desired?” 

Dr.  Caplan  points  out  that  doctors  often  see 


similar  types  of  problems  in  patients  day  after 
day.  The  physicians  tend  to  become  hurried 
and  cursory  in  giving  counsel  To  counteract 
this  tendency,  he  suggests  that  doctors  develop 
teaching  aids  that  will  help  them  communicate 
properly  with  their  patients. 

Printed  instruction  sheets,  written  by  the 
doctor  in  his  own  style,  are  helpful  in  inform- 
ing patients  of  general  facts  about  their  con- 
dition. Audio  tapes,  in  which  the  doctor  talks 
to  the  patient  about  his  health  problem,  are 
another  recommended  tool.  Drawings,  photo- 
graphs, slides  and  other  illustrated  presenta- 
tions are  useful,  as  are  the  many  educational 
leaflets  and  brochures  available  from  the  Amer- 
ican Medical  Association  and  many  other 
scientific  societies.  Group  sessions  sometimes 
may  be  helpful  in  teaching  patients  how  to 
cope  with  chronic,  long-term  health  problems. 

Use  of  these  teaching  aids  will  not  deperson- 
alize health  care,  and  will  not  replace  the  phy- 
sician. They  will  assist  the  physician  in  doing 
a better  job  of  making  certain  that  his  patient 
is  fully  educated  as  to  his  health  problem. 
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ROBERT  I.  HOWARD 
Richmond,  Virginia 


Dr.  LeMat-Arms  Maker 


THERE  IS  NO  STORY  more  inspiring 
than  that  of  the  Confederate  fighting  man 
and  the  cause  which  kept  him  marching  for 
four  long  years— always  seeking  the  last  great 
victory  that  somehow  never  came.  No  less 
inspiring  is  the  story  of  the  arms  he  used  to 
carry  the  fields  that  reached  from  Virginia’s 
fertile  valleys  to  the  Pennsylvania  hills  and 
back  again.  These  were  no  ordinary  arms  such 
as  those  forged  and  shaped  in  the  well  equipped 
and  long  established  armories  of  the  North. 
These  were  arms  conceived  in  the  minds  of 
men  with  a purpose  and  produced  under  con- 
ditions and  handicaps  which  made  them  even 
more  remarkable. 

Nearly  one  hundred  years  have  passed  since 
these  weapons  spoke  their  defiance  and  the 
shadows  of  time  have  blurred  many  of  the 
names  and  places  which  figured  prominently 
in  their  stories.  Hidden  though  they  may  be 


Fig.  1 


Editor’s  Note:  Some  years  ago,  your  editors 
attempted  to  start  a Department  on  Hobbies  of 
our  members.  To  start  this  off,  Robert  I.  How- 
ard, executive  vice-president  of  The  Medical 
Society  of  Virginia,  contributed  this  article  on 
Dr.  LeMat— Arms  Maker.  We  have  been  waiting 
for  other  articles  to  use  in  the  Department  but 
as  none  have  been  received,  we  feel  it  only  right 
to  use  the  one  contribution  with  the  hope  that 
others  may  follow. 


in  the  dusty  pages  of  history,  there  can  be 
found  the  names  of  a surprising  group  of  men 
who,  in  one  way  or  another,  contributed  to 
the  arming  of  the  Confederate  soldier.  These 
men  were  physicians. 

Perhaps  the  most  colorful  of  this  group  was 
a Creole  physician  of  New  Orleans  with  the 
equally  colorful  name  of  Jean  Alexander 
Francois  LeMat.  This  French  born  physician 
was  the  inventor  of  the  famed  “grapeshot”  re- 
volver which  bears  his  name. 

There  is  no  doubt  but  that  Dr.  LexMat's 
creation  was  one  of  the  most  unusual  and 
formidable  revolvers  ever  fashioned.  Deadly 
in  appearance  as  well  as  effect,  it  featured  a 
revolving  cylinder  and  upper  barrel  of  ap- 
proximately .42  caliber,  and  an  under  barrel 
of  approximately  .60  caliber— referred  to  as  the 
grapeshot  barrel.  The  cylinder  was  unique  in 
that  it  contained  nine  chambers— providing 
tremendous  fire  power.  This,  of  course,  was 
just  what  many  of  the  South’s  daring  cavalry 
leaders  were  looking  for— a weapon  particu- 
larly suited  to  the  swift  striking,  hard  hitting 
tactics  which  characterized  that  branch  of  the 
service. 

Dr.  LeMat,  or  Colonel  as  he  sometimes  liked 
to  be  called,  was  a close  friend  and  one  time 
partner  of  General  Pierre  G.  T.  Beauregard 
and  the  relationship  stood  him  in  good  stead 
when  the  war  clouds  gathered  in  1861.  The 
good  doctor  negotiated  a contract  with  the 
Confederate  government  and  set  about  to  fur- 
nish his  revolver  to  both  the  Confederate  army 
and  navy. 

Despite  considerable  speculation  on  the 
subject,  it  is  extremely  doubtful  that  any  of 
Dr.  LeMat’s  revolvers  were  manufactured  on 
this  side  of  the  Atlantic.  Such  manufacture 
was  surely  contemplated  by  the  firm  of  Cook 
and  Brother  of  New  Orleans,  but  the  opera- 
tion apparently  never  got  under  way. 
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Dr.  LeMat,  in  addition  to  being  a gifted 
physician  and  mechanical  marvel,  was  a realist 
and  it  did  not  take  him  long  to  recognize  the 
difficulties  which  must  be  met  and  overcome 
before  any  appreciative  number  of  revolvers 
could  be  produced  in  the  South.  Iron  and  steel 
were  hard  to  come  by  and  the  labor  situation 
left  much  to  be  desired.  Then,  too,  the  con- 
stant pressure  being  exerted  by  Northern 
forces  often  made  it  necessary  for  arms  man- 
ufacturers to  dismantle  their  machinery  and 
move  to  a more  secure  location.  As  a matter 
of  fact,  the  Dickson-Nelson  Company,  manu- 
facturers of  first  class  rifles  and  carbines,  was 
forced  to  move  three  times— starting  in  Sha- 
kanoosa,  Alabama,  and  winding  up  at  Dawson, 
Georgia.  It  was  for  such  reasons  that  the  far- 
sighted LeMat  decided  to  set  up  his  operation 
in  Paris. 

The  flight  of  the  good  doctor  to  France 
was  an  experience  in  itself  and  represented  an- 
other chapter  in  the  story  book  life  of  this 
most  unusual  gentleman.  After  running  the 
blockade,  he  sailed  for  Europe  on  the  Trent, 
an  English  mail  boat.  The  ship  was  stopped 
by  a federal  naval  vessel  and  a number  of  pris- 
oners taken— including  the  well  known  Mason 
and  Slidell.  Somehow,  the  wily  Dr.  LeMat 
escaped  capture  and  was  able  to  complete  his 
journey  without  further  interference. 

Once  in  Paris,  Dr.  LeMat  associated  himself 
with  the  firm  of  C.  Girard  and  Son  and  set 
about  to  produce  the  arms  so  badly  needed  by 
the  embattled  South. 

There  is  available  considerable  proof  that, 
even  in  Paris,  the  LeMat  operation  had  its 
troubles.  The  Confederate  Navy  Department, 
in  one  instance,  became  upset  when  a number 
of  revolvers  could  not  pass  inspection.  Much 
of  the  difficulty  apparently  was  caused  by  the 
hammers  which,  in  some  cases,  were  made  of 
too  soft  metal.  The  under  barrel  was  fired  by 
a special  folding  hammer  tip  which  seemed  to 
break  too  easily  and  this  caused  much  concern. 
It  was  reported  also  that  the  two  barrels  were 
not  always  properly  aligned  and  that  in  some 
instances  the  hammers  would  not  strike  fairly. 

The  Confederate  War  Department,  on  the 


other  hand,  appears  to  have  met  with  better 
success  in  obtaining  LeMats,  and  its  field  man- 
ual for  ordnance  officers,  published  in  1862, 
refers  to  the  grapeshot  pistol  manufactured 
by  M.  LeMat  of  Paris. 

Although  some  three  thousand  of  Dr.  Le- 
Mat’s  revolvers  were  manufactured,  it  is 
doubtful  that  very  many  actually  reached  the 
men  who  needed  them  most,  a tough  federal 
blockade  presenting  quite  a problem.  It  would 
be  interesting  to  know  how  many  of  the  guns 
lie  on  the  ocean  floor  off  the  Carolina  Coast. 
Records  kept  by  an  ordnance  officer  at  Wil- 
mington, North  Carolina,  do  show,  however, 
that  some  LeMats  arrived  there  in  1863  and 
1864.  The  steamers  Lynx  and  Pevensey  were 
credited  with  landing  a number  of  cases  of 
the  big  handguns. 

Official  records  reveal  that  seamen  from  the 
C.  S.  S.  Patrick  Henry,  armed  with  LeMats, 
burned  the  steamship  Alleganian  in  Novem- 
ber, 1862.  When  the  Atlanta,  a Confederate 
ironclad,  was  taken  in  June,  1863,  a number 
of  LeMats  were  among  the  arms  captured. 

Strangely  enough,  a Richmond  arms  firm 
known  as  Kent,  Paine  and  Company  advertised 
LeMat  revolvers  for  sale  in  December,  1862. 
Could  it  be  that  these  revolvers  were  part  of 
a rejected  lot? 

The  popularity  of  the  LeMat  is  evidenced 
by  the  number  of  high  ranking  Confederate 
officers  who  used  them,  including  Generals 
J.E.B.  Stuart,  Beauregard  and  Anderson.  Per- 
haps the  most  famous  is  that  which  was  carried 
by  Stuart,  and  which  can  be  seen  in  the  Stuart 
display  at  Richmond’s  Confederate  Museum. 

The  postwar  years  found  Dr.  LeMat  still  in 
the  firearms  business  and  a number  of  pinfire 
revolvers  can  yet  be  found  bearing  his  name. 
There  is  no  information  readily  available  con- 
cerning the  Doctor’s  medical  practice,  al- 
though one  receives  the  impression  that  it  was 
somewhat  limited. 
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Paraneoplastic  Syndromes 

A Clinically  Relevant  Concept  in  Cancer 


The  term  paraneoplastic  refers  to  the  phe- 
nomena observed  in  cancer  which  are  not  ex- 
plained by  the  mere  physical  presence  of  the 
tumor  mass.  It  is  easy  to  understand  how  a 
large  lung  cancer  may  occlude  a bronchus, 
causing  atelectasis  and  pneumonia  in  that  por- 
tion of  a lung,  but  it  is  hard  to  explain  why 
a patient  with  a 2 cm.  renal  cell  carcinoma  may 
develop  anemia,  fever,  hypercalcemia  and  se- 
vere weight  loss. 

The  concept  of  paraneoplastic  syndromes 
is  an  attempt  to  provide  a unified  explanation 
of  the  protean  manifestations  of  cancer.  It 
should  be  pointed  out  that  this  is  still  a theory 
but  that  many  parts  of  it  now  appear  to  be 
confirmed. 

Background 

To  understand  this  concept,  we  must  begin 
with  a review  of  some  basic  fundamentals  of 
cellular  genetics.  First,  it  must  be  understood 
that  all  the  cells  in  a given  human  being  have 
the  same  chromosomal  complement.  That  is, 
a brain  cell  has  exactly  the  same  genetic  make- 
up as  an  intestinal  cell.  The  difference  is  that 
in  the  brain  cell  all  the  genetic  functions  are 
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suppressed  except  those  necessary  for  the  nor- 
mal metabolic  functioning  of  a brain  cell. 
Similarly  in  the  intestinal  cell  all  the  genes  are 
inactive  except  those  related  to  the  specific 
tasks  of  that  tissue.  It  has  been  estimated  that 
only  10%  of  the  total  genes  are  permitted  to 
function  in  a given  cell.13  This  concept  has 
been  termed  “selective  de-repression”.  Obvi- 
ously this  process,  which  is  vital  for  the  nor- 
mal differentiation  of  tissue,  must  be  very 
selective  in  order  for  a given  cell  to  make 
the  thousands  of  specific  molecules  necessary 
for  its  own  existence,  self-repair,  and  its  spe- 
cial functions.  It  is  the  careful  control  of  what 
genes  are  expressed  and  what  genes  are  sup- 
pressed that  the  cancer  cell  goes  awry.  Per- 
haps the  most  common  “error”  in  all  cancer 
cells  is  the  failure  to  suppress  the  rate  of  cel- 
lular multiplication.  This  is  manifested  by  the 
rapid  growth  of  a malignancy.  Cancer  cells 
also  lose  their  ability  to  recognize  their  appro- 
priate location  and  invade  surrounding  tis- 
sues. (The  migration  of  normal  cells  is  in- 
hibited by  contact  with  and  recognition  of 
cells  of  a similar  type,  thus  maintaining  the 
continuity  of  a tissue).  Another  common  de- 
fect is  the  loss  of  the  intricate  control  mech- 
anisms and  feedback  systems  governing  the 
cell’s  output  of  its  normal  products. 

The  rapid  growth  and  invasion  of  a neo- 
plasm are  relatively  easy  to  observe,  but  most 
of  the  errors  in  de-repression  are  much  more 
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difficult  to  detect,  because  they  result  in  the 
production  of  only  very  small  quantities  of  an 
abnormal  or  inappropriate  molecule.  How- 
ever, certain  of  these  molecules  do  have  clin- 
ically observable  effects  even  when  present 
in  such  small  quantities;  they  are  responsible 
for  the  unusual  systemic  symptoms  associated 
with  cancer. 

To  reiterate,  the  paraneoplastic  syndromes 
may  be  defined  as  the  phenomena  associated 
with  a malignancy  which  are  not  due  to  the 
physical  presence  of  the  tumor  mass  but  to 
the  production  by  the  tumor  of  an  abnormal 
or  inappropriate  molecule. 

Classification 

The  detectable  molecules  produced  by  tu- 
mors fall  into  several  functional  categories: 
ectopic  hormones,  other  physiologically  active 
substances,  antigens,  and  toxins.  The  recog- 
nized paraneoplastic  syndromes  due  to  these 
molecules  are  listed  below;2 12  their  number  is 
constantly  being  expanded. 

A.  Ectopic  Hormones 

It  was  the  production  of  hormones  by  tu- 
mors that  first  called  attention  to  these  syn- 
dromes. Brown  in  1928s  described  what  was 
probably  the  first  such  case,  a patient  with  oat- 
cell carcinoma  of  the  lung  and  classic  signs  and 
symptoms  of  Cushing’s  syndrome,  though  the 
relationship  between  the  two  was  not  appre- 
ciated. It  was  not  until  1941  while  reporting 
a patient  with  renal  cell  carcinoma,  hypercal- 
cemia, and  normal  parathyroids  that  Albright1 
suggested  that  the  tumor  might  be  malting 
parathyroid  hormone.  In  1956  the  first  con- 
vincing evidence  was  proved  when  Conner 
et  al.4  and  Plimpton  et  al.11  presented  several 
cases  of  hypercalcemia  in  cancers  without 
bony  metastasis  in  which  the  calcium  returned 
to  normal  after  removal  of  the  tumor.  Subse- 
quently, the  extremely  sensitive  technique  of 
radioimmunoassay  has  confirmed  the  presence 
of  high  quantities  of  substances  that  are  im- 
munologically  very  similar  to  known  hor- 
mones, in  the  tumor  tissue  and  serum  of  pa- 
tients with  the  related  syndromes.  Following 


are  the  ectopic  hormone  syndromes  described 
to  date: 

1.  Hypercalcemia  due  to  parathyroid  hor- 
mone (PTH)  production. 

There  are,  of  course,  many  possible  causes 
of  elevated  calcium  levels;  fairly  strict  cri- 
teria910 must  be  met  before  this  diagnosis  can 
be  made.  An  example  of  such  a problem  is 
given  in  the  hypothetical  case  which  appears 
later  in  this  article;  the  approach  to  the  other 
paraneoplastic  syndromes  is  similar.  The  tu- 
mors most  frequently  found  to  be  secreting 
PTH  are  squamous  cell,  with  lung  being  by 
far  the  most  common  of  these;  renal  cell, 
ovarian,  and  pancreatic  carcinomas  and  uterine 
leiomyosarcomas  are  other  tumors  causing 
this  syndrome. 

2.  Cushing’s  syndrome  due  to  ACTH 

The  three  most  common  tumors  associated 
with  this  are  bronchogenic  carcinoma,  malig- 
nant thymoma,  and  pancreatic  carcinoma.  Be- 
cause of  the  fairly  rapid  progression  of  these 
cancers,  the  full-blown  Cushing’s  syndrome 
often  does  not  have  time  to  develop;  the 
striae  and  “buffalo  hump”  and  hirsutism  are 
present  to  varying  extents,  but  hypertension, 
glycosuria,  and  hypokalemic  alkalosis  dominate 
the  picture. 

3.  Hyponatremia  due  to  antidiuretic  hormone 
(ADH) 

Here  again,  bronchogenic  carcinoma  is  by 
far  the  most  common  culprit.  The  excessive 
amounts  of  ADH  cause  water  retention  and 
resulting  dilutional  hyponatremia,  and  lead  to 
nausea,  vomiting,  confusion,  weakness,  and 
even  convulsions  if  unchecked. 

4.  Hyperthyroidism  due  to  thyroid-stimulat- 
ing hormone  (TSH) 

This  syndrome  is  produced  by  a wide  varie- 
ty of  cancers,  with  no  one  type  predominating. 
There  may  be  an  unusually  high  association 
with  trophoblastic  tumors.  Tachycardia,  nerv- 
ousness, and  abnormal  thyroid  function  tests 
are  found,  but  the  eye  signs  are  usually  absent. 

5.  Precocious  puberty  or  gynecomastia  due 
to  gonadotropin 
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In  young  boys,  hepatomas  and  hepatoblas- 
tomas have  been  shown  to  secrete  gonadotro- 
pin, resulting  in  premature  genital  and/or  skel- 
etal growth.  In  adult  males,  cancers  of  the 
lung  and  adrenal  cortex  cause  gynecomastia 
when  they  produce  gonadotropin. 

6.  Polycythemia  due  to  erythropoietin 

Renal  cell  carcinomas  and  cerebellar  heman- 
giomas most  frequently  synthesize  erythro- 
poietin; pheochromocytomas,  uterine  fibroids, 
and  hepatomas  have  also  been  reported.  The 
high  hematocrit  in  these  patients  stands  out 
in  contrast  to  the  anemia  often  seen  in  neo- 
plastic disease.  Normal  blood  gasses  will  con- 
firm that  hypoxia  is  not  the  stimulus  for 
erythropoietin  release. 

7.  Hypoglycemia  due  to  production  of  an 
insulin-like  substance. 

Most  of  these  tumors  are  mesenchymal  in 
origin:  fibrosarcoma,  mesothelioma,  neurofi- 
broma, leiomyosarcoma;  hepatic  and  adrenal 
carcinomas  are  also  implicated.  These  pa- 
tients’ complaints  are  the  classic  ones  of  hy- 
poglycemia, with  nervousness,  confusion 
which  may  progress  to  coma;  the  symptoms 
are  rapidly  relieved  by  intravenous  glucose. 

8.  Atypical  carcinoid  syndrome 

This  differs  from  the  usual  carcinoid  in 
three  ways:  (a)  pancreatic,  gastric,  lung,  and 
thyroid  carcinomas  are  involved  rather  than 
small  intestine  and  appendiceal  tumors;  (b) 
5 -hydroxy tryptophan  (5-HTP)  is  the  main 
product  rather  than  serotonin  (5-HT);  and 
(c)  these  patients  tend  to  have  a patchy  vivid 
red  flush  instead  of  a cyanotic  flush  in  asso- 
ciation with  diarrhea,  bronchospasm,  hepato- 
megaly, and  endocardial  fibrosis. 

9.  Zollinger-Ellison  syndrome  due  to  gastrin 

This  well-known  entity  consists  of  severe 

atypical  peptic  ulceration,  gastric  hyperacid- 
ity, chronic  and  often  intractable  diarrhea  with 
hypokalemia,  and  is  due  to  production  of  gas- 
trin by  non-beta  islet  cell  tumors  of  the  pan- 
creas. One-fourth  of  these  patients  also  have 
other  endocrine  adenomas. 


B.  Paraneoplastic  Syndromes  Due  to  Other 
Physiologically  Active  Molecules 

1.  Myasthenic  syndrome  due  to  a curare-like 
substance 

This  has  only  been  observed  in  lung  cancer. 
There  are  several  ways  in  which  the  myas- 
thenic syndrome  differs  from  myasthenia 
gravis,2  among  which  are  infrequent  oculo- 
bulbar  involvement,  proximal  muscle  weak- 
ness, decreased  tendon  reflexes,  and  poor  re- 
sponse to  neostigmine. 

2.  Venous  thrombosis  due  to  an  antihemo- 
philic globulin  (AHG)-like  factor 

The  venous  thrombosis  of  malignancy  is 
characteristically  migratory  or  multifocal.  This 
unusual  picture  may  point  to  lung  cancer  in 
the  male,  reproductive  tract  cancer  in  the 
female,  or  pancreatic  or  breast  neoplasm. 

3.  Bleeding  diathesis  due  to  fibrinolysins  or 
fibrinogenolysin 

Patients  with  bronchogenic  or  prostatic 
malignancies  may  occasionally  demonstrate 
diffuse  or  localized  hemorrhagic  tendencies; 
fibrinolysins  or  fibrinogenolysins  have  been 
isolated  from  tumor  extracts  in  such  patients. 

C.  Syndromes  Due  to  Antigen  Production 

1.  Neurologic  disorders:  Subacute  cortical 
cerebellar  degeneration  and  peripheral  neurop- 
athies. 

The  exact  etiology  of  these  disorders  when 
associated  with  a malignancy  is  not  certain.  It 
appears  that  some  tumors,  notably  ovary,  lung, 
stomach,  and  breast  may  secrete  a substance 
which  is  antigenically  similar  to  neural  tissue, 
thus  eliciting  an  auto-immune  response.  Spe- 
cific antibodies  against  brain  and  peripheral 
nerve  tissue  have  been  demonstrated  in  the 
sera  of  these  patients. 

2.  Dermatologic  Disorders:  Acanthosis  ni- 
gricans and  dermatomyositis. 

Acanthosis  nigricans,  a patchy  hyperpig- 
mented  verrucose  skin  lesion,  has  long  been 
known  to  warn  of  malignancy;  90%  are  as- 
sociated with  intra-abdominal  adenocarcinoma, 
usually  gastric.  Fifteen  percent  with  derma- 
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tomyositis  have  a cancer,  usually  of  the  stom- 
ach, breast,  lung,  ovary,  or  lymph  nodes.  This 
fraction  increases  to  50%  if  one  looks  at  pa- 
tients over  forty.  These  phenomena  are 
thought  to  represent  hypersensitivity  reac- 
tions, though  no  antibody  to  the  patients’  skin 
has  been  identified. 

3.  Vascular:  Marantic  Endocarditis 

This  is  a vegetative,  sterile  lesion  of  the  heart 
valves  which  may  embolize  and  present  as  a 
stroke,  coronary  occlusion,  etc.  Most  of  the 
associated  tumors  are  mucin-producing  adeno- 
carcinomas of  the  stomach,  lung,  or  pancreas. 

4.  Diagnostic  Antigens:  Carcinoembryonic 

antigens  (CEA)  and  alpha-fetoprotein  (AFP) 

These  glycoprotein  antigens  do  not  produce 
clinical  syndromes  but  are  of  diagnostic  sig- 
nificance, as  their  presence  in  the  blood  is 
abnormal  after  the  neonatal  period.  CEA  was 
originally  thought  to  be  a specific  product  of 
colon  carcinomas  but  has  been  found  to  be 
associated  with  other  cancers  in  addition  to  the 
gastro-intestinal  tract.  AFP  is  usually  diagnos- 
tic of  primary  liver  tumors  or  of  liver  metas- 
tasis of  gastro-intestinal  tumors.8  Such  tumor- 
specific  antigens  open  the  possibility  of  im- 
munologic attack  on  cancer,  as  discussed  pre- 
viously in  this  journal.6 

D.  Syndromes  Due  to  Toxins 

1.  Cachexia 

Weight  loss  is  a long-recognized  concom- 
mitant  of  most  cancers.  It  is  felt  that  the  mech- 
anism for  this  may  be  two-fold:  (a)  secretion 
of  a central  nervous  system  toxin  which  causes 
anorexia,  and  (b)  elaboration  of  a substance 
which  blocks  some  of  the  enzyme  reactions 
necessary  for  digestion  and  assimilation  of 
food.  The  latter  seems  likely  since  weight 
loss  occurs  even  when  patients  receive  a more 
than  adequate  caloric  intake. 

2.  Anemia 

This  frequently-observed  problem  does  not 
seem  to  be  related  to  dietary  inadequacy  or  to 
consumption  of  factors  necessary  for  red  cell 
production  by  the  tumor.  There  may  be  sev- 
eral substances  secreted  by  tumors  which  are 


toxic  to  the  bone  marrow.  One  possible  mech- 
anism is  the  production  of  a defective  ery- 
thropoetin  molecule,  called  anerythropoietin, 
which  blocks  the  bone  marrow  recipient  sites, 
preventing  stimulation  by  normal  erythro- 
poietin. 

3.  Fever 

Two  mechanisms  are  postulated  as  possible 
explanations  of  carcinomatous  fever:  (a)  the 
elaboration  of  a pyrogenic  toxin  by  the  tumor, 
and  (b)  the  inflammatory  response  to  the 
molecular  contents  of  tumor  cells,  released 
into  the  circulation  because  of  the  high  spon- 
taneous death  rate  of  defective  daughter  cells.7 

Treatment 

The  first  step  in  initiating  proper  therapy 
is  verifying  the  diagnosis.  Much  specific  in- 
formation as  to  the  characterization  of  the  in- 
dividual syndromes  may  be  found  in  the  ex- 
cellent recent  monograph  by  Bhattacharya 
and  Sealy.2  Concomitantly  one  must  identify 
the  site  of  the  primary  tumor  and  the  location 
of  any  metastases. 

The  most  effective  treatment  of  the  para- 
neoplastic syndrome  is,  logically,  the  removal 
or  destruction  of  all  neoplastic  tissue.  Even  if 
cure  is  not  possible,  one  should  consider  sur- 
gical excision  and/or  irradiation  of  the  great- 
est amount  of  tumor  tissue  feasible,  in  hopes 
of  diminishing  tumor  production  of  the  hor- 
mone or  toxin  and  giving  the  patient  a period 
of  decreased  symptomatology.  If  he  is  beyond 
even  this  stage,  symptomatic  relief  may  be 
offered  by  appropriate  pharmacological  agents, 
a partial  list  of  which  follows:7 

Hyperadreno- 

corticism:  Op’DDD,  Methapyropone, 

Aminoglutethimide 

Neuropathy:  Prednisone  30mg.  daily 

Hypoglycemia:  Streptozotocin,  Diazoxide 

Cachexia:  Depotestosterone  600mg. 

weekly,  I.M. 

Hypercalcemia:  Mithramycin  25mcg.  I.V. 

daily  X 2-3  days 

Polycythemia:  Phlebotomy,  Estrogens 

Fibrinolysis:  Prednisone  30mg.  daily 


Volume  100,  August,  1973 


741 


Hypothetical  Case 

The  following  hypothetical  case  illustrates 
the  clinical  diagnosis  of  a paraneoplastic  syn- 
drome and  its  implications  for  management  of 
the  patient. 

A patient  comes  to  his  physician  complain- 
ing of  loss  of  appetite,  weakness,  and  easy  fa- 
tiguing and  has  been  bothered  by  constipa- 
tion. He  appears  depressed,  and  so  support 
and  symptomatic  relief  are  offered.  After  a 
week  or  two,  it  is  evident  that  his  constipation 
is  no  better,  and  he  reports  occasional  nausea. 
Laboratory  tests  reveal  a moderate  anemia. 
The  patient  is  persistent  in  his  complaints,  and 
it  is  felt  that  hospitalization  for  a thorough 
evaluation  is  in  order.  A routine  admission 
12-channel  auto-analyzer  report  shows  a serum 
calcium  of  15  mg%  and  a phosphate  of  2.0. 
Because  of  the  gastro-intestinal  symptoms,  a 
barium  enema  and  upper  GI  series  are  obtained 
but  are  normal.  A routine  chest  x-ray  reveals 
a suspicious  mass  in  the  right  lung. 

With  the  initial  data  in  hand,  the  physician 
stops  to  analyze  the  situation.  The  possibility 
of  a primary  or  metastatic  cancer  in  the  lung 
is  clear,  but  what  of  the  hypercalcemia? 

The  differential  diagnosis  of  hypercalcemia 
contains  many  possibilities,  but  several  of  these 
can  be  ruled  out  by  history  (thiazide  usage, 
milk-alkali  syndrome,  hypervitaminosis  D, 
acute  bone  atrophy  secondary  to  immobiliza- 
tion). Most  of  the  others  can  be  eliminated 
by  standard  laboratory  and/or  radiologic 
evaluations: 

Myeloma:  Radiographic  bone  survey,  plasma 
electrophoresis,  urine  for  Bence-Jones 
protein. 

Sarcoidosis:  Chest  x-ray,  plasma  electropho- 
resis (to  rule  out  an  increased  beta-glob- 
ulin fraction). 

Leukemia:  Blood  smear  and  bone  marrow  if 
necessary. 

Thyroid  disorders:  Thyroid  function  tests. 

“Secondary”  or  “Tertiary”  hyperaparathy- 
roidism:  Serum  phosphate,  BUN,  crea- 
tinine. 


Addisonian  crisis:  Serum  electrolytes  and 
cortisol  levels  if  necessary. 

Paget’s  disease:  Radiologic  bone  survey. 

These  other  less  likely  possibilities  having 
been  ruled  out,  the  physician  is  left  with  the 
three  most  common  causes  of  hypercalcemia: 
malignancy  with  bony  metastases,  malignancy 
without  metastases  and  primary  hyperpara- 
thyroidism. 

The  barium  enema,  upper  GI  series,  and 
IVP  have  failed  to  reveal  any  other  primary 
cancer,  and  the  radiologic  bone  survey  did  not 
show  any  bony  metastases.  Knowing  that 
70%  of  all  lung  cancer  is  squamous  cell,  and 
that  squamous  cell  is  the  most  common  type 
of  carcinoma  to  produce  PTH,  the  most  logi- 
cal explanation  of  this  patient’s  total  picture 
is  that  he  has  a primary  lung  cancer  that  is 
making  ectopic  parathyroid  hormone,  hence 
causing  his  hypercalcemia. 

How  does  an  appreciation  of  the  existence 
of  a paraneoplastic  syndrome  help  in  the  care 
of  this  patient? 

1.  It  may  save  the  patient  an  unnecessary 
neck  exploration  in  search  of  a presumed  hy- 
peractive parathyroid  gland. 

2.  If  the  carcinoma  of  the  lung  were  re- 
sected, the  hypercalcemia  and  its  symptoms 
should  disappear.  Return  of  these  symptoms 
may  herald  recurrence  of  the  cancer  or  un- 
suspected metastasis,  and  management  must 
be  altered  accordingly. 

3.  If,  as  is  all  too  frequently  the  case,  this 
patient’s  lung  cancer  is  too  widespread  to  be 
curable,  the  physician  should  still  push  for 
aggressive  radiation  therapy  to  the  primary 
and  any  known  large  metastases.  This  may 
give  the  patient  one  to  several  months  of 
symptom-free  existence  by  halting  the  tumor’s 
production  of  PTH.  The  presenting  symp- 
toms of  anorexia,  nausea,  weakness,  and  con- 
stipation were  due  to  the  hypercalcemia,  not 
simply  to  the  presence  of  a mass  in  the  lung. 

4.  If  and  when  the  symptoms  do  finally  re- 
cur and  the  patient  appears  terminal,  he  can 
be  made  as  comfortable  as  possible  by  con- 
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trolling  the  hypercalcemia  with  copious  intra- 
venous saline,  oral  or  intravenous  phosphate,  or 
the  judicious  use  of  mithramycin. 

Summary 

The  paraneoplastic  syndromes  offer  insight 
into  the  nature  of  the  malignant  cell  and  may 
explain  the  bizarre  systemic  effects  of  cancer. 
These  syndromes  often  precede  the  discovery 
of  the  tumor  and  may  make  possible  earlier 
identification  and  ablation  of  the  tumor  while 
it  is  still  curable.  Even  when  its  appearance  is 
late  in  the  course  of  a cancer,  recognition  of 
the  syndrome  may  permit  significant  sympto- 
matic relief.  Finally,  the  detection  of  tumor- 
specific  antigens  offers  hope  for  the  future  in 
terms  of  earlier  diagnosis  and  possibly  specific 
immunotherapy. 
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COMMENT 

We  are  particularly  pleased  to  present  this 
paper  written  by  a member  of  the  surgical 
house  staff  who  was  stimulated  by  one  of  his 
patients  to  research  this  problem.  This  review 
is  the  result  of  his  inquiring  mind  and  persistent 
labors. 

As  has  been  pointed  out  by  the  author  these 
manifestations  may,  on  infrequent  occasions, 
be  the  initial  indication  of  a cancer  that  is 
potentially  curable.  If  the  patient  is  beyond 
cure  early  recognition  may  lead  to  more  effec- 
tive palliative  treatment.  In  other  patients  these 
syndromes  may  be  the  first  evidence  of  recur- 
rence of  cancer.  Furthermore,  the  paraneo- 
plastic syndromes  present  intriguing  bits  of 
evidence  that  help  to  explain  the  behavior  of 
certain  cancers. 

The  Editors 
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Medicare— Part  B . . . . 


Prohibition  Against  Reassignment  of  Claims 


The  1972  Medicare  Amendments  (P.L.  92- 
603)  now  prohibit  Part  B payments  on  as- 
signed claims  to  be  made  in  the  name  of  any 
entity  other  than  the  name  of  the  physician 
or  other  person  who  provided  the  services, 
except  under  the  following  circumstances: 

1.  Payment  may  be  made  to  an  employer 
to  whom  the  physician  is  required  to 
turn  over  fees  for  such  services  as  a con- 
dition of  employment;  or 

2.  Payment  may  be  made  to  an  inpatient 
facility  in  which  services  were  provided 
if  there  is  a written  contractual  arrange- 
ment between  the  facility  and  the  physi- 
cian furnishing  the  service  under  which 
the  facility  will  bill  and  receive  payment 
for  services  rendered  by  the  physician  to 
patients  (inpatients  and/or  outpatients) 
in  the  facility. 

3.  Payment  may  be  made  to  a foundation, 
association,  or  similar  organization  which 
furnishes  health  care  through  an  organ- 
ized health  care  delivery  system  (i.e.,  a 
clinic  or  group  practice  prepayment 
plan)  if  there  is  a written  contractual 
agreement  between  the  organization  and 
the  person  furnishing  the  services  under 
which  the  organization  will  bill  and  re- 
ceive payments  for  the  services. 

In  recent  months  The  Travelers  Medicare 
Claim  Department  has  solicited  information 
from  physician  groups  concerning  the  prohi- 
bition against  reassignment  of  claims.  Approx- 
imately 125  groups  either  do  not  continue  to 
qualify  or  have  failed  to  respond  to  the  ques- 
tionnaire. These  125  groups  have  been  noti- 
fied that  on  assigned  claims  Medicare  checks 
must  be  issued  to  the  physician  who  personally 
rendered  the  service.  This  will  require  that  a 
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separate  SSA  1490  be  prepared  for  each  phy- 
sician’s services  (rather  than  a single  SSA  1490 
covering  services  of  all  physicians  in  a group). 

Multiple  Surgical  Procedures 

When  multiple  or  bilateral  surgical  proce- 
dures, which  add  significant  time  or  complex- 
ity to  patient  care,  are  performed  at  the  same 
operative  session,  the  value  of  the  major  proce- 
dure plus  50%  of  the  value  of  the  lesser  pro- 
cedure (s)  will  constitute  the  total  value  for 
reimbursement  purposes. 

When  the  adjunct  procedure  is  performed  as 
incidental  to  the  major  procedure,  and  is  per- 
formed through  the  same  incision,  the  total 
value  for  the  multiple  procedures  will  be  that 
of  the  major  procedure  only. 

Early  Issuance  of  Health  Insurance 
Cards  (Red,  White  and  Blue  Medi- 
care Cards) 

Because  of  a change  in  enrollment  proce- 
dures, the  Bureau  of  Health  Insurance  has 
asked  intermediaries  and  carriers  to  remind 
providers,  physicians  and  suppliers  to  check 
effective  dates  on  health  insurance  cards  that 
are  presented  by  Medicare  beneficiaries. 

Before  the  automatic  enrollment  provision 
in  the  recent  Social  Security  Amendments, 
health  insurance  cards  were  issued  to  benefici- 
aries no  more  than  a few  weeks  before  the 
effective  date  of  their  Medicare  coverage  so 
that  the  presentation  of  a health  insurance  card 
prior  to  entitlement  rarely  occurred.  The  new 
automatic  enrollment  procedure  requires  ear- 
lier mailings  in  order  that  the  small  percentage 
of  beneficiaries  who  may  not  want  medical 
insurance  can  have  sufficient  time  to  decline 
this  coverage  before  the  date  it  would  other- 
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wise  go  into  effect.  As  a result  most  benefici- 
aries, whose  coverage  began  July  1,  1973,  or 
later,  will  now  be  receiving  their  health  insur- 
ance cards  in  the  third  month  before  the 
month  that  their  Medicare  coverage  starts. 

In  addition,  health  insurance  cards  issued  to 


beneficiaries  under  65  whose  Medicare  entitle- 
ment is  based  on  disability  or  chronic  renal 
disease  will  be  the  same  as  those  issued  to 
beneficiaries  65  and  over,  and  will  not  contain 
any  distinguishing  feature  identifying  the  basis 
for  Medicare  entitlement. 


Clinical  Center  Study  of  Patients  with  Malignant  Melanoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  malignant  mela- 
noma for  studies  being  conducted  jointly  by 
the  National  Cancer  Institute’s  Immunology, 
Surgery,  and  Medicine  Branches,  at  the  Clini- 
cal Center,  National  Institutes  of  Health,  Be- 
thesda,  Maryland. 

The  purpose  of  this  study  is  to  evaluate  the 
effects  of  chemotherapy  and  immunotherapy 
in  patients  with  malignant  melanoma.  Needed 
are  patients  with  Stage  III  disease  (i.e.,  clinical 
evidence  for  systemic  metastasis),  and  Stage  II 
disease  (i.e.,  clinical  evidence  for  regional 
draining  lymph  node  metastasis). 

Patients  with  Stage  III  disease  must  be  70 
years  of  age  or  younger,  must  not  have  re- 
ceived prior  chemotherapy  within  the  preced- 
ing 2 months,  must  not  have  received  prior 
radiation  therapy,  and  must  not  have  demon- 
strable CNS  metastasis. 


Patients  with  Stage  II  disease  must  meet  a 
number  of  rigid  staging  criteria.  These  pa- 
tients must  have  had  a nodular  type  cutaneous 
primary  lesion  with  histologic  level  4 or  5 in- 
vasion. In  addition,  patients  over  70  years  old, 
who  have  received  chemotherapy  within  the 
prior  2 months,  and  who  have  received  radi- 
ation therapy,  are  not  eligible  for  this  study. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 
write  or  telephone: 

Richard  I.  Fisher,  M.D.,  Immunology 
Branch,  National  Cancer  Institute,  National 
Institutes  of  Health,  Building  10,  Room  4B17, 
Bethesda,  Maryland  20014,  Telephone:  (301) 
496-2455;  or  William  D.  Terry,  M.D.,  Acting 
Associate  Director  for  Immunology,  Division 
of  Cancer  Biology  and  Diagnosis,  National 
Cancer  Institute,  Building  10,  Room  4B17,  Be- 
thesda, Maryland  20014,  Telephone:  (301) 
496-5461. 
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Disability  Insurance  Under  Social  Security 


Whenever  a physician  is  asked  to  furnish 
a medical  report  in  connection  with  a patient’s 
claim  for  social  security  disability  benefits,  it’s 
a reminder  that  social  security  is  not  just  for 
the  retired— it  also  provides  important  finan- 
cial help  for  people  who  cannot  work  because 
of  a serious  illness  or  injury.  Currently,  over 
three  million  men,  women  and  children  re- 
ceive social  security  disability  checks  every 
month  because  someone  in  the  family— usually 
the  breadwinner— is  disabled.  Their  payments 
total  almost  five  billion  dollars  a year.  In  ad- 
dition, more  than  76  million  working  men  and 
women  are  insured  for  disability  benefits  as 
a result  of  their  earnings— wages  or  self-em- 
ployment—under  social  security.  Beginning 
July  1,  1973,  full  Medicare  protection  has  been 
extended  to  persons  under  age  65  who  for  at 
least  24  consecutive  months  have  been  receiv- 
ing monthly  social  security  benefits  because 
they  are  disabled. 

A person  under  65  can  receive  monthly  dis- 
ability benefits  if  he  has  a physical  or  mental 
impairment  severe  enough  to  prevent  him  from 
doing  any  substantial  gainful  work  for  a year 
or  longer.  Benefit  amounts  based  upon  a per- 
son’s earnings  under  social  security  range  from 
$84.50  to  $345.50  a month  for  the  disabled 
worker  alone,  and  the  maximum  monthly  ben- 
efit for  a disabled  worker  with  a family  is 
$620.40. 

From  a Small  Beginning 

The  original  Social  Security  Act  of  1935 
provided  benefits  only  for  the  retired  worker. 
It  was  not  until  1954  when  the  disability 
“freeze”  provision  was  added  that  the  law  gave 
some  protection  to  the  disabled  worker.  Under 
the  freeze,  the  years  when  a worker  earned 
little  or  nothing  because  of  disability  were  not 
counted  against  him  later  in  deciding  if  he  was 
eligible  for  retirement  benefits,  or  in  figuring 


his  retirement  benefit  amount.  To  be  eligible 
for  the  freeze,  the  worker  had  to  have  a disa- 
bility that  was  expected  to  be  of  “long-con- 
tinued and  indefinite”  duration. 

Two  years  later,  monthly  cash  benefits 
were  provided  for  disabled  workers  aged  50 
to  64,  and  also  for  the  disabled  adult  sons  and 
daughters  of  retired  or  deceased  workers  if  the 
son  or  daughter  had  been  continuously  dis- 
abled since  childhood. 

Over  the  years,  the  program  has  been  fur- 
ther improved.  The  minimum  age  limit  of  50 
for  payment  of  benefits  to  disabled  workers 
was  eliminated;  “long-continued  and  indefi- 
nite” duration  was  changed  so  that  an  insured 
worker  could  be  eligible  if  his  disability  had 
lasted  or  could  be  expected  to  last  for  at  least 
12  months;  fewer  years  of  covered  employ- 
ment were  required  for  a young  worker  to 
be  insured  for  disability;  and  benefits  were 
provided  for  disabled  widows  (between  ages 
50  and  60)  of  covered  wage  earners.  The  latest 
change  is,  of  course,  Medicare  protection  for 
disabled  persons  under  65. 

Who  Can  Get  Benefits? 

Social  security  disability  benefits  can  now 
be  paid  to: 

# A disabled  worker  under  65  and  his  fam- 
ily, if  he  has  worked  under  social  security 
for  a certain  length  of  time,  ordinarily 
5 of  the  10  years  preceding  the  onset  of 
disability.  (Special  provisions  apply  to 
workers  disabled  by  blindness  allowing 
them  to  qualify  with  even  less  work  un- 
der the  program.)  For  the  worker  who 
becomes  disabled  before  he  reaches  31,  the 
work  requirement  ranges  down  with  age 
to  as  little  as  one  and  a half  years. 

* A person  continuously  disabled  since  child- 
hood (before  age  22),  if  one  of  his  par- 
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ents  (in  some  cases  a grandparent)  who  is 
covered  under  social  security  retires,  be- 
comes disabled,  or  dies.  The  mother  of 
the  disabled  son  or  daughter  may  also  re- 
ceive monthly  benefits  as  long  as  she  has 
the  child  in  her  care. 

* A disabled  veidovo  50  or  over , if  her  late 
husband  was  covered  under  social  secur- 
ity, and  if  she  meets  the  specified  level  of 
medical  severity.  This  also  applies  to  dis- 
abled dependent  widowers  and  certain 
disabled  surviving  divorced  wives. 

Reporting  Medical  Evidence 

When  a patient  applies  for  benefits,  he  is 
asked  to  submit  medical  evidence  to  support  his 
claim.  This  evidence  usually  consists  of  data 
from  the  records  of  his  treating  physician,  clin- 
ic or  other  medical  source.  Our  experience 
with  the  disability  program  in  Virginia  indi- 
cates that  in  about  three  out  of  five  cases  no 
further  medical  development  is  needed  be- 
cause the  treating  source  already  has  enough 
information  on  record  to  provide  a good  pic- 
ture of  the  applicant’s  condition  and  how  it 
limits  his  ability  to  work. 

This  information  may  be  requested  on  the 
patient’s  behalf  by  a social  security  office— or, 
more  often,  by  the  Disability  Determination 
Division.  This  is  the  full  name  of  the  agency 
in  Virginia  that  evaluates  social  security  dis- 
ability claims  for  Virginia  residents.  Like  oth- 
er State  agencies  throughout  the  country  that 
work  with  Social  Security  in  the  disability 
insurance  program,  the  Disability  Determina- 
tion Division  in  Virginia  includes  both  phy- 
sicians and  trained  disability  examiners  on  its 
professional  staff.  They  form  a balanced  team 
of  medical  and  non-medical  people  who  can 
handle  anything  from  a strictly  medical  issue 
to  a complete  assessment  of  the  vocational 
factors  which  bear  on  the  disability  decision. 

With  the  assistance  of  our  staff  of  reviewing 
physicians,  we  endeavor  to  make  these  re- 
quests for  medical  information  relate  as  di- 
rectly as  possible  to  the  condition  which  the 
claimant  states  is  the  cause  of  his  disability. 
The  goal  of  the  individually  tailored  request  is 


to  ease  the  medical  reporting  burden  of  the 
busy  physician  or  clinic,  without  jeopardizing 
the  claimant’s  right  to  have  his  case  decided 
on  the  basis  of  all  relevant  information  avail- 
able. 

The  evaluating  physician  here  in  the  Disa- 
bility Determination  Division  never  sees  the 
patient.  He  depends  heavily  on  information 
supplied  by  the  physician  or  clinic  to  assess 
the  severity  of  the  applicant’s  impairment,  its 
expected  duration  and  the  extent  of  his  residual 
functional  capacity.  The  disability  decision, 
therefore,  rests  largely  on  the  quality  of  the 
medical  evidence  obtained.  A detailed  report 
from  the  treating  source,  including  objective 
findings  and  laboratory  procedures,  will  usual- 
ly be  sufficient  for  us  to  evaluate  the  claim  and 
make  a decision. 

For  example,  if  the  patient  experienced  a 
myocardial  infarction,  we  would  look  to  the 
report  submitted  by  the  treating  source  for 
such  information  as  date  of  occurrence,  place 
and  duration  of  the  hospitalization,  as  well  as 
results  of  x-rays,  electrocardiograms,  and  other 
laboratory  studies. 

Serial  ECG  should,  whenever  possible,  ac- 
company the  report  so  that  our  staff  of  physi- 
cians may  also  have  the  benefit  of  reviewing 
this  essential  documentation.  Equally  impor- 
tant is  the  medical  history,  including  onset  of 
chest  discomfort,  relationship  to  effort,  in- 
tensity, location,  radiation,  regularity,  and  to 
what  extent  relief  is  obtained  by  rest  or  medi- 
cation. 

If  a report  does  not  contain  all  the  findings 
necessary  to  make  a proper  decision,  one  of 
our  reviewing  physicians  may  recontact  the 
medical  source.  However,  the  additional  time 
required  may  delay  the  patient’s  claim  and  can 
add  up  to  a significant  additional  program 
expense. 

You  can  help  speed  the  decision  of  your 
patient’s  claim  by  reporting  all  relevant  data 
about  his  medical  condition  as  promptly  as 
possible. 

Establishing  the  onset  date  of  disability — 
often  a key  factor  in  determining  the  begin- 
ning date  and  amount  of  the  claimant’s  bene- 
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fits— is  frequently  difficult.  Therefore,  it  is 
extremely  helpful  if  the  reporting  physician 
includes  the  date  of  each  important  fact  or 
finding.  To  save  time,  he  may  enclose  photo- 
copies of  pertinent  sections  of  the  patient’s 
chart  or  of  hospital  or  consultant’s  reports. 

Criteria  for  Evaluating  Disability 

In  making  disability  determinations,  our 
agency  uses  medical  criteria  developed  by  the 
Social  Security  Administration  to  insure  uni- 
form evaluation  of  all  applicants  no  matter 
where  they  live,  and  to  help  simplify  and  speed 
the  decision  process.  These  criteria  were 
worked  out  with  the  aid  of  practicing  physi- 
cians, major  medical  organizations  and  SSA’s 
Medical  Advisory  Committee. 

Generally,  a claimant  who  is  not  working 
can  meet  the  social  security  definition  of  dis- 
ability if  he  has  an  impairment  or  combina- 
tion of  impairments  that  are  the  same  as,  or 
medically  equivalent  to,  any  set  of  findings 
in  the  criteria.  (This  is  the  only  way  the 
widow  50  or  over  can  qualify  for  disability 
benefits.)  However,  for  all  other  claimants 


whose  impairments  fall  short  of  this  test,  such 
factors  as  age,  education,  and  work  experience 
added  to  the  functional  limitations  imposed  by 
the  medical  condition  are  taken  into  consid- 
eration in  making  the  disability  decision. 

The  complete  criteria,  including  the  med- 
ical findings  listed  by  body  system,  are  con- 
tained in  a handbook  designed  especially  for 
professionals  who  come  in  contact  with  the 
disabled  population.  The  handbook  describes 
impairments  in  terms  of  specific  symptoms, 
signs  and  laboratory  findings  that  are  presumed 
to  be  severe  enough  to  prevent  a person  from 
working  for  a year  or  longer. 

The  handbook  may  be  obtained  from  the 
Disability  Determination  Division,  P.O.  Box 
1300,  Richmond,  Virginia  23210.  Telephone 
804-770-7021.  We  also  welcome  any  inquiries 
from  physicians  who  wish  to  know  more  about 
the  social  security  disability  program  and  its 
policies  and  procedures. 

M.  Jane  Page,  M.D. 

Chief  Medical  Consultant 
Disability  Determination  Division 
of  Virginia 


Karate  Chop  Causes  Serious  Damage  to  Liver 


Warning:  A karate  chop  may  be  highly 
dangerous  to  your  liver.  Karate  is  a fast- 
growing participation  sport  due  partially  to 
the  medical  emphasis  on  the  benefits  of  phys- 
ical fitness  and  the  individual  desire  for  self- 
protection in  the  face  of  high  municipal  crime 
rates,  says  a communication  in  the  June  4th 
issue  of  the  Journal  of  the  American  Medical 
Association. 

John  Davis  Cantwell,  M.D.,  and  James  T. 
King,  Jr.,  M.D.,  of  Georgia  Baptist  Hospital, 
Atlanta,  describe  the  case  of  a 39-year-old 
woman  who  suffered  severe  liver  damage  from 
a combination  of  blows  to  the  abdomen  during 
her  second  lesson  in  karate.  She  suffered  pain 
at  the  time,  but  X-rays  showed  no  broken 
bones,  and  she  was  given  only  mild  pain  killers. 


Six  weeks  later  she  was  hospitalized,  severely 
ill.  Surgery  revealed  the  liver  was  lacerated 
and  swollen  to  twice  normal  size.  The  dam- 
age was  repaired  and  she  recovered,  after  three 
weeks  in  the  hospital. 

The  liver  ranks  second  only  to  the  spleen 
as  the  organ  most  commonly  injured  by  a 
sharp  blow  to  the  abdomen.  The  death  rate 
is  high  if  treatment  is  delayed.  In  the  case 
reported,  the  severe  symptoms  did  not  show 
up  until  six  weeks  after  the  injury.  Early  sur- 
gery and  treatment  are  generally  recom- 
mended for  suspected  liver  injury. 

“This  is  not  to  condemn  karate  but  rather 
to  call  attention  to  the  potential  injury  to  an 
abdominal  organ  from  a forceful  blow.  Closer 
supervision  of  participants  is  advised.” 
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Book  Review 
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Review  of  Medical  Pharmacology.  By 
Frederick  H.  Myers,  Ernest  Jawetz,  and  Alan 
Goldfien.  3rd  Edition,  1972.  Lange  Medical 
Publications,  Los  Altos,  California.  $8.50. 

As  in  previous  editions,  the  authors  of  the 
Third  Edition  of  this  book  have  directed  their 
attention  primarily  toward  those  aspects  of 
pharmacology  that  “serve  the  clinical  needs 
of  the  student  and  practitioner  in  medicine, 
dentistry,  nursing,  and  pharmacy.” 

The  authors  give  further  indication  of  the 
purpose  and  scope  of  this  book  in  the  Preface 
to  this  new  edition: 

“Learning  how  to  think  clearly  about 
drugs  is  one  of  the  medical  student’s  most 
obvious  and  most  difficult  duties.  Even 
clinicians  with  years  of  experience  in  pre- 
scribing for  their  patients  are  often  at  a 
loss  to  know  what  to  accept  and  what  to 
reject  among  the  annual  crop  of  claims 
for  new  drugs  or  drug  modifications.  The 
primary  objective  of  this  book  is  to  foster 
a skeptical  attitude  toward  all  new  drug 
claims  and  even  to  suggest  to  the  practic- 
ing physician  that  he  should  occasionally 
reexamine  his  prescribing  habits  and  criti- 
cally reevaluate  drugs  he  may  have  been 
using  for  years.” 

The  book  is  divided  into  eight  parts,  each 
devoted  to  a major  topic,  with  varying  num- 
bers of  chapters  covering  the  sub-headings  rel- 
evant to  that  section.  Part  I,  for  example,  is 
titled  General  Information  and  contains  the 
following  Chapters:  Introduction;  Pharma- 

cokinetics and  Drug  Interactions;  The  Clinical 
Evaluation  of  Drugs;  Technics  of  Drug  Ad- 
ministration; Dermatologic  Application;  Tox- 
icity of  Therapeutic  Agents;  and  Drug  Abuse. 
For  the  most  part,  these  Chapters  contain  in- 
formation which  should  be  of  interest  or  use- 
fulness to  practitioners  including  certain  topics 
which  are  frequently  not  covered  in  the  stand- 
ard pharmacology  texts. 

A notable  example  is  Chapter  3.  “The  Clin- 
ical Evaluation  of  Drugs”  which  outlines  some 


of  the  salient  features  of  this  important  aspect 
of  drug  therapy.  Unfortunately,  the  authors 
appear  to  be  at  times  unduly  preoccupied  with 
matters  of  drug  economics;  and,  many  will 
take  exception  to  the  statements:  “.  . . it 

(the  Drug  Industry)  is  an  industry,  and  one 
must  expect  commercial  rather  than  profes- 
sional attitudes  in  some  representations  for  its 
members.  The  conservative  point  of  view  is  to 
regard  any  commercial  source  of  information 
as  biased  whether  it  is  in  printed  form  or  pre- 
sented verbally  by  detail  men.”  In  view  of  the 
rigid  regulatory  controls  under  which  the 
Drug  Industry  operates  today,  this  seems  an 
extreme  and  largely  unjust  admonishment. 

The  Drug  Chapters  provide  a great  deal  of 
useful  information  on  classes  of  drugs  as  well 
as  specific  agents  in  each  class  or  group.  The 
usual  format  is  employed,  i.e.,  History;  Chem- 
istry (Chemical  and  Pharmacologic  Classifica- 
tion; Structure- Action  Relationships);  Ab- 
sorption, Distribution,  Metabolism  and  Excre- 
tion; Pharmacologic  Actions  (Mechanisms  of 
Action;  Effects);  Clinical  Uses;  Adverse  Re- 
actions (Side  Effects;  Overdosage  Toxicity; 
Allergic  Reactions;  Drug  Abuse);  Contraindi- 
cations and  Cautions;  Preparations,  Choice  of 
Drug  and  Dosage;  and,  References.  These 
discussions  are  presented  in  a concise,  outline 
form  abundantly  interlaced  with  excellent 
diagrams,  chemical  formulae,  graphs  and 
charts  which  enhance  the  reader’s  understand- 
ing of  the  text  material. 

This  book  should  be  an  excellent  reference 
for  students  and  practitioners  in  medicine, 
dentistry,  nursing,  pharmacy,  and  others  in 
the  healing  arts  professions.  Its  balanced  pre- 
sentation of  “basic”  and  “applied”  pharma- 
cology (i.e.,  therapeutics)  is  refreshing  and 
informative.  The  expanded  sections  relative  to 
the  Clinical  Uses  of  drugs  or  classes  of  drugs 
should  be  especially  useful  to  the  busy  prac- 
titioner who  is  seeking  a comprehensive  and 
current  review  of  what  is  known  in  a particu- 
lar therapeutic  area. 

Fletcher  B.  Owen,  Jr.,  M.D. 
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Editorial 


• • • t 


SIC  Transit  Gloria  Mundi 

WHILE  REVIEWING  THE  VARIOUS  ACTIVITIES  scheduled 
throughout  the  Commonwealth  over  Memorial  Day  week-end,  the 
writer’s  eye  was  caught  by  the  National  Banjo  Championships  currently  being 
held  near  Appomattox  Court  House.  The  choice  of  location  was  highly 
appropriate,  for  here  John  Sweeny  was  born  in  1810,  and  here  too,  21  years 
later,  he  reputedly  made  musical  history  by  adding  the  fifth  string  to  the 
banjo  as  we  know  it  today.  Despite  being  completely  tone-deaf,  the  writer 
has  long  admired  the  banjo  and  regarded  this  noble  instrument  as  being 
peculiarly  American  and  especially  Southern.  It  was  meet  and  proper  that 
Joseph  should  be  memorialized  in  this  manner  and  in  his  native  county. 

This,  in  turn,  reminded  the  writer  that  in  the  spring  of  1861  Sweeny  found 
his  Richmond  audiences  more  concerned  with  the  bombardment  of  Fort 
Sumter  than  with  the  minstrel  show  in  which  he  was  playing.  In  fact,  he 
and  the  cast  were  stranded  in  what  was  soon  to  be  the  Capital  of  the  Con- 
federacy. As  a practical  man,  and  doubtless  a patriotic  one  in  view  of  his 
advancing  years,  he  withdrew  from  the  stage  and  enlisted  in  the  Ninth  Vir- 
ginia Cavalry. 

A few  days  later  Jeb  Stuart  chanced  to  hear  Joseph  strumming  on  his 
favorite  instrument  and  herewith  a second  and  more  exciting  career  began 
for  our  actor-soldier.  Here  was  a man  after  the  general’s  own  heart  and 
Joe  was  immediately  detailed  to  the  “Escort”— in  other  words,  he  was  as- 
signed to  Cavalry  Headquarters.  Wherever  Jeb  went,  along  went  Joe  with 
his  banjo  and  his  endless  repertoire  of  songs.  So  it  was  during  the  glory 
days  of  1861-62. 

On  weekdays  he  would  play  “Alabama  Gal,  Won’t  You  Come  Out  To- 
night”, but  on  Sundays  he  switched  to  “Rock  of  Ages”  and  led  in  the  singing 
for  evening  vespers.  General  Lee  was  fond  of  Sweeny’s  music,  but  on  at  least 
one  occasion,  he  had  misgivings  as  to  whether  a nearby  brown  jug  had  played 
an  accessory  role  in  the  unusual  number  of  requests  Joe  had  received  for 
encores. 

From  all  accounts  the  winter  of  1862-63  proved  to  be  a bleak  one  at  Fred- 
ericksburg. The  army  tents  offered  scanty  protection  from  the  weather,  and 
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especially  vulnerable  were  the  older  men.  Here  General  Lee  had  his  heart 
attack  and  shortly  afterward  poor  Sweeny  died  of  pneumonia. 

All  of  this  leads  up  to  the  news  items  concerning  the  40  individual  ban- 
joists,  the  numerous  bands  and  15,000  spectators  gathered  on  the  soggy  30 
acre  meadow  near  Appomattox  during  the  rainy  Memorial  week-end.  Each 
news  release  referred  to  Joseph  Sweeny  whom  they  were  memorializing,  but 
apparently  no  correspondent  had  the  faintest  idea  who  he  was  or  what  he 
had  done,  beyond  the  addition  of  the  fifth  string  on  his  banjo.  One  of  the 
manifestations  of  our  confused  and  superficial  era  is  the  short  view  that  many 
news  reporters  apparently  take  of  all  that  transpired  prior  to  their  entering 
the  newspaper  field.  But  the  writer  was  not  prepared  for  the  final  article  in 
The  Richmond  News  Leader  that  tied  up  the  festival,  when  it  reported  ‘‘The 
event  was  held  near  the  birthplace  of  Joe  Sweeney  (sic),  a slave  credited  by 
the  Virginia  String  Music  Association  with  the  invention  of  the  banjo”. 

Shades  of  Editor  Douglas  Southall  Freeman! 


H.  J.  W. 
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News . . . . 


Calendar  of  Events 

Virginia  Heart  Institute— Postgraduate  Education  Workshops  and  Seminars— 
The  Medical  Society  of  Virginia— Richmond— August  17,  1973. 

Whitman  Memorial  Lectures— featuring  “What’s  New  In  Medicine”— Hotel 
Roanoke— Roanoke— September  13,  1973. 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy  and  Surgery— 
Duke  University  Medical  Center— Durham,  North  Carolina— September  21- 
22,  1973. 

Tennessee  Valley  Medical  Assembly— Read  House— Chattanooga,  Tennessee— 
October  1-2,  1973. 

National  Conference  on  Physicians  and  Schools— Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel— Chicago— October  4-6,  1973. 

American  Psychiatric  Association,  Southeastern  Divisional  Meeting— spon- 
sored by  Neuropsychiatric  Society  of  Virginia— Conference  Center— Wil- 
liamsburg—October  7-10,  1973. 

Annual  Cardiovascular  Symposium— Sponsored  by  Council  on  Clinical  Car- 
diology—American  Heart  Association— Colony  Inn— Williamsburg— October 
11-13,  1973. 

The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  admitted  into 
The  Medical  Society  of  Virginia  during  the 
month  of  May: 

Miguel  A.  Acevedo,  M.D.,  Alexandria 
James  Judson  Booker,  III,  M.D.,  Norfolk 
Ranes  C.  Chakravorty,  M.D.,  Richmond 
Lewis  Daniel  Crooks,  Jr.,  M.D., 

Richmond 

Erlinda  D.  Cunanan,  M.D.,  Chesapeake 
Darwin  J.  Ferry,  Jr.,  M.D.,  Roanoke 
Neil  E.  Hutcher,  M.D.,  Richmond 
Joseph  T.  Inglefeld,  Jr.,  M.D., 

Falls  Church 

Omer  Lee  Jeter,  Jr.,  M.D., 

Charlottesville 

William  C.  Jones,  M.D.,  Richmond 
Angelos  G.  Kapsalas,  M.D.,  Richmond 
Young  U.  Kim,  M.D.,  Roanoke 
Hwang-Ren  Kuo,  M.D., 

South  Chesapeake 

Kovichi  Matsushige,  M.D.,  Portsmouth 
Thomas  M.  O’Neill,  M.D., 

Charlottesville 

Eduardo  D.  Plagata,  M.D.,  Tazewell 
Berkley  Lamont  Rish,  M.D.,  Norfolk 
Krishna  Sankar,  M.D.,  Covington 
Robert  J.  Swan,  M.D.,  Portsmouth 
Asa  Richard  Talbot,  ALD.,  Elarrisonburg 
P.  V.  Thomas,  M.D.,  Norfolk 
Eugene  Toker,  M.D.,  Richmond 
Francis  Patrick  Welsh,  M.D., 

Woodbridge 

Charles  Jack  Winfrey,  M.D.,  Annandale 
Dionisio  Ybanez,  Jr.,  M.D.,  Stuart 

New  Councilor  for  Fifth  District. 

Dr.  Baxter  H.  Byerly,  Danville,  has  moved 
to  Tallahassee,  Florida,  and  has,  therefore,  re- 
signed as  Councilor  for  the  Fifth  District  of 
The  Medical  Society  of  Virginia. 

Members  of  the  Society  from  the  District 
have  met  and  elected  Dr.  Girard  V.  Thomp- 
son, Sr.,  Chatham,  to  serve  the  unexpired  term. 

POW  Physician  Honored. 

The  nation’s  only  physician  POW  was  hon- 
ored by  The  Medical  Society  of  Virginia  dur- 


ing the  Annual  Convention  of  the  American 
Medical  Association  in  New  York.  Major 
Floyd  H.  Kushner,  Danville,  received  a spe- 
cial certificate  for  distinguished  service  and 
was  awarded  honorary  active  membership  in 
the  Society.  Dr.  Carl  E.  Stark,  President,  made 
the  presentation  as  a special  feature  of  the 
Scientific  Awards  Dinner  at  the  New  York 
Hilton. 

Dr.  William  E.  Laupus 

Has  been  elected  president  of  the  Richmond 
Area  Community  Council.  He  is  chairman  of 
the  department  of  pediatrics  at  the  Medical 
College  of  Virginia. 

Dr.  William  P.  McGuire, 

Winchester,  was  elected  president  of  the 
American  Ophthalmological  Society  at  its 
109th  annual  meeting  in  A4ay.  His  father,  Dr. 
Hunter  H.  McGuire,  was  president  of  this 
Society  in  1943. 

Dr.  Nagler  Retires. 

Dr.  Benedict  Nagler  has  retired  as  director 
of  the  Lynchburg  Training  School  and  Hos- 
pital. He  has  been  director  for  16  years  and 
will  continue  his  association  with  the  training 
school  as  a part-time  private  consultant  and 
also  will  be  a consultant  for  the  Central  Vir- 
ginia Alental  Services  Board  in  Lynchburg. 

Dr.  K.  Ray  Nelson,  recently  of  Birming- 
ham, succeeds  Dr.  Nagler  as  director.  He  has 
been  director  of  a management  training  pro- 
gram at  the  University  of  Alabama,  which 
program  trains  administrators  of  state  residen- 
tial facilities  for  the  mentally  retarded. 

Dr.  Milton  T.  Edgerton, 

Charlottesville,  has  been  installed  as  presi- 
dent of  the  American  Association  of  Plastic 
Surgeons.  He  is  chairman  of  the  department 
of  plastic  surgery  of  the  University  of  Vir- 
ginia. Dr.  Edgerton  had  previously  served  as 
vice  president  and  as  vice  chairman  and  an 
examiner  for  the  American  Board  of  Plastic 
Surgery. 
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Board  of  Directors,  Blue  Shield  of  Vir- 
ginia. 

Dr.  John  S.  Thiemeyer,  Jr.,  Norfolk,  has 
been  elected  chairman  of  this  Board  of  Direc- 
tors. Dr.  Carrington  Williams,  Jr.,  was  named 
vice  chairman.  Dr.  John  M.  Buckman,  Char- 
lottesville, Dr.  William  D.  Liddle,  Jr.,  Fred- 
ericksburg, and  Dr.  John  R.  Saunders,  Lynch- 
burg, were  elected  as  new  directors. 

Southern  Medical  Association. 

Adore  than  6000  physicians  and  paramedical 
personnel  are  expected  to  attend  the  67th  An- 
nual Meeting  of  this  Association  in  San  An- 
tonio, November  11-14.  There  will  be  more 
than  200  scientific  and  technical  exhibits  and 
21  distinguished  guest  speakers  will  highlight 
the  conference.  The  scientific  program  will 
include  postgraduate  courses  on  Facial  Trau- 
ma; Emergency  Medicine;  American  Fertil- 
ity Society;  Surgical  Infections;  Orthopedic 
Nurses;  Radiological  Society  of  North  Amer- 
ica Refresher  Courses;  and  Dermatology  Post- 
graduate Courses. 

Dr.  Joe  T.  Nelson,  Weatherford,  Texas,  is 
president  of  the  Association,  and  Dr.  George 
J.  Carroll,  Suffolk,  president-elect. 

American  College  of  Physicians. 

Members  of  The  Medical  Society  of  Vir- 
ginia who  were  recently  named  Fellows  of  the 
College  are:  Drs.  Hamid  L.  A1  Abdulla  and 
E.  Randolph  Trice,  Richmond,  and  Dr.  Rob- 
ert C.  Wheeler,  Fredericksburg. 

Medical  School  Gets  Approval. 

The  JEastern  Virginia  Medical  School  in 
Norfolk  has  received  an  accreditation  com- 
mittee’s nod  to  accept  its  first  class  of  24  stu- 
dents in  November.  The  State’s  first  new 
medical  school  in  134  years  and  the  only  pri- 
vate one,  would  have  to  open  later  than  Sep- 
tember because  of  a faculty  recruiting  lag. 

The  school  is  located  at  the  Lee  Memorial 
Hospital  in  Norfolk  but  will  move  to  new 
buildings  to  be  constructed  at  the  65-acre  Nor- 
folk Area  Medical  Center  at  an  undisclosed 
time. 


William  R.  Whitman  Memorial  Lec- 
ture. 

The  Seventh  Annual  Lecture  will  be  held 
at  the  Hotel  Roanoke,  Roanoke,  September 
13th.  The  program  will  be  presented  by  the 
Medical  Faculty  of  the  School  of  Medicine, 
University  of  AYrginia. 

These  programs  are  sponsored  by  the  Lewis- 
Gale  Medical  Foundation  and  are  acceptable 
for  three  elective  hours  by  the  American 
Academy  of  Family  Practice. 

Postgraduate  Seminar  Cruise. 

Georgetown  University  School  of  Medicine 
announces  its  Seventh  Postgraduate  Seminar 
Cruise,  October  4-21,  1973.  This  year  the 
teaching  cruise  will  be  to  the  Eastern  Mediter- 
ranean and  will  be  on  board  the  M.S.  Europa. 
Ports  of  call  will  be  Genoa,  Malta,  the  Greek 
Islands,  Athens,  Lebanon  and  Israel. 

Further  information  may  be  obtained  from 
the  official  transportation  agent,  Allen  Travel 
Service,  565  Fifth  Avenue,  New  York,  N.  Y. 
10017. 

Emergency  Room  Physician. 

Accredited  280  bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 
Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Ca- 
bell Huntington  Hospital,  1340  Sixteenth 
Street,  Huntington,  West  Virginia  25701. 
( Adv .) 

Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U.  S. 
licensure  required.  875-bed  GM&S  Hospital 
affiliated  with  Medical  School.  Excellent  re- 
tirement and  leave  benefits.  Nondiscrimina- 
tion in  employment.  Contact  Chief,  Spinal 
Cord  Injury  Service,  VA  Hospital,  Richmond, 
Virginia  23249.  Telephone  (804)  233-9631, 
Ext.  272.  Equal  Opportunity  Employer. 
(Adv.) 
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Obituary 


• • • • 


Dr.  Theodore  Kohn, 

Richmond,  died  June  30,  following  a heart 
attack.  He  was  seventy  years  of  age  and  re- 
ceived his  medical  degree  from  the  University 
of  Maryland  in  1928.  Dr.  Kohn  had  practiced 
in  Richmond  since  1930  at  which  time  he  also 
became  a member  of  The  Medical  Society  of 
Virginia.  He  served  with  the  Medical  Corps 
during  World  War  II,  with  the  rank  of  Cap- 
tain, and  was  on  duty  in  Iran. 

His  wife,  a daughter  and  a son  survive  him. 

Dr.  Harry  LeCato  Smith,  Jr., 

Charlottesville,  died  June  16  at  the  age  of 
sixty-five.  He  received  his  medical  degree 
from  the  University  of  Virginia  in  1937.  Dr. 
Smith  was  a lifetime  resident  of  Charlottesville 
and  limited  his  practice  to  obstetrics  and  gyne- 
cology. He  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  for  twenty-nine  years. 

His  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Denoon. 

Dr.  Harrv  Lee  Denoon  was  born  in  Richmond 
in  1901.  After  graduation  from  Richmond  Acad- 
emy, he  attended  the  University  of  Richmond 
and  then  transferred  to  University  of  Virginia 
where  he  was  subsequently  graduated  with  B.S. 
and  M.D.  degrees,  the  latter  in  1924.  After  a 
year’s  internship  at  Johnston-Willis,  he  spent 
four  vears  on  Harvard  Teaching  Staff  serving  in 
the  Lving-In  Hospital,  The  Free  Hospital  for 
Women  and  the  Boston  Citv  Hospital.  He  de- 
veloped skills  in  general  surgerv,  obstetrics  and 
gvnecologv.  He  then  returned  to  the  surgical 
staff  of  Johnston-Willis  which  at  that  time  was 
engaged  in  staffing  the  Northampton-Accomack 
Memorial  Hospital,  opened  in  1928  at  Nassawa- 
aox.  Dr.  Don  Daniel,  who  had  served  as  its  first 
surgeon,  was  then  transferred  back  to  Richmond 
and  Dr.  Denoon  was  sent  in  1929  to  become  its 
chief  surgeon. 

Whereas  Dr.  Denoon  came  to  Nassawadox 
on  a temporarv  basis,  he  soon  became  deeplv 
rooted— recognizing  the  needs  of  the  people  of 
the  Eastern  Shore  of  Virginia  and  thev  in  turn 


appreciating  his  high  qualities.  In  1934,  he  mar- 
ried Clara  West  Holland  of  Eastville.  The  hos- 
pital became  their  problem-child,  it  being  a 
young  small  institution  in  the  depths  of  the  de- 
pression. It  was  forced  to  compete  for  the  care 
of  the  affluent  with  time-honored  custom  of  go- 
ing to  Baltimore  or  Norfolk  for  surgery.  How- 
ever, an  excursion  trainwreck  about  that  time 
showed  Shore  people  that  their  hospital  and  its 
staff  were  valuable  assets  and  subsequentlv,  with 
careful  nurture  bv  Dr.  Denoon  and  many  others, 
it  progressed.  He  went  far  beyond  the  call  of 
dutv,  giving  care  for  long  hours,  day  or  night 
and  digging  into  his  pocket  to  help  needy  pa- 
tients, and  with  the  building  programs.  He  sup- 
ported an  R.N.  training  school,  helped  with  the 
instruction  and  produced  manv  fine  nurses— still 
the  nucleus  for  operation  of  the  hospital. 

It  can  trulv  be  said  of  Dr.  Denoon  that  he  was 
a gentleman  and  a scholar.  His  manners  were 
impeccable— ever  kindlv.  The  Denoons  enter- 
tained in  their  lovely  home  many  an  intern  and 
visiting  phvsician.  He  loved  to  read,  to  swim, 
to  sing,  and  plav  the  banjo.  He  supported  Hun- 
gars  Episcopal  Church— sang  in  its  choir,  was  a 
continual  vestryman  and  warden.  He  chaired  the 
committee  to  build  its  parish  house  in  1961.  He 
was  well  versed  in  literature  and  history;  he 
earlv  became  a Fellow  of  the  American  College 
of  Surgery.  He  gathered  a rather  extensive  sur- 
gical librarv  being  ever  a student.  He  enjoyed 
the  Commonwealth  Club  and  an  occasional  trip 
but  the  Denoons  were  a happv  couple  and  loved 
best  their  home  or  their  cottage  on  Warehouse 
Creek  near-bv.  Thev  had  no  children,  but  sup- 
ported the  education  of  others. 

Dr.  Denoon  did  his  dutv  for  organized  medi- 
cine, taking  his  turn  to  chair  the  Medical  Staff 
and  the  Northampton  Medical  Society.  He  held 
membership  in  The  Medical  Society  of  Virginia, 
the  A.M.A.,  state  and  national  surgical  societies. 
He  presented  an  occasional  paper  and  attended 
training  courses  in  many  clinics. 

Dr.  Denoon  was  honored  bv  Eastern  Shore 
civic  clubs,  the  Eastern  Shore  News,  and  was 
honorarv  chairman  of  the  third  annual  Hospital 
Chari  tv  Ball  in  1968,  celebrating  the  Hospital’s 
40th  year  of  service. 

He  participated  in  planning  the  new  Hospital 
building  in  the  late  sixties  and  contributed  to  it. 
However,  misfortune  became  his  lot  at  about  that 
time.  He  lost  his  wife  and  had  an  auto  accident. 
Living  alone,  he  suffered  a severe  stroke  from 
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which  he  bravely  attempted  recovery  in  the  care 
of  kindly  attendants  at  home.  Sadly,  he  was 
never  able  to  practice  in  the  new  Northampton- 
Accomack  Memorial  Hospital.  His  invalidism 
gradually  increased  and  death  kindly  came  to  this 
great  good  man  on  April  23,  1973.  He  was  laid  to 
rest  in  Hungars  Churchyard  in  the  presence  of 
a great  crowd  of  Eastern  Shore  and  Richmond 
people. 

William  F.  Bernart,  M.D. 

E.  M.  Henderson,  M.D. 

W.  J.  Sturgis,  Jr.,  M.D. 

John  Rogers  Mapp,  M.D. 

Committee  for  N orthampton 
County  Medical  Society 

Dr.  White. 

On  May  31,  1973,  at  the  age  of  75,  Dr.  Adam 
Duncan  Ferguson  White  died  of  coronary  heart 
disease. 

Dr.  White  was  a native  of  Milwaukee,  Wiscon- 
sin, and  a graduate  of  Beloit  College.  He  served 
in  the  United  States  Army  in  England  and  France 
from  January  1918  to  June  1919  in  World  War 
I.  He  received  his  medical  education  at  the  Uni- 
versity of  Aberdeen,  Scotland,  where  he  gradu- 
ated with  M.B.,  Ch.B.  in  1925.  He  interned  in 
Coombe  Hospital,  Dublin,  Ireland,  and  Mt.  Ver- 
non Hospital,  Middlesex,  England,  from  1924-26. 
He  was  licensed  to  practice  in  Virginia  in  1927, 
and  after  post-graduate  work  at  the  University 
of  Virginia,  he  began  the  practice  of  OB-Gyn 
in  Lynchburg.  He  later  served  a residency  in 
OB-Gyn  at  Gallingher  Hospital  in  Washington, 
D.  C.,  from  1932-33,  returning  to  Lynchburg  to 
continue  his  practice. 

During  World  War  II  he  served  with  distinc- 
tion in  the  Civil  Air  Patrol.  He  resumed  his  prac- 
tice in  1946. 


Dr.  White  was  a member  and  past  president 
of  the  Lynchburg  Academy  of  Medicine,  Amer- 
ican Medical  Association,  The  Medical  Society  of 
Virginia,  Virginia  OB-Gyn  Society,  South  Atlan- 
tic Association  of  OB  and  Gyn,  British  Medical 
Association,  and  a Founding  Fellow  of  the  Amer- 
ican College  of  Obstetrics  and  Gynecology.  He 
was  on  the  staffs  of  Lynchburg  General-Marshall 
Lodge  Hospital  and  Virginia  Baptist  Hospital. 

He  faithfully  cared  for  and  delivered  the  pa- 
tients at  the  Florence  Crittenton  Home  for  some 
25  years.  He  devoted  many  hours  to  the  guidance 
and  welfare  of  these  girls,  and  only  resigned  in 
recent  years  due  to  his  declining  health. 

Dr.  White  was  a member  and  past  president  of 
the  Rotary  Club  and  rarely  missed  a meeting.  He 
was  a member  of  Boonsboro  Country  Club  and 
for  many  years  was  an  avid  golfer.  He  was  a 
member  of  St.  John’s  Episcopal  Church. 

His  main  interest  over  the  years  was  the  care 
and  welfare  of  his  many  patients.  His  time  and 
effort  in  the  practice  of  his  chosen  specialty  was 
untiring  and  was  manifested  by  the  undying  gra- 
titude and  loyalty  of  those  he  served  so  well. 

Dr.  White’s  kindness,  great  integrity,  strong 
moral  convictions,  impeccable  manners,  sense  of 
humor  and  dedication  to  duty  will  always  remain 
as  an  inspiration  to  his  patients  and  colleagues. 
“His  like  will  not  soon  pass  this  way  again.” 

He  was  a devoted  family  man  and  will  be 
sorely  missed  by  his  wife,  his  stepdaughter,  three 
stepsons  and  their  children. 

Now,  therefore  be  it  resolved:  That  this  me- 
morial testimony  of  deep  regret  at  the  loss  of 
our  much  loved  and  highly  esteemed  colleague  be 
written  in  the  minutes  of  the  Lynchburg  Acad- 
emy of  Medicine,  The  Medical  Society  of  Vir- 
ginia, and  that  a copy  be  sent  to  his  family. 

Joseph  E.  Warren,  M.D. 

John  R.  Saunders,  M.D. 

John  Wyatt  Davis,  Jr.,  M.D. 
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Guest  Editorial 


American  Association  of  Medical  Assistants 

OUR  MEDICAL  ASSISTANTS  have  a privileged  occupation  of  great 
trust  and  responsibility.  Courtesy,  consideration,  and  an  expressed  inter- 
est in  the  patient’s  problems  are  all  a part  of  the  good  medical  assistant’s  at- 
tributes. Their  impact  on  their  physician’s  success  and  efficiency  may  be 
even  greater  than  he  realizes.  They  provide  the  all  important  liaison  between 
doctor  and  patient,  making  our  tasks  lighter.  They  are  the  patient’s  first  and 
last  contact  when  visiting  the  doctor’s  office,  and  frequently  become  the  most 
important  public  relations  agent  in  our  practices.  Our  medical  assistants  have 
to  be  both  professional  and  pleasant  in  the  treatment  of  patients  as  well  as 
competent  and  efficient  in  the  execution  of  administrative  and  clinical  duties. 
They  bridge  what  some  have  called  the  greatest  communication  gap  in  our 
society— that  between  the  medical  profession  and  the  general  public. 

The  American  Association  of  Medical  Assistants,  which  was  first  organ- 
ized in  1956,  has  always  benefited  from  the  close  cooperation  and  support 
of  AMA  and  its  component  medical  societies,  both  county  and  state.  AAMA 
is  structured  in  the  same  manner  as  organized  medicine,  with  county  (or 
local),  state,  and  national  chapters.  Physician-advisors  give  advice,  counsel 
and  guidance  at  all  three  levels.  The  Medical  Society  of  Virginia  and  many 
of  our  local  medical  societies  support  the  Virginia  Society  of  AAMA  with 
advisors  and  financially. 

Over  300  women  participate  in  eleven  chapters  of  the  Virginia  Society 
of  AAMA.  They  perform  critically  needed  services  for  us  and  are  vital 
members  of  the  health  care  team.  Our  recognition  of  their  indispensable 
contributions  to  our  practices  is  usually  inadequate.  The  physician  who  sup- 
ports his  medical  assistant’s  participation  in  AAMA  is  repaid  a hundredfold. 

The  annual  meeting  of  the  Virginia  Society  of  AAMA  is  held  on  a May 
weekend.  This  year  it  was  held  at  the  Boar’s  Head  Inn  in  Charlottesville;  in 
1974,  it  will  be  held  at  Virginia  Beach;  in  1975— Fairfax;  in  1976— Roanoke. 
An  interesting  educational  program  is  held  along  with  the  necessary  meetings 
of  the  state  society  and  some  social  functions.  A state-sponsored  educational 


seminar  is  also  held  annually  on  a Sunday  in  November  and  hosted  by  one  of 
the  local  chapters.  This  year  it  will  be  hosted  by  our  Petersburg  Chapter  and 
held  at  the  America  House  in  Petersburg. 

The  primary  objective  of  AAMA  is  self-improvement  so  that  the  medical 
assistant  can  better  serve  the  medical  profession  and  the  public,  and  members 
of  AAMA  spend  countless  hours  of  their  own  time  to  achieve  this  purpose. 
AAMA  inspires  its  members  to  give  honest,  loyal  and  efficient  service,  to  im- 
prove their  educational  backgrounds  and  better  serve  their  employers. 
Members  participate  in  organized  educational  activities,  planned  meetings, 
study  groups,  continuing  educational  programs  and  workshops. . Seminars  and 
regional  conferences,  as  well  as  the  annual  state  and  national  conventions, 
offer  the  constant  opportunity  to  participate  in  seminars  and  study  groups 
covering  all  phases  of  the  medical  assistant’s  professional  life.  Its  bylaws  state 
that  it  will  never  become  a union  or  collective  bargaining  agency.  The  AMA 
has  commended  the  AAMA  on  four  separate  occasions  since  1956,  and  it  is 
the  only  medical  assistants’  organization  to  have  received  the  commendation 
of  the  House  of  Delegates,  “The  AMA  House  of  Delegates  urges  every  phy- 
sician to  become  fully  acquainted  with  the  objectives  and  program  of  the 
AAMA  and  to  fully  encourage  his  own  assistant  to  seek  membership.”  The 
continuing  programs  of  education  and  self-improvement  afforded  to  medical 
assistants  through  the  auspices  of  AAMA  is  bringing  to  our  offices  a higher 
caliber  of  service  by  reducing  the  types  and  quantities  of  human  errors. 

Since  1963,  a national  examination  has  been  given  annually  as  part  of  a 
Certification  Program  to  help  physicians  identify  top-level  medical  assistants, 
administrative  and/or  clinical,  and  to  establish  professional  standards  and 
goals.  Satisfactory  completion  of  this  examination  is  recognized  by  presen- 
tation of  a certificate  and  the  right  to  wear  the  CM  A pin.  In  1969,  a two- 
year  medical  assisting  curriculum  was  developed  jointly  by  AMA  and  AAMA. 
Over  40  medical  assisting  programs  have  been  accredited  by  the  AMA  Coun- 
cil on  Medical  Education,  in  collaboration  with  AAMA.  A guided  home 
study  program  is  also  being  developed  for  employed  assistants  who  wish  to 
improve  themselves  but  do  not  have  access  to  college  courses  or  a chapter 
study  group. 

From  October  23-27,  1973,  the  17th  annual  convention  of  the  American 
Association  of  Medical  Assistants  will  be  held  at  the  Shoreham  Hotel  in  Wash- 
ington, D.C.  Virginia,  the  District  of  Columbia  and  Maryland  are  co-hosting 
this  convention.  This  meeting  is  expected  to  draw  over  1,200  participants 
from  across  the  country  and  from  foreign  countries,  including  Great  Britain, 
Canada  and  Germany.  Over  70  British  secretaries  are  planning  to  attend,  and 
many  local  and  state  chapters  and  individuals  are  sponsoring  these  medical 
assistants. 

The  theme  of  the  1973  convention  is  “Pathways  to  Monumental  Goals”. 
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Educational  sessions  will  include  panels  on  health  care  legislation,  shock 
trauma,  cardiac  resuscitation,  office  planning  and  design,  and  practical  appli- 
cation of  computerized  medicine.  Tours  have  been  arranged  to  National 
Landmarks,  the  Kennedy  Center  for  the  Performing  Arts,  the  U.S.  Naval 
Academy,  Alexandria  and  Mount  Vernon,  the  State  Department  and  Inten- 
sive Care  Units.  Post  convention  tours  have  been  arranged  to  Williamsburg, 
Malaga,  Spain,  and  Rome,  Italy. 

With  the  National  Convention  so  close  to  Virginia,  it  is  hoped  that  the 
physicians  of  the  Old  Dominion  will  encourage  their  medical  assistants  to 
learn  more  about  AAMA  and  encourage  them  to  attend  not  only  the  meet- 
ings of  the  local  chapters  of  AAMA,  but  also  the  national  convention  this 
year  in  Washington,  D.  C.  This  will  be  an  excellent  opportunity  to  help  her 
help  you  through  self-improvement.  Your  medical  assistant  is  invited  to  this 
meeting,  whether  or  not  she  is  a member  of  AAMA.  We  hope  that  more 
women  with  the  assistance  of  their  doctors  will  avail  themselves  of  the  oppor- 
tunities afforded  by  this  organization.  AAMA  needs  and  deserves  our  support. 

Ralph  E.  Hagan,  M.D. 

Advisor,  AAMA,  Virginia  Society 


1111  Bellevue  Avenue 
Richmond , Virginia  23221 
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Professional  Standards  Review  Organization  (PSRO) 

A Positive  Look  at  the  Possibilities 


NOW  THAT  PROFESSIONAL  STAND- 
ARDS  REVIEW  is  to  be  required  of 
physicians  treating  in-hospital  Medicare  and 
Medicaid  patients,  every  practicing  physician 
should  obtain  a copy  of  the  law  (P.L.  92-603) 
and  read  it  carefully.*  This  simple  act  will 
allay  more  fears  and  win  more  advocates  to 
PSRO  than  any  argument  because  the  law 
speaks  for  itself.  For  this  reason,  what  follows 
is  not  a section-by-section  defense  of  the  leg- 
islation but  rather  an  informal  review  of  the 
positive  aspects  inherent  in  the  law.  It  should 
be  emphasized,  however,  that  regulations  have 
not  been  written  regarding  implementation.  As 
usual  in  Federal  legislation,  this  is  where  prob- 
lems can  arise:  these  regulations,  if  too  restric- 
tive, could  work  against  some  of  the  favorable 
features  of  PSRO  discussed  below. 

Benefits  to  Organized  Medicine 

P.L.  92-603  is  written  with  a thorough  un- 
derstanding of  what  is  helpful  and  fair  to  com- 
petent physicians.  Emphasis  is  educational,  not 
punitive;  more  quality-  than  cost-oriented; 
local  autonomy  is  preserved.  A physician  will 

Submitted  by  the  Experimental  Medical  Care 
Review  Organization  (EMCRO)  of  the  Albe- 
marle County  Medical  Society. 

This  article  was  prepared  by  Fayetta  Weaver, 
EMCRO  project  administrator,  with  the  assist- 
ance of  James  C.  Respess,  M.D.,  and  Leon  Geof- 
frey. The  final  draft  was  reviewed  by  John  A. 
Owen,  M.D.,  Samuel  E.  Miller,  M.D.,  and  Wil- 
liam M.  O’Brien,  M.D. 


*Write:  Office  of  Professional  Standards  Re- 
view, Room  1014,  HEW  South,  330  “C”  Street, 
S.W.,  Washington,  D.C.  20201,  requesting  PSRO 
section  of  P.L.  92-603. 


FAYETTA  WEAVER 
JAMES  C.  RESPESS,  M.D. 

LEON  GEOFFREY 
Charlottesville,  Virginia 

be  judged  by  his  peers  in  the  area,  not  by  geo- 
graphically distant  specialists  who  might  not 
understand  local  medical  problems.  State  and 
national  councils  will  also  be  physician  con- 
trolled. This  means  that  if  medicine  assumes 
the  responsibility  to  create  viable  review  bodies 
on  local,  state,  and  national  levels,  the  danger 
is  slight  that  the  current  health  care  system 
will  be  destroyed  by  bureaucratic  red  tape  or 
standardization  of  poor  practices.  Considerable 
adjustment  will  be  needed,  however,  since 
most  medical  audit  groups,  such  as  hospital 
utilization  review  and  tissue  committees,  will 
not  in  their  present  form  satisfy  the  intent  of 
the  law,  although  they  have  contributed 
greatly  to  quality  practice  in-many  areas. 

The  cornerstone  philosophy  of  the  PSRO 
legislation  is  that  education  is  the  key  to  higher 
quality  medicine  and  several  mechanisms  for 
education  are  built  into  the  law.  Analyses  of 
patterns  of  practice  will  be  generated  on  prac- 
ticing physicians  and  will  then  be  reviewed  by 
practicing  physicians.  The  two  sides  of  the 
coin— participation  on  the  review  board  or  be- 
ing personally  reviewed  by  a board— provide 
means  for  continuing  education  in  the  broad- 
est sense  of  the  term.  On  a larger  scale,  these 
profiles  will  be  also  used  to  determine  the  level 
at  which  a given  hospital  delivers  over-all  care. 
Continuing  education  on  the  group  level  can 
be  tailored  to  the  particular  needs  uncovered 
by  review.  Thus,  the  PSRO  legislation  pro- 
vides an  educational  framework  not  only  for 
the  individual  physician  but  also  for  the  entire 
hospital  staff. 

The  financial  aspects  of  the  legislation  are 
conducive  to  success  of  the  PSROs.  Funding 
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of  PSROs  through  the  Social  Security  Trust 
will  insure  enough  money  to  cover  necessary 
expenditures.  Reimbursement  of  physicians  for 
appropriate  review  activities  will  be  provided 
and  the  time  spent  on  the  paperwork  aspects 
of  these  activities  will  be  included.  In  fact, 
as  long  as  PSRO  guidelines  are  in  the  hands  of 
physicians,  physicians  will  control  the  paper- 
work. They  will  make  the  decisions  concern- 
ing procedures  and  reasons  for  review  and 
necessary  documentation  of  the  review.  There 
is  every  reason  to  believe  that  physicians  on 
review  boards  will  work  continually  to  mini- 
mize and  simplify  the  paperwork,  since  they 
will  be  responsive  to  the  needs  of  the  practi- 
tioner. 

The  guidelines  for  the  initiation  of  quality 
standards  into  the  local  PSRO  are  flexible, 
avoiding  the  hasty  adoption  of  arbitrary  stand- 
ards for  the  management  of  all  diseases.  First, 
in  cooperation  with  Utilization  Review  Com- 
mittees in  local  hospitals,  criteria  can  be  de- 
veloped that  will  improve  the  quality  of  care 
delivered,  rather  than  freezing  it  at  whatever 
level  physicians  are  practicing  at  the  time  of 
PSRO  designation.  Second,  the  setting  of  these 
criteria  will  be  done  at  the  pace  set  by  the 
local  PSRO  and  modifications  made  as  experi- 
ence is  gained.  Finally,  fear  that  criteria  might 
eliminate  exercise  of  a physician’s  own  medical 
judgment  is  largely  unfounded  because  panels 
of  local  physicians  will  both  develop  the  cri- 
teria and  continually  re-evaluate  them.  For  all 
these  reasons,  practicing  physicians  can  be  as- 
sured that  only  reasonable  and  documented 
criteria  will  be  used  as  parameters  in  review 
of  medical  practice. 

Benefits  to  Practicing  Physicians 

Not  only  does  PSRO  offer  organized  medi- 
cine a chance  to  increase  efficiency  and  im- 
prove performance,  but  also  provides  an 
opportunity  for  individual  practitioners  to 
improve  their  practice.  The  criteria,  unlike 
some  journal  articles  that  may  deal  with  inter- 
esting but  unusual  diseases,  will  be  addressed 
to  common  medical  problems  that  are  regu- 
larly encountered.  They  will  incorporate  the 


most  current  information  available  from  the 
medical  literature  and  from  careful  local  sur- 
veys, in  order  to  place  quality-oriented,  defin- 
itive guidelines  within  every  physician’s  reach. 
Of  course,  this  will  not  relieve  the  doctor  of 
his  responsibility  to  continue  to  study  inde- 
pendently, but  it  will  aid  him  in  day-to-day 
patient  encounters. 

Participation  on  peer  review  committees  will 
provide  an  educational  experience  for  those 
who  choose  to  serve,  as  will  being  reviewed 
by  the  board.  To  review  a peer  s practice  en- 
courages a physician  to  re-evaluate  accepted 
procedures  in  the  light  of  current  medical 
knowledge.  To  be  reviewed  may  surprise  a 
physician  by  revealing  that  some  of  his  patients 
are  receiving  medical  care  which  is  inadequate 
or  outdated.  The  intent  of  the  law  is  not  so 
much  to  ferret  out  the  incompetent  physician 
as  to  upgrade  quality  among  all  physicians. 
Should  a physician  deviate  from  the  criteria 
grossly  or  habitually,  he  will  learn  eventually 
through  the  review  process  how  his  practice 
differs  from  what  his  colleagues  view  as  good 
practice. 

PSRO  is  also  good  insurance  for  practicing 
physicians.  According  to  the  legislation,  mal- 
practice suits  would  have  little  chance  of  suc- 
cess against  physicians  who  follow  accepted 
criteria.  Also,  PSRO  will  provide  physicians 
with  review  experience  that  would  be  likely 
to  strengthen  the  role  of  physicians  in  dealing 
with  any  national  health  insurance  program 
that  Congress  might  adopt. 

The  confidentiality  of  data  is  protected 
under  PSRO.  Only  the  information  required 
for  the  insurance  carrier  to  process  a claim 
need  be  released.  This  guarantees  that  insur- 
ance carriers  will  not  gain  access  to  person- 
alized data  that  are  important  to  the  educa- 
tional process  but  not  to  claims  settlement.  Nor 
are  the  carriers  given  a position  where  they 
could  dictate  permissible  charges  or  services 
to  physicians. 

The  claims-reporting  to  insurance  companies 
can  be  simplified.  As  was  noted  above,  PSRO 
will  control  the  data,  thus  making  possible  a 
single  physician-designed  format  in  preference 
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to  the  time-consuming  tailoring  of  informa- 
tion to  the  different  formats  of  different 
carriers. 

In  some  areas,  PSRO  will  undoubtedly  help 
to  standardize  hospital  records.  There  is  no 
good  reason  for  charts  of  different  hospitals 
staffed  by  the  same  physicians  to  be  totally 
different.  Even  minor  details  such  as  page 
color  for  pathological,  radiological,  and  other 
reports  would  facilitate  the  review  mechanism 
and  help  the  consulting  physician  reach  a more 
rapid  understanding  of  the  patient’s  condition. 

Greater  uniformity  of  insurance  and  hospital 
records  will  cut  clerical  costs  and  reduce  phy- 
sicians’ time  spent  on  unnecessary  paperwork. 

Finally,  PSRO  offers  an  alternative  that  will 
appeal  to  those  who  doubt  the  merits  of  plans 
by  several  Specialty  Boards  for  routine  recer- 
tification examinations.  Standardized  tests  have 
less  value  in  measuring  knowledge  of  experi- 
enced practitioners  than  in  the  case  of  students, 
nor  do  they  demonstrate  that  a physician  rou- 
tinely uses  all  his  knowledge.  PSROs  provide 
the  means  for  judging  a physician  in  terms  of 
his  actual  practice  and  may  possibly  diminish 
the  need  for  recertification  examinations. 

Benefits  to  Consumers 

The  general  public  will  also  benefit  from 
the  legislation.  As  a quality-assurance  pro- 
gram, PSRO  will  provide  factual  evidence  that 
patients  receive  good  care.  This  accountabil- 
ity of  physicians  will  reassure  Medicare-Medi- 
caid recipients  and  their  families  that  they  are 
not  victims  of  under-utilization,  despite  their 
financial  situation.  Although  individual  phy- 


sicians are  regarded  by  consumers  as  most 
trustworthy,  strengthening  of  that  confidence 
in  the  profession  as  a whole  will  benefit  all — 
both  physicians  and  patients. 

Penalties  are  not  stressed,  but  they  are  con- 
sidered under  PSRO;  in  instances  where  abuses 
or  incompetence  are  uncovered,  a physician 
may  be  excluded  from  claiming  payment  for 
future  Medicare-Medicaid  patients,  or  be  re- 
quired to  make  a deposit  with  the  Department 
of  Health,  Education  and  Welfare  to  cover 
any  inappropriate  procedures.  This  should 
present  no  problems  to  the  vast  majority  of 
ethical  and  competent  physicians. 

It  is  expected  that  cost  saving  will  be  real- 
ized as  over-utilization  is  identified  and  un- 
necessary procedures  are  eliminated.  This  sav- 
ing will  be  passed  on  to  the  taxpayer,  the  ulti- 
mate financier  of  Medicare  and  Medicaid,  and 
should  be  far  in  excess  of  the  cost  of  PSRO 
operation. 

PSRO,  under  the  direction  of  qualified  and 
dedicated  physicians,  can  bring  all  these  ben- 
efits to  American  medicine.  But  an  ultimatum 
is  inherent  in  the  law:  if  physicians  do  not 
meet  the  challenge  of  PSRO  with  positive 
action,  the  future  is  hardly  auspicious.  Instead 
of  emphasis  on  quality  and  encouragement 
of  research,  PSRO  could  foster  cost  contain- 
ment and  mediocrity  in  a system  that  would 
strap  innovation  and  physician  judgment.  Phy- 
sicians can  either  act  now  to  make  the  most 
of  the  opportunity  or  relinquish  the  traditional 
prerogatives  of  the  medical  profession. 

P.O.  Box  213 
University  Hospital 
Charlottesville , Virginia  22901 
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PSRO  — What  Is  It  Really  All  About? 


ROM  THE  UTTER  CONFUSION 
which  surrounds  the  origins  and  proposed 
implementation  of  the  Professional  Standards 
Review  Organizations  (PSRO),  certain  facts 
are  emerging  which  will  help  to  put  the  pro- 
gram into  its  true  focus. 

It  all  started  with  the  Federal  Government 
paying  the  bills  of  Medicare  and  Medicaid 
patients  and  rapidly  finding  out  that  the  ardent 
proponents  of  these  benefits  had  indeed  grossly 
underestimated  the  cost  of  these  programs, 
which  fact  had  been  made  very  clear  by  or- 
ganized medicine  when  it  tried  to  modify 
these  proposals  prior  to  their  enactment.  Then 
came  the  clamor  to  “save  money”  and  “get 
the  most  for  the  health  dollar”,  and  the  im- 
mediate target  became  the  physicians’  charges. 
As  these  were  squeezed  down  to  only  a per- 
centage of  the  promised  usual  and  customary 
allowances,  it  became  obvious  to  the  people 
in  Washington  that  utilization  of  hospital  and 
ancillary  services  presented  the  highest  por- 
tion of  health  care  costs  and  it  then  was  de- 
termined that  if  proper  “parameters”  and 
“guidelines”  could  be  placed  on  such  utiliza- 
tion many  dollars  could  be  saved. 

Senator  Wallace  Bennett  of  Utah,  a con- 
servative and  supposed  friend  of  American 
Medicine,  then  introduced  a Professional 
Standards  Review  Organization  (PSRO)  bill 
which  provided  that  local  and  regional  organ- 
izations should  be  set  up  to  “review  the  quality, 
necessity  and  appropriateness  of  hospital  serv- 
ices provided  to  Medicare  and  Medicaid  re- 
cipients, to  determine  whether  the  Federal 
government  should  pay  for  these  services.” 
Each  PSRO  would  have  the  authority  to  re- 
view and  determine  in  advance  the  medical 
necessity  for  elective  hospital  admissions.  The 
PSRO  would  apply  “norms”  of  care,  diagnosis 
and  treatment  based  on  typical  patterns  of 
practice  in  its  region,  and  would  also  have  to 
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determine  that  the  most  effective  and  also  the 
most  economical  mode  of  care  had  been  used. 
Other  duties  of  the  PSRO  would  include  re- 
certification of  continuing  need  for  patient 
care,  establishment  of  provider  and  practition- 
er profiles  and  recommendation  of  sanctions 
for  “violators”  and  “abusers”  of  the  program. 
In  addition  the  PSRO  might  possibly  accept 
the  findings  of  utilization  committees  of  insti- 
tutions which  “have  shown  their  ability  to 
properly  review”  the  care  given  in  their  facil- 
ities. 

Senator  Bennett’s  concept  was  that  the  phy- 
sicians should  do  all  the  PSRO  work.  The 
AMA  fought  actively  to  eliminate  the  PSRO 
provisions;  however,  after  PL  92-603  was 
adopted  by  the  Congress  in  1972,  the  AMA 
determined  to  become  instrumental  in  the  im- 
plementation of  this  law  in  order  to  “keep  it 
under  physicians’  control”.  What  then  has 
happened  since  the  passage  of  the  law? 

Despite  AMA’s  cooperation,  only  one  mem- 
ber sponsored  by  it,  Dr.  Robert  Hunter,  has 
been  appointed  to  the  eleven  member  National 
PSRO  Council.  Medical  Schools  have  three 
representatives,  and  three  well  known  PSRO 
and  HMO  proponents,  Drs.  Alan  Nelson,  Wil- 
lard Scrivener  and  Donald  Harrington  are  on 
the  Council,  as  well  as  representatives  of  the 
American  Osteopathic  Organization  and  the 
National  Medical  Association.  Incidentally,  to 
the  best  of  my  knowledge  there  is  not  one 
member  from  the  South  or  Southeast  on  that 
board.  Thus  despite  the  pious  phrases  of  al- 
lowing “local  control”  it  is  becoming  abun- 
dantly clear  that  the  AMA  input  at  the  top- 
level  is  going  to  be  minimal  and  that  regional 
and  national  standardization  of  medical  prac- 
tice will  become  inevitable.  Another  point 
made  in  favor  of  PSROs  has  been  that  “we 
must  control  our  own  bad  apples”.  While 
granting  the  need  for  self-policing,  as  has  been 
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done  for  many  years  through  grievance-com- 
mittees, fee  committees  and  mediation  com- 
mittees, as  well  as  through  hospital  utilization 
and  tissue  committees,  it  is  equally  necessary 
to  maintain  an  atmosphere  of  intellectual  and 
professional  freedom,  to  allow  a physician  to 
do  his  best  for  his  patient.  Drawing  an  analogy, 
we  will  not  allow  the  abuse  of  freedom  of 
speech  by  a few  to  abridge  the  whole  concept 
of  that  freedom  for  all.  Thus  we  might  have 
to  accept  some  abuse  of  the  free  practice  of 
medicine  by  a few  to  allow  it  to  continue  for 
the  vast  majority  of  ethical  and  conscientious 
physicians. 

Let  us  then  summarize  our  main  points  of 
opposition  to  the  PSRO  concept. 

1.  Medicine  and  its  practice  is  a profession 
and  an  art  which  can  only  be  practiced  well  in 
an  atmosphere  of  professional  freedom  and  in- 
dependence. Once  standards  and  norms  and 
parameters  are  set,  the  physician  will  become 
a technician  who  will  practice  “cook-book’5 
medicine  in  order  to  avoid  the  inconvenience 
and  annoyance  of  having  to  justify  his  treat- 
ment and  practice  to  his  “peers”. 

2.  Once  the  norms  and  controls  are  proper- 
ly established  by  the  physicians’  own  “police 
force”,  it  will  become  easy  for  Washington  to 
completely  control  the  practice  of  medicine 
by  taking  over  the  setting  of  standards  and 
modes  of  practice,  extending  them  beyond  the 
present  application  to  Medicare,  Medicaid  and 
ADP  programs,  including  setting  national  li- 
censure requirements,  as  well  as  re-licensing 
programs. 

3.  The  frequently  used  argument  that  such 
review,  as  PSRO,  is  better  done  by  physicians 
than  by  the  government  itself  must  bear  care- 
ful scrutiny.  The  principle  of  “we  can  do  it 
ourselves”  in  order  to  “keep  others  from  doing 
it  to  us”,  would  only  hold  true  if  we  could 
actually  control  the  process.  As  has  already 
been  shown  by  experience  with  Medicare  and 


Medicaid  advisory  committees  and  with  the 
already  mentioned  composition  of  the  Nation- 
al PSRO  Committee,  it  becomes  clear  that 
“physician  control”  will  become  nothing  but 
a window  dressing  to  make  the  program  more 
palatable.  Let  there  be  no  mistake  about  it,  the 
PSRO  physician  will  act  as  a government  em- 
ployee, paid  by  it  and  doing  the  bidding  of  his 
ultimate  boss,  the  Secretary  of  HEW.  The 
PSRO  physician  will  in  effect  assist  at  his  own 
intellectual  and  professional  enslavement. 

4.  It  is  argued  that  since  the  law  is  now  in 
effect,  it  must  be  obeyed.  Let  it  be  well  noted 
that  the  law  does  not  force  physicians  to  estab- 
lish PSROs,  it  states  that  other  organizations 
may  be  so  designated  by  the  Secretary  HEW, 
if  physicians  do  not  choose  to  co-operate. 
From  recent  experiences  with  government  in- 
efficiency in  cost-overruns,  the  post-office  dis- 
aster and  the  railroad  fiasco,  it  might  well  be 
worth-while  to  allow  the  government  the  op- 
portunity to  show  how  efficiently  it  could 
administer  medical  services  under  Medicare, 
Medicaid  and  ADP.  After  all  they  already  have 
a dismal  record  of  waste  and  inefficiency  in  the 
VA  Hospitals  and  other  governmental  insti- 
tutions. Also  let  us  remember  that  bad  laws 
can  be  repealed,  and  that  we  might  have  a 
much  better  chance  at  doing  so  if  we  do  not 
embrace  the  PSRO  concept  even  as  an  expedi- 
ent. 

In  summary,  American  Medicine  has  a long 
tradition  of  independence  and  professional  in- 
tegrity. Acceptance  of  PSRO  would  become 
the  first  final  step  toward  total  control  of  the 
Medical  profession  by  the  government.  The 
concept  of  “our  own  control”  of  the  PSRO 
is  a sham  and  a delusion.  Let  us  maintain  our 
professional  independence  and  judgment.  Let 
the  government  “do  it”!  It  might  be  an  ex- 
perience well  worth  watching! 

4625  Old  Dominion  Drive 
Arlington , Virginia  22201 
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Vascular  Forum.... 


Extra-Cranial  Carotid  Artery  Injury 
Following  Non-Penetrating  Cervical  Trauma 


Non-penetrating  cervical  trauma,  resulting 
in  carotid  arterial  injury,  presents  a challenge 
both  in  diagnosis  and  management.  Other 
peripheral  arterial  injuries  following  blunt 
trauma  may  be  reasonably  well  assessed  by 
pulse  evaluation,  but  the  detection  of  carotid 
lesions  is  difficult.  This  is  due  to  the  inacces- 
sibility of  the  vessel  to  direct  examination,  the 
common  lack  of  evidence  of  direct  cervical 
trauma,  and  the  frequently  associated  signs  of 
concommitant  cerebral  injury  which  confuse 
the  clinical  picture.  The  following  case  is  pre- 
sented to  illustrate  this  injury  and  document  its 
course  in  one  patient. 

Case  1—1973 

A 36  year  old  male  was  admitted  to  MCV 
following  a head-on  automobile  crash.  He  was 
in  Grade  III  coma,  had  a flail  chest,  and  an 
obviously  fractured  right  lower  extremity.  His 
right  pupil  was  dilated  and  deviated  to  the 
right,  and  his  left  upper  extremity  moved  very 
sluggishly  to  painful  stimuli.  Bilateral  Babinski 
reflexes  were  present. 

Widening  of  the  mediastinum  on  chest  x-ray 
prompted  an  aortic  archogram,  and  because 
of  the  cerebral  signs,  the  study  was  extended 
to  include  the  carotid  and  intracranial  vascular 
tree.  There  was  marked  slowing  of  flow  in 
the  extracranial  internal  carotid  artery  with  an 
intimal  irregularity  at  the  C2-C3  level  (Fig.  1). 
The  artery  was  occluded  in  its  intracranial 
portion  without  evidence  of  a cerebral  mass 
lesion.  The  remainder  of  the  study  was  normal. 

Material  selected  from  cases  presented  at  the 
Medical  College  of  Virginia’s  monthly  Vascular 
Surgery  Conference. 
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A tracheostomy  was  performed  to  relieve 
respiratory  insufficiency,  and  by  the  fourth 
hospital  day,  the  patient  was  able  to  follow 


Fig.  1.  Arrow  indicates  intimal  disruption  at  C2-C3  level. 
Emergency  angiogram. 


simple  verbal  commands.  His  subsequent 
course  was  one  of  steady  improvement,  except 
for  diplopia  which  persisted  and  handicapped 
the  patient. 

Six  weeks  following  injury,  cerebral  an- 
giography was  repeated.  The  intracranial  caro- 
tid on  the  right  was  normal,  and  at  the  site 
of  the  intimal  tear  there  was  a 5 x 11  mm. 
traumatic  aneurysm  (Fig.  2).  Subsequently, 
six  months  after  his  injury,  the  lesion  was  again 
angiogrammed,  and  the  aneurysm  was  now 
obliterated  with  only  a small  intimal  defect 
remaining  (Fig.  3).  He  underwent  corrective 
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extraocular  muscle  surgery  for  relief  of  his 
diplopia,  and  returned  to  his  previous  employ- 
ment as  an  electronics  communications  expert. 


Fig.  2.  Carotid  angiogram  six  weeks  following  injury 
demonstrates  5x11  mm.  traumatic  aneurysm. 


Follow-up  has  now  extended  to  one  year  with- 
out the  occurrence  of  any  new  signs  or  symp- 
toms. 


Fig.  3.  Carotid  angiogram  six  months  following  injury 
demonstrates  obliteration  of  aneurysm  with  small  in- 
timal  defect.  Patient  asymptomatic. 


Discussion 

This  unusual  case  was  recently  included  in 
a report  from  the  Medical  College  of  Virginia 
by  Sullivan,  Vines,  and  Becker.1  They  de- 
scribed four  cases  of  extracranial,  carotid  ar- 
tery disruption  which  occurred  after  non- 
penetrating, cervical  trauma.  Since  their  re- 
port, an  additional  case  has  been  seen  at  MCV. 
In  all  five  patients,  carotid  artery  intimal  dis- 
ruption was  demonstrated  by  angiography  to 
be  located  in  the  upper  cervical  region.  In 
addition,  it  was  noted  that  ail  injuries  were 
present  without  evidence  of  any  direct  neck 
trauma,  although  two  patients  had  mandibular 
fractures. 

Mandibular  injury,  with  impingement  upon 
the  carotid  artery,  has  been  suggested  as  the 
etiology  of  this  lesion;2  however,  a more  plau- 
sible explanation  is  thought  to  be  hyperexten- 
sion of  the  internal  carotid  artery  over  the 
upper  cervical  spine  with  concommitant  con- 
tralateral rotation  of  the  head.1 

The  five  patients  in  the  MCV  series  all  sus- 
tained high-speed  trauma  which  resulted  in 
multiple  injuries,  including  closed  head  trauma 
of  varying  magnitudes.  The  severity  of  the 
head  injuries  was  the  major  factor  in  deter- 
mining the  extent  of  recovery.  However,  fol- 
lowing the  acute  phase,  evidence  of  cerebral 
thromboembolism  which  resulted  in  carotid 
occlusion  did  occur  and  was  documented  an- 
giographically  in  four  of  the  five  patients. 

The  management  of  these  lesions  is  contro- 
versial. Towne,  Neis,  and  Smith3  reported  on 
four  patients  who  had  similar  arterial  injuries. 
Three  underwent  immediate  corrective  sur- 
gery; however,  two  died  from  post-operative 
cerebral  deterioration,  and  the  third  remained 
unimproved.  The  relatively  benign  course 
pursued  by  the  patient  in  this  case  report,  plus 
the  four  reported  by  Sullivan  et  al.,4  would 
suggest  that  early  surgery  should  not  be  per- 
formed. In  addition,  cerebral  embolization  in 
four  of  the  five  MCV  patients  would  suggest 
that  anticoagulation  might  be  indicated;  how- 
ever, other  serious  injuries  precluded  this 
modality  of  therapy. 

Finally,  the  actual  incidence  of  extra-cranial 
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carotid  artery  injury  following  non-penetrat- 
ing cervical  trauma  is  not  known.  The  sparsity 
of  cases  reported  in  the  literature,  however, 
would  suggest  that  it  is  of  rather  rare  occur- 
rence. It  is  more  likely,  though,  that  the 
majority  of  these  arterial  lesions  have  been 
attributed  to  the  associated  closed  head  injury 
and  have  not  been  delineated  angiographically. 
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Walking 


Want  to  lose  ten  pounds  in  the  next  year? 
One  way  you  can  do  it  is  to  walk  an  extra 
mile  every  day.  At  a brisk  clip. 

The  American  Medical  xAssociation  says  that 
a walk  of  just  an  extra  mile  per  day  for  36  days 
is  a simple,  pleasant  device  for  shedding  an 
extra  pound  of  fat.  In  a year  this  would  mount 
up  to  ten  pounds.  Provided,  that  is,  that  your 
food  and  calorie  intake  remains  unchanged. 
The  extra  mile  means  just  that— a mile  of  walk- 
ing in  addition  to  the  customary  walking  you 
now  do  each  day. 

Once  regarded  as  a major  factor  in  losing 
weight,  physical  activity  was  later  accorded 
less  importance.  It  was  realized  that  consid- 
erable effort  was  required  to  shed  even  one 
pound  of  extra  tissue.  Would-be  reducers 
found  comfort  in  some  expert  opinion  that 
calories  expended  through  exercise  would  be 
immediately  replaced,  due  to  an  automatic  in- 
crease in  appetite. 

Fortunately  for  fitness  as  well  as  for  fatness, 


exercise  has  been  restored  to  grace  and  enjoys 
respectability.  Exercise  helps  expend  calories. 
Within  the  usual  range  of  activity,  it  need  not 
stimulate  appetite  excessively.  The  energy 
output  required  to  offset  a pound  of  fat  is  ap- 
proximately 3,500  calories,  but  the  weight 
need  not  be  lost  all  at  once. 

Instead  of  an  exhausting,  often  impossible, 
36-mile  hike  within  a span  of  hours,  a walk  of 
just  one  extra  mile  a day  for  36  days  will  get 
rid  of  that  extra  pound.  Weight  gain  is  usually 
relatively  slow,  and  the  extra  mile  will— for 
many  of  us— help  keep  our  weight  down  to  a 
reasonable  figure. 

To  be  effective  for  both  weight  reduction 
and  for  general  physical  conditioning,  exercise 
must  be  a regular  part  of  your  way  of  life, 
and  not  something  that  is  overdone  spasmodi- 
cally. 

So,  if  you  want  to  lose  ten  pounds  in  the 
next  year,  just  arrange  to  walk  that  extra  mile 
today. 
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Public  Health.... 


MACK  I.  SHANHOLTZ,  M.D. 
State  Health  Commissioner  of  Virginia 

Rules  and  Regulations  for  Control  of  Ionizing  Radiation 


A number  of  old  upright  fluoroscopes  in 
Virginia  are  not  in  compliance  with  the  new 
rules  and  regulations  of  the  State  Board  of 
Health,  which  became  effective  April  1,  1973, 
for  control  of  ionizing  radiation,  because  of 
their  obsolete  design.  In  most  cases  they  cannot 
be  modified  to  meet  the  regulations.  It  is  felt 
that  continued  use  of  these  fluoroscopes  should 
be  terminated  because  of  the  hazards  involved 
to  the  patient  as  well  as  to  the  operator. 

It  is  estimated  that  there  are  approximately 
100  of  these  old  units  still  in  use,  some  of  them 
with  unshielded  x-ray  tubes  which  cannot  be 
replaced  by  the  shielded  type.  Unshielded 
tubes  can  deliver  from  several  hundred  to  sev- 
eral thousand  milliRoentgens  of  leakage  radi- 
ation which  expose  the  patient  and  operator 
alike  to  unnecessary  x-ray.  The  equipment 
should  be  constructed  so  that  the  beam  is  auto- 
matically terminated  if  the  viewing  screen  is 
removed.  Most  do  not,  and  this  particularly 
endangers  the  physician.  Also,  many  do  not 
have  cumulative  timing  devices  to  terminate 
the  exposure  as  required  by  the  regulations. 
The  phosphors  in  many  viewing  screens  have 
deteriorated  from  age  and  require  higher  pa- 
tient exposures  to  obtain  an  acceptable  diag- 
nostic image. 

Perhaps  the  worst  hazard  is  that  these  fluoro- 
scopes are  being  used  in  place  of  radiographic 
units.  Many  physicians  admit  that  they  fluoro- 
scope  chests  for  evidence  of  respiratory  disease. 
As  a result,  their  patients  receive  anywhere 
from  1,000  to  20,000  milliRoentgens  per  ex- 
amination as  compared  to  15-20  milliRoentgens 
for  a single  PA  chest  radiograph  at  10  mAs, 
or  roughly  one-thousand  times  less  exposure 
to  patients. 

Previously,  before  these  regulations  were  in 


force,  the  State  Health  Department  representa- 
tives were  able  to  persuade  some  practitioners 
to  discard  these  fluoroscopes.  Others  reported 
that  they  plan  to  abandon  the  use  of  this  equip- 
ment. In  Section  F.3(c)  the  new  regulations 
allow  one  year,  (until  April  1,  1974),  for  up- 
grading deficient  equipment.  This  should 
provide  sufficient  time  for  the  physician  to 
replace  his  old  equipment.  Radiographs  pro- 
vide a permanent  legal  record  documenting 
the  patient’s  condition  and  are  of  greater  value 
than  fluoroscopes  to  both  the  physician  and 
patient. 

Recently,  the  Federal  government  (FDA) 
developed  x-ray  equipment  performance 
standards  which  became  effective  August 
15,  1973.  These  standards  provide  for  greater 
safety  and  compatibility  of  x-ray  components 
by  the  manufacturer  and  the  assembler,  which 
is  usually  a local  service  representative.  These 
standards  which  became  effective  August 
it  changes  ownership  after  August  15,  and  they 
basically  do  not  affect  the  State’s  radiological 
health  program  with  regard  to  the  new  regu- 
lations or  the  x-ray  survey  program. 

Safe  fluoroscopic  equipment  under  the  regu- 
lations must  include  those  devices  which  re- 
strict unnecessary  exposure:  a shielded  tube,  a 
viewing  screen  which  cannot  be  removed  from 
the  x-ray  beam  without  terminating  exposure, 
a cumulative  timer,  aluminum  filtration,  pro- 
tective lead  drapes  (where  applicable),  a dead- 
man  type  exposure  switch  and  an  exposure 
rate  of  less  than  10  Roentgens  per  minute. 
Most  equipment  manufactured  in  the  last  ten 
years  meet  all  these  requirements  or  can  be 
easily  modified  to  meet  the  requirements.  The 
upright  fluoroscopes  cannot  be  modified,  and 

( Continued  on  Page  820) 
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Medicare-Part  B . 


Psychiatric  Limitations 


There  are  three  types  of  reimbursement 
under  the  Medicare  Part  B Program: 

1.  80%  of  allowable  charge 

2.  100%  of  inpatient  Radiology  and  Pa- 
thology services 

3.  80%  of  62.5%  of  allowable  psychiatric 
charges,  (psychiatric  limitation) 

Regulations  place  a restriction  on  total  pay- 
ments made  during  the  course  of  a calendar 
year  under  the  psychiatric  limitation.  The  max- 
imum amount  payable  is  limited  to  $250.00. 
To  arrive  at  the  maximum  payment,  no  in- 
curred expenses  exceeding  $500  in  a calendar 
year  may  be  used  in  computing  Medicare  pay- 
ment. $500  maximum  times  62.5%  (consid- 
erable percentage)  equals  $312.50.  Medicare 
payment  is  80%  of  $312.50  or  $250.00. 

Formula:  Incurred  expenses  ($500  maximum) 

X 62.5%  X 80%  = amount  payable. 

The  term  “mental,  psychoneurotic,  and  per- 
sonality disorders”  is  defined  as  the  specific 
psychiatric  conditions  described  in  the  Amer- 
ican Psychiatric  Association’s  Diagnostic  and 
Statistical  Manual-Mental  Disorders.  The  lim- 
itation applies  only  to  expenses  incurred  for 
physicians’  services  rendered  in  connection 
with  one  of  these  psychiatric  conditions  (with 
no  distinction  being  made  between  the  services 
of  psychiatrists  and  non-psychiatrist  physi- 
cians) , and  any  items  or  supplies  furnished  by 
the  physician  in  his  own  office. 

The  Act  specifies  that  the  limitation  is  ap- 
plicable to  expenses  incurred  in  connection 
with  the  treatment  of  an  individual  who  is  not 
an  inpatient  of  a hospital.  Thus,  the  limitation 
is  applicable  to  services  furnished  by  physi- 
cians in  outpatient  departments,  in  a physi- 
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cian’s  office,  the  patient’s  home,  an  extended 
care  facility,  etc. 

Example:  Patient  A receives  psychiatric  treat- 
ment during  1972.  He  visits  the  psychiatrist’s 
or  non  psychiatrist’s  office  once  a week  and 
the  charge  for  these  visits  is  $25.00  per  visit. 
His  total  bill  for  services  is  $400.00.  The  de- 
ductible has  been  satisfied  for  1972.  The  total 
bill  for  outpatient  services  is  $400.00.  Sixty- 
two  and  one-half  percent  of  this  amount  is 
$250.00.  Eighty  percent  of  $250.00  is  $200.00. 
The  $200.00  is  the  amount  paid  for  outpatient 
services. 

The  same  patient  goes  to  the  hospital  as  an 
inpatient  with  a diagnosis  of  acute  mental  dis- 
order. The  total  charge  for  psychiatric  serv- 
ices during  his  hospital  stay  is  $350.00.  Since 
the  $350.00  in  Part  B charges  were  for  services 
while  the  beneficiary  was  an  inpatient,  eighty 
percent  of  this  amount  may  be  paid  as  if  they 
were  non-psychiatric  expenses. 

If  the  primary  diagnosis  reported  by  the 
physician  for  a particular  service  is  the  same 
as,  or  equivalent  to,  a condition  described  in 
the  APA’s  Diagnostic  and  Statistical  Manual- 
Mental  Disorders,  the  charge  for  the  service 
will  be  subject  to  the  benefits  limitation  in 
connection  with  the  diagnosis  and  treatment 
of  a mental,  psychoneurotic  or  personality  dis- 
order. If  more  than  one  diagnosis  is  listed  on 
the  bill  for  services  rendered,  Medicare  will 
assume  that  the  first  diagnosis  listed  is  the 
primary  diagnosis  in  the  absence  of  informa- 
tion to  the  contrary. 

Example:  Medicare  receives  a request  for  pay- 
ment form  with  diagnosis  of  anxiety  and  hy- 
pertension. If  primary  diagnosis  is  anxiety, 
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psychiatric  limitation  applies.  If  hypertension 
is  primary  diagnosis,  then  Medicare  pays  80% 
of  allowable  charges.  If  neither  diagnosis  is 
listed  as  primary,  and  Medicare  has  no  way 
of  determining  primary,  then  we  must  assume 
the  diagnosis  listed  first  to  be  primary. 

Some  of  the  psychiatric  diagnoses  found  in 


the  APA’s  Diagnostic  and  Statistical  Manual- 
Mental  Disorders , for  which  the  psychiatric 
limitation  applies  are  as  follows: 

1.  Senility;  2.  Alcoholism;  3.  Drug  Addic- 
tion; 4.  Anxiety  Neurosis;  5.  Depression;  6. 
Organic  Brain  Syndrome;  7.  Schizophrenia; 
8.  Paranoia. 


PUBLIC  HEALTH 

Rules  and  Regulations  for  Control  of  Ionizing  Radiation 

{Continued  from  page  118) 


are  not  in  keeping  with  modern  standards  of 
radiation  protection.  Checks  with  most  other 
states  indicate  that  they  are  working  toward 
eliminating  these  devices. 


The  State  Health  Department  intends  to  ap- 
ply positive  enforcement  of  the  new  regula- 
tions with  the  objective  of  eliminating  the  use 
of  upright  fluoroscopes  by  April  1974. 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  at  Richmond’s  Execu- 
tive Motor  Hotel  on  Sunday,  July  8. 

Members  Present:  Dr.  Carl  E.  Stark,  Dr.  John 
A.  Martin,  Dr.  William  S.  Hotchkiss,  Dr.  Alvin 
E.  Conner,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry  J. 
Warthen,  Dr.  William  J.  Hagood,  Jr.,  Dr.  Ray- 
mond S.  Brown,  Dr.  Charles  E.  Davis,  Jr.,  Dr. 
Carrington  Williams,  Jr.,  Dr.  George  J.  Carroll, 
Dr.  Girard  V.  Thompson,  Sr.,  Dr.  H.  C.  Alexan- 
der, III,  Dr.  James  C.  Respess,  Dr.  Thomas  L. 
Lucas,  Dr.  James  Hal  Smith  and  Dr.  C.  Barrie 
Cook  (for  Dr.  W.  Leonard  Weyl). 

Others  Present:  Dr.  K.  K.  Wallace,  Jr.,  Vice- 
Speaker;  Dr.  Alexander  McCausland  and  Dr. 
William  R.  Hill,  AMA  Delegates;  Dr.  William  R. 
Drucker,  Dean,  University  of  Virginia  School  of 
Medicine;  Dr.  John  R.  Jones  (for  Dr.  Warren 
H.  Pearse),  Executive  Associate  Dean,  Medical 
College  of  Virginia;  Dr.  Joseph  Yon  (for  Dr. 
Robert  T.  Manning),  Associate  Dean,  Eastern 
Virginia  Medical  School;  Dr.  J.  B.  Funkhouser 
(for  Dr.  William  S.  Allerton),  Deputy  Commis- 
sioner, Department  of  Mental  Health  & Mental 
Retardation;  Mr.  Robert  G.  Stuart,  Executive 
Secretary,  VaMPAC;  Mr.  James  S.  Imboden, 
AMA  Field  Service  Representative;  and  Mr.  Wil- 
liam R.  Miller,  Attorney. 

Student  Component  Society 

Council  was  advised  that  a student  component 
medical  society  is  now  in  the  process  of  being 
organized  at  the  Medical  College  of  Virginia.  A 
formal  request  for  a charter  has  been  received. 
The  new  society  was  represented  by  Mr.  Gary 
Miller  and  Mr.  Hyman  and  they  expressed  the 
hope  that  their  group  could  soon  be  active  in  the 
affairs  of  the  Society. 

During  the  discussion  it  was  brought  out  that 
the  only  organized  student  group  at  the  Medical 
College  of  Virginia  at  the  present  time  is  a chap- 
ter of  the  Student  American  Medical  Association. 
Dr.  Stark  pointed  out  that  The  Medical  Society 
of  Virginia  could  not  charter  the  SAMA  chapter 
as  a component.  Rather,  the  society  receiving 
the  charter  would  stand  on  its  own  as  a com- 
ponent of  The  Medical  Society  of  Virginia  and 
would  have  no  connection  with  any  other  student 
group. 

It  was  then  moved  by  Dr.  Hotchkiss  that  once 
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all  requirements  of  the  By-Laws  have  been  met, 
a charter  be  granted  the  newly  organized  student 
component  medical  society  at  the  Medical  College 
of  Virginia.  The  motion  was  seconded  and  car- 
ried. 

PSRO 

Dr.  Robert  Keeley,  Chairman  of  the  Society’s 
ad  hoc  Committee  on  Peer  Review,  reported  that 
the  directives  of  the  House  of  Delegates  had 
been  carried  out  and  that  a proposed  plan  for  a 
PSRO  in  Virginia  had  been  completed.  He  stated 
that  a great  deal  of  the  work  had  been  done  by 
Dr.  William  O’Brien  and  Mr.  Leon  Geoffrey, 
both  of  Charlottesville,  and  that  they  were  on 
hand  to  answer  any  questions  Council  might 
have. 

Dr.  Keeley  then  covered  the  proposed  By-Laws 
in  detail  and  invited  questions  and  comments. 

He  reported  that  Dr.  Conner  had  submitted 
several  comments  having  to  do  with  the  powers 
of  the  President  and  the  need  of  a required  audit. 

Dr.  Hagood  expressed  the  opinion  that  the 
Sturgis  Standard  Code  of  Parliamentary  Pro- 
cedure should  replace  Robert’s  Rules  of  Order 
as  the  parliamentary  authority.  It  was  brought 
out  that  Sturgis  is  becoming  more  and  more  pop- 
ular because  of  its  concise  language  and  overall 
simplicity.  A motion  by  Dr.  Hagood  to  designate 
the  Sturgis  Code  as  the  parliamentary  authority 
was  seconded  and  adopted. 

During  further  discussion  of  the  By-Laws, 
Council  was  advised  that  at  least  one  component 
society  favors  the  local  PSRO  approach  rather 
than  the  Statewide  Foundation  approach  provided 
in  the  proposed  plan.  It  was  also  brought  out 
that  the  State  Foundation  approach  has  been 
frowned  upon  by  the  Department  of  Health,  Ed- 
ucation and  Welfare.  It  was  agreed,  however, 
that  the  House  of  Delegates  must  be  presented 
a plan  which  is  considered  best  for  Virginia  and 
that  any  outside  pressures  should  be  resisted. 

Three  possible  names  for  the  PSRO  were  con- 
sidered and  it  was  moved  by  Dr.  Hagood  that 
“Virginia  Professional  Standards  Review  Foun- 
dation” be  adopted.  The  motion  was  seconded 
and  adopted. 

A motion  was  then  offered  which  would  pro- 
hibit directors  voting  by  either  proxy  or  mail. 
The  motion  was  seconded  and  carried. 

There  followed  some  discussion  concerning 
just  how  much  power  the  President  should  have 
and  what  limitations,  if  any,  should  be  imposed. 
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Dr.  Davis  moved  that  Article  VII,  Section  4 of 
the  proposed  By-Laws  be  amended  to  read  as 
follows: 

“The  President  will  preside  at  all  meetings 
of  the  Board  of  Directors.  He  is  the  official 
representative  of  the  Foundation  at  meetings 
of  cooperating  and  affiliated  organizations.  He 
calls  all  regular  and  special  meetings.  He  ap- 
points all  committees,  designates  committee 
chairmen  with  the  approval  of  the  Board  of 
Directors,  and  is  an  ex-officio  member  of  all 
committees.” 

The  motion  was  seconded  and  adopted. 

It  was  then  agreed  that  a regular  audit  of  the 
Foundation’s  books  should  be  conducted  by  a 
CPA.  It  was  also  agreed  that  a sentence  should  be 
added  to  Article  VII,  Section  7 which  would  read 
as  follows: 

“He  will  be  bonded  and  the  books  audited 
annually.” 

The  “Articles  of  Dissolution”  (Article  XII) 
were  then  discussed  at  length  and  a question  was 
raised  concerning  proper  disposition  of  funds.  It 
was  agreed  that  such  funds  should  revert  to  The 
Medical  Society  of  Virginia  for  ultimate  distri- 
bution to  charitable  or  other  deserving  groups 
concerned  with  health  care  in  Virginia.  A mo- 
tion to  this  effect  by  Dr.  Hotchkiss  was  seconded 
and  carried. 

Dr.  Martin  then  moved  that  the  second  sen- 
tence of  paragraph  one,  Article  X,  Section  1,  be 
amended  by  substituting  the  word  “may”  for 
“will”.  The  motion  was  seconded  and  adopted 
and  the  paragraph  reads  as  follows: 

“A  full  and  comprehensive  annual  report  of 
the  activities  of  the  Foundation  will  be  sub- 
mitted to  The  Medical  Society  of  Virginia  for 
presentation  to  the  Society  at  the  time  of  its 
annual  meeting.  This  report  may  be  distributed 
to  all  other  interested  agencies  and  organiza- 
tions.” 

It  was  noted  that  paragraph  (A)  of  Article  X, 
Section  3,  refers  to  the  Virginia  Board  of  Medical 
Examiners  rather  than  the  correct  title  of  Vir- 
ginia State  Board  of  Medicine.  A motion  by  Dr. 
Martin  to  make  the  necessary  correction  was 
seconded  and  adopted. 

At  this  point  Council  was  advised  that  a sample 
survey  of  Virginia  physicians  had  illicited  a 70% 
response  thus  far.  Although  the  survey  revealed 
that  a considerable  number  of  physicians  are 
unfamiliar  with  the  PSRO  provisions  of  Public 
Law  92-603,  it  did  bring  out  that  most  physicians 


are  ready  and  willing  to  proceed  with  a PSRO 
in  Virginia. 

Dr.  Keeley  then  covered  the  proposed  PSRO 
plan  in  detail.  During  his  presentation,  it  was 
brought  out  that  the  Law  does  not  provide  for 
the  review  of  private  office  records  at  this  time. 

Upon  completion  of  his  presentation,  Dr.  Kee- 
ley introduced  Mr.  Edward  G.  Zivot  of  Ameri- 
can Health  Systems— a California-based  organiza- 
tion which  works  entirely  with  medical  societies 
and  foundations.  Mr.  Zivot  stated  that  his  or- 
ganization has  been  extremely  successful  in  guid- 
ing foundations  through  the  organizational  stages. 
It  can  negotiate  contracts  with  various  state  agen- 
cies, recruit  required  personnel,  assist  in  obtain- 
ing funds,  etc.  He  urged  the  Society  to  proceed 
and  persist  in  its  efforts  to  establish  the  type 
PSRO  it  desires.  It  was  pointed  out  that  a num- 
ber of  other  groups  and  organizations  would  be 
only  too  willing  to  step  in  and  do  the  job  if  the 
physicians  of  Virginia  failed  to  follow  through. 

It  was  then  moved  by  Dr.  Davis  that  the  report 
of  Dr.  Keeley ’s  Committee  (the  proposed  plan 
and  by-laws)  be  accepted  and  referred  to  the 
House  of  Delegates  for  final  action  in  October. 
The  motion  was  seconded  and  adopted. 

Dr.  Keeley  and  the  Committee  were  compli- 
mented on  an  excellent  job.  Dr.  Stark  indicated 
that  the  Committee  would  remain  active  until 
after  the  House  of  Delegates  has  acted. 

Continuing  Medical  Education 

Dr.  Carroll  reported  that  a subcommittee  of 
the  Committee  on  Medical  Education  had  pre- 
pared a report  which  would  soon  be  presented 
to  Council.  The  report  would  be  in  the  form  of 
a proposal  having  to  do  with  the  accreditation 
of  continuing  medical  education  within  the  State 
of  Virginia. 

Council  was  advised  that  the  State  Board  of 
Medicine,  during  its  most  recent  meeting,  had 
adopted  a resolution  recommending  legislation 
which  would  authorize  it  to  establish  continuing 
education  as  a condition  of  relicensure  of  all  per- 
sons licensed  by  the  Board.  The  resolution  also 
recommended  that  all  educational  requirements 
be  established  in  cooperation  with  those  profes- 
sional associations  represented  on  the  Board  and 
that  the  appropriate  association  be  contacted  be- 
fore any  refusal  to  relicense  is  issued. 

There  followed  considerable  discussion  during 
which  a number  of  suggestions  were  made.  Some 
thought  that  the  matter  should  be  tabled  until 
the  next  meeting  of  Council  and  others  thought 
that  the  State  Board  of  Medicine  should  be  ad- 
vised of  the  Society’s  action  on  PSRO  and  its 
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concern  over  the  content  and  timing  of  the  reso- 
lution. Attention  was  also  called  by  Dr.  Hill  to 
a recent  report  by  the  AMA  Board  of  Trustees. 

Dr.  Hotchkiss  then  moved  that  Council  recon- 
sider its  action  of  April  8 in  which  it  approved 
a statement  that  documentation  of  continuing  ed- 
ucation should  be  a requirement  for  licensed 
practitioners  in  the  State  of  Virginia.  The  motion 
further  recommended  that  continuing  education 
be  made  a requirement  for  membership  in  The 
Medical  Society  of  Virginia.  The  motion  was 
seconded. 

A suggestion  was  made  that  the  motion  be 
divided  into  two  parts  for  voting  purposes,  but 
a motion  to  that  effect  was  rejected.  It  was 
brought  out  that  should  the  motion  be  adopted, 
it  would  be  referred  to  the  House  of  Delegates 
for  final  action. 

The  motion  was  then  adopted. 

It  was  then  recommended  that  the  President 
write  the  President  of  the  Board  of  Medicine  and 
advise  him  of  Council’s  action.  The  letter  would 
contain  a request  that  the  Board  take  no  further 
action  until  after  the  House  of  Delegates  has 
met  in  October. 

Dr.  Stark  advised  Council  that  he  was  able  to 
stop  publication  in  the  Family  Practice  News  of 
an  article  having  to  do  with  continuing  medical 
education  in  Virginia  and  its  relation  to  relicen- 
sure. He  had  considered  the  timing  of  the  article 
very  poor  and,  consequently,  had  assured  the  Edi- 
tors that  a substitute  article  would  be  prepared 
immediately  following  the  meeting  of  Council. 
The  action  was  brought  to  the  attention  of  Coun- 
cil simply  as  a matter  of  information. 

Emergency  Medical  Services 

A number  of  groups  in  the  State  have  given 
considerable  thought  to  the  advisability  of  de- 
veloping a Comprehensive  Emergency  Medical 
Services  Planning  Council.  The  proposed  Coun- 
cil would  be  made  up  of  representatives  from  the 
General  Assembly,  Department  of  Health,  The 
Medical  Society  of  Virginia,  Virginia  Hospital 
Association,  medical  schools,  Virginia  Associa- 
tion of  Rescue  Squads  and  the  Association  of 
Firemen. 

It  was  brought  out  that  AMA  has  recently  rec- 
ognized the  increasingly  important  role  of  the 
physician  engaged  in  emergency  medical  practice. 
There  was  also  some  thought  that  The  Medical 
Society  of  Virginia  needs  a Committee  on  Emer- 
gency Medical  Services.  Such  a Committee  would 
provide  excellent  liaison  with  the  proposed  Emer- 
gency Medical  Services  Planning  Council  and 


would  enable  the  Society  to  carry  out  its  proper 
role. 

A motion  by  Dr.  Brown  authorizing  the  Pres- 
ident to  appoint  a Committee  on  Emergency 
Medical  Services  was  seconded  and  carried. 

Constitution  and  By-Laws 

The  Advisory  Committee  of  Past  Presidents 
has  spent  a great  deal  of  time  discussing  the  ad- 
visability and  feasibility  of  restructuring  the  So- 
ciety’s Constitution  and  By-Laws.  It  was  the 
Committee’s  opinion  that  our  present  By-Laws 
frequently  hinder  the  proper  functioning  of  the 
Society  and  often  interfere  with  needed  actions. 

It  was  the  Committee’s  recommendation  that 
Article  IX  of  the  By-Laws  be  completely  re- 
structured as  promptly  as  possible.  Mentioned 
was  the  fact  that  some  standing  committees  are 
so  constituted  that  they  cannot  perform  the  func- 
tions for  which  they  were  intended  and  others 
are  not  functioning  simply  because  there  is  no 
need. 

Although  the  Committee  was  not  unanimous 
concerning  a complete  revision  of  the  Constitu- 
tion and  By-Laws,  it  did  recognize  the  need  for 
considerable  change  and  a complete  overhaul. 
It  was  believed  that  legal  assistance  and  advice 
would  be  required. 

Dr.  Martin  expressed  the  feeling  that  many 
provisions  of  the  By-Laws  are  antiquated  and 
agreed  that  an  overhaul  of  the  Committee  system 
is  certainly  needed.  He  realized  that  a complete 
revision  of  the  By-Laws  cannot  be  accomplished 
overnight  and  suggested  that  only  the  more  criti- 
cal and  obvious  items  be  corrected  at  this  time. 
He  indicated  that  many  organizations  have  elim- 
inated their  Constitutions— incorporating  every- 
thing into  the  By-Laws.  Apparently  this  has 
worked  very  well  in  most  instances. 

It  was  then  moved  by  Dr.  Carroll  that  the 
Judicial  Committee  be  (directed  to  proceed  in 
accordance  with  the  recommendations  of  the 
Committee  of  Past  Presidents— directing  its  im- 
mediate attention  to  Article  IX  of  the  By-Laws 
and  other  Sections  requiring  immediate  attention. 
The  motion  also  provided  that  a complete  over- 
haul of  the  By-Laws  be  carried  out  as  recom- 
mended and  that  it  be  completed  within  a twelve- 
month  period.  The  motion  was  seconded  and 
adopted. 

Staff  Reorganization 

The  Advisory  Committee  of  Past  Presidents 
agreed  with  the  Executive  Vice  President  that 
the  staff,  as  presently  constituted,  is  not  geared 
to  do  the  complete  job  now  being  demanded  of 
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it.  It  was  pointed  out  that  the  membership  has 
reached  the  4,400  level  and  continues  to  grow. 
Present  staff  members  have  for  some  time  been 
restricted  by  an  unusually  large  volume  of  routine 
administrative  work  and  consequently  unable  to 
effectively  plan  for  a future  which  will  bring 
with  it  demands  for  services  in  new  and  hitherto 
unexplored  areas. 

A proposed  table  of  organization  was  reviewed 
and  it  was  noted  that  it  contained  five  distinct 
service  areas.  It  called  for  an  addition  of  two 
staff  members  and  an  additional  basic  expenditure 
of  $20,000  per  year.  Pointed  out  also  was  the 
fact  that  the  Society’s  income  this  year  will 
approximate  $250,000  but  that  total  expenses  will 
quite  likely  exceed  $260,000.  It  was  estimated 
that  future  needs  would  require  a minimum  budg- 
et of  $280,000.  As  a result,  it  was  the  Commit- 
tee’s recommendation  that  active  membership 
dues  be  increased  from  $60  to  $85. 

A question  was  raised  concerning  additional 
office  space  and  two  alternatives  were  discussed. 
There  was  some  thought  that  the  conference 
room  could  be  partitioned  in  such  manner  as  to 
provide  for  a committee  room  and  two  offices. 
Should  this  suggestion  be  turned  down,  the  only 
solution  would  be  to  construct  an  additional  wing 
on  the  building. 

It  was  then  moved  by  Dr.  Hagood  that  Coun- 
cil approve  the  proposed  staff  reorganization  and 
recommended  dues  increase.  The  motion  also 
called  for  the  appointment  of  an  ad  hoc  commit- 
tee to  study  the  headquarters  building  and  make 
recommendations  concerning  its  expansion  or 
modification.  The  motion  was  seconded  and 
carried. 

The  Waltons 

Dr.  Warthen  noted  that  the  TV  series  known 
as  “The  Waltons”  had  captured  the  interest  of 
the  Nation  with  its  portrayal  of  life  in  rural 
Virginia  and  that  those  episodes  having  to  do 
with  medicine  had  been  unusually  well  received. 
He  stated  that  the  author  of  the  series,  Earl  Ham- 
ner,  Jr.,  is  a Virginian  who  was  actually  born  and 
raised  in  the  house  depicted  on  the  screen. 

It  was  Dr.  Warthen’s  feeling  that  The  Medical 
Society  of  Virginia  should  recognize  the  contri- 
bution that  Mr.  Hamner  has  made  and  that  an 
appropriate  letter  of  commendation  and  appre- 
ciation should  be  directed  to  him.  A motion  to 
this  effect  was  seconded  and  carried. 

Virginia  POWs 

Council  was  advised  that  The  Medical  Society 
of  Virginia  had  honored  Dr.  Harold  Kushner, 
Danville,  during  the  recent  AMA  meeting  in 


New  York.  Dr.  Kushner,  the  Nation’s  only 
physician  POW  of  the  Viet-Nam  war,  was 
awarded  honorary  active  membership  in  the 
Society.  It  was  agreed  that  Dr.  Kushner  should 
be  invited  to  attend  the  Annual  Meeting  in  Nor- 
folk and  Dr.  Stark  indicated  that  such  an  invi- 
tation would  be  issued. 

It  was  then  brought  out  that  Virginia  is  the 
home  of  several  other  physicians  who  were  pris- 
oners of  war  during  other  conflicts.  The  Secre- 
tary was  requested  to  obtain  as  accurate  a list 
as  possible  for  the  next  Council  meeting. 

State  Fair  Exhibit 

The  State  Department  of  Health  was  reported 
as  anxious  to  obtain  Society  endorsement  of  an 
exhibit  on  hypertensive  screening  which  it  plans 
to  sponsor  during  the  State  Fair.  The  exhibit 
will  be  manned  by  public  health  nurses  and  vol- 
unteers from  the  Virginia  and  Richmond  Heart 
Associations.  The  Department  will  have  the  co- 
operation of  the  U.  S.  Public  Health  Service  and 
has  stated  that  reports  of  a positive  nature  ob- 
tained through  the  screening  procedure  will  be 
referred  to  the  family  physicians  concerned. 

A motion  by  Dr.  Davis  to  endorse  the  exhibit 
was  seconded  and  carried. 

Prayer  Breakfast 

It  was  recalled  that  Council  had  directed  that 
every  effort  be  made  to  hold  prayer  breakfasts 
whenever  possible  during  Annual  Meetings.  Such 
a breakfast  is  being  planned  for  the  1973  Annual 
Meeting  by  the  Committee  on  Medicine  and 
Religion. 

1974  Travel  Program 

Dr.  Martin  reported  that  several  possibilities 
for  the  Society’s  annual  two-week  travel  seminar 
have  been  proposed.  INTRAV  would  once  again 
be  the  travel  agency  involved.  He  stated  that 
he  had  talked  to  a number  of  members  and  most 
seemed  to  prefer  a European  Adventure.  Conse- 
quently, he  recommended  that  the  Society  spon- 
sor a trip  to  Geneva,  Vienna  and  West  Berlin 
with  a July  8,  1974,  departure  date.  A motion 
of  approval  was  seconded  and  carried. 

Dr.  Martin  also  indicated  that  shorter  trips 
would  probably  prove  popular  and  recommended 
that  one  or  two  be  tried  during  the  Fall  and 
Winter  months.  His  motion  to  sponsor  a shorter 
trip  was  seconded  and  carried. 

Immunity  for  Peer  Review  Committees 

Council  learned  that  a number  of  inquiries  have 
been  received  concerning  immunity  from  civil 
liability  when  serving  on  peer  review  committees. 
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It  was  also  learned  that  the  Virginia  Dental  Asso- 
ciation had  expressed  a wish  to  work  with  The 
Medical  Society  of  Virginia  in  an  effort  to  ob- 
tain enactment  of  protective  legislation.  Some 
states  already  have  such  laws  in  effect  and  a bill 
recently  approved  by  the  Kentucky  General 
Assembly  was  reviewed. 

It  was  then  moved  by  Dr.  Hagood  that  the 
matter  be  referred  to  the  Legislative  Committee 
for  appropriate  action.  The  motion  was  seconded 
and  carried. 

House  Staff  and  AMA  Meetings 

The  American  Medical  Association  has  recom- 
mended that  state  medical  societies  sponsor  the 
attendance  of  at  least  one  house  staff  member  at 
all  AMA  conventions.  The  expenses  of  such  rep- 
resentatives would  be  paid  in  full  by  the  sponsor. 

After  considerable  discussion,  it  was  moved 
by  Dr.  Williams  that  the  matter  be  tabled.  The 
motion  was  seconded  and  adopted. 

Blue  Shield  Form 

Council  gave  careful  consideration  to  a resolu- 
tion recently  adopted  by  the  Tri-County  Medical 
Society  concerning  the  current  Blue  Shield  claim 
form.  The  resolution  stated  that  the  form  intro- 
duces an  unnecessary  third  diagnostic  code  and 
places  an  intolerable  data  collecting  burden  upon 
the  physician  and  his  office  staff.  The  Tri-County 
statement  also  expressed  the  feeling  that  The 
Medical  Society  of  Virginia  should  adopt  a com- 
mon and  simple  insurance  form  and  a single  diag- 
nostic code  for  standard  reporting. 

It  was  learned  that  the  National  PSRO  Office 
is  very  much  interested  in  the  development  of 
standard  claim  procedures  and  that  the  answer  to 
the  problem  might  well  be  found  when  PSROs 
become  a nationwide  reality. 

Council  was  informed  that  a number  of  letters 
had  recently  been  received  in  the  State  office 
from  individual  physicians  urging  the  Society 
to  develop  a standard  form  for  use  by  all  carriers 
operating  in  Virginia.  It  was  agreed  that  the  pos- 
sibility of  such  action  deserved  much  considera- 
tion. It  was  also  agreed  that  the  Tri-County 
Medical  Society  should  be  accepted  for  infor- 
mation purposes. 

Board  of  Health  Resolution 

The  General  Assembly,  during  its  most  recent 
Session,  enacted  conditional  legislation  which 
would  establish  a new  Department  of  Conserva- 
tion, Development  and  Natural  Resources  and  re- 
locate to  that  Department  responsibility  for  sew- 
age and  solid  waste  disposal. 


Fear  was  expressed  that  more  and  more  respon- 
sibilities having  to  do  with  health  are  being  taken 
away  from  the  true  health  professionals.  Conse- 
quently, a motion  by  Dr.  Martin  to  endorse  the 
following  resolution  adopted  by  the  State  Board 
of  Health  was  seconded  and  carried: 

“Whereas,  the  General  Assembly  of  Vir- 
ginia in  1973  passed  conditional  legislation  to 
establish  a new  Department  of  Conservation, 
Development  and  Natural  Resources  and  to 
relocate  to  that  department  responsibility  for 
sewage  and  solid  waste  disposal;  and 

“Whereas,  the  General  Assembly  is  con- 
tinuing its  studies  and  hearings  on  the  estab- 
lishment of  this  new  department;  now,  there- 
fore, be  it 

“Resolved,  that  the  State  Board  of  Health 
hereby  reaffirms  its  actions  of  April  7,  1971, 
and  February  7,  1973,  and  restates  its  position 
that  the  disposal  of  human  waste  and  solid 
waste,  as  well  as  the  protection  of  drinking 
water  supplies,  is  primarily  a matter  which 
affects  the  health  of  the  public  and,  accord- 
ingly, the  control  activities  related  to  these 
systems  should  remain  under  the  auspices  of 
the  State  Health  Department;  and  be  it  further 
“Resolved,  that  the  Board  desires  to  com- 
municate its  position  on  this  proposal  to  the 
legislative  committee  carrying  out  the  continu- 
ing study  and  public  hearings  as  well  as  to 
organizations  and  agencies  primarily  concerned 
with  the  health  of  the  citizens  of  the  Common- 
wealth.” 

Health  Resources  and  Care  in  Virginia  Jails 

The  American  Medical  Association  has  re- 
cently surveyed  the  availability,  nonavailability 
and  status  of  health  resources  and  health  care 
in  Virginia  jails  and  copies  of  the  survey  have 
been  made  available  to  the  Society.  The  survey 
was  undertaken  for  the  purpose  of  obtaining  in- 
formation which  would  provide  a better  approach 
for  the  development  of  its  program  to  assist  cor- 
rectional facilities  in  improving  their  medical  and 
health  care  services. 

A question  was  raised  as  to  whether  the  So- 
ciety should  take  any  additional  action  and  it  was 
moved  by  Dr.  Respess  that  an  appropriate  com- 
mittee study  the  material  and  consult  with  Dr. 
Shanholtz  as  to  what  further  action,  if  any,  should 
be  taken.  The  motion  was  seconded  and  carried. 

Osteopathy 

An  application  for  membership  in  The  Medical 
Society  of  Virginia  was  recently  received  from 
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an  osteopath  who  holds  membership  in  a com- 
ponent medical  society.  Although  the  applica- 
tion was  in  good  order,  Society  By-Laws  do  not 
appear  to  permit  such  membership  in  The  Medi- 
cal Society  of  Virginia  at  this  time. 

It  was  brought  out  that  the  AMA  favors  efforts 
to  absorb  osteopaths  into  the  membership  of  state 
societies  and  that  such  action  is  taking  place  more 
and  more  over  the  Nation. 

It  was  then  moved  by  Dr.  Cook  that  Council 
approve  membership  for  osteopaths  who  are 
members  in  good  standing  of  component  medical 
societies  and  that  the  matter  be  referred  to  the 
Judicial  Committee  for  necessary  follow-through. 
The  motion  was  seconded  and  carried. 

Legislative  Report 

Mr.  Osburn  reported  that  the  Legislative  Com- 
mittee is  already  preparing  for  the  1974  Session 
of  the  General  Assembly  and  will  have  a com- 
plete legislative  package  ready  for  the  House  of 
Delegates  in  October.  He  indicated  that  a great 
deal  of  progress  had  been  made  in  developing 
widespread  interest  in  a defective  delinquent  law. 
Although  a sizable  capital  outlay  would  be  re- 
quired to  implement  such  a law  if  enacted,  every- 
one contacted  thus  far  believes  that  it  would  be 
justified  because  of  the  crime  deterrent  factor. 

Other  matters  of  interest  at  this  particular  time 
have  to  do  with  bringing  Virginia’s  abortion  law 
in  line  with  recent  rulings  of  the  Supreme  Court 
and  affording  some  protection  to  physicians 
where  malpractice  suits  are  concerned. 

Mr.  Osburn  indicated  that  the  Committee  will 
hold  its  next  meeting  in  late  August  to  review 
those  bills  not  passed  by  the  General  Assembly  in 
1973  and  requested  as  much  advance  notice  as 
possible  concerning  any  legislation  which  might 
be  sought  by  component  societies. 

Total  Disability 

The  Society  was  recently  contacted  concerning 
the  possibility  of  obtaining  medical  opinions  on 
cases  involving  total  disability  when  insurance 
carriers  reach  an  impasse  with  attending  physi- 
cians. This  would,  in  effect,  place  the  Society  in 
the  role  of  an  arbiter. 


Following  considerable  discussion  it  was  moved 
by  Dr.  Williams  that  the  insurance  carrier  con- 
cerned be  advised  that  the  matter  appears  to  be 
one  for  the  carrier  rather  than  the  Society.  The 
motion  was  seconded  and  carried. 

Reference  Committees 

Dr.  Hagood  expressed  the  thought  that  Refer- 
ence Committees  of  the  House  of  Delegates 
should  be  appointed  prior  to  the  meeting  in  order 
that  they  might  have  an  opportunity  to  become 
familiar  with  many  of  the  items  to  come  before 
them.  This  raised  a question  as  to  how  Com- 
mittee members  could  best  be  appointed.  Should 
the  appointments  be  made  during  District  cau- 
cuses held  before  the  meeting  or  should  they  sim- 
ply be  appointed  by  the  Speaker  ahead  of  time? 
There  were  many  who  believed  that  Vice-Coun- 
cilors should  be  appointed  to  Reference  Commit- 
tees and  it  was  generally  agreed  that  this  repre- 
sented a good  approach  to  the  problem. 

It  was  then  moved  by  Dr.  Respess  that  the 
Rules  of  Procedure  for  the  House  be  rewritten 
in  such  manner  as  to  provide  for  appointment  of 
Vice-Councilors  to  the  Committees  provided  that 
they  are  members  of  the  House.  The  motion  was 
seconded  and  adopted. 

Specialty  Society  Liaison 

Dr.  Martin  advised  Council  that  he  hoped  to 
work  very  closely  with  the  various  specialty  so- 
cieties during  his  Presidential  year.  One  of  his 
goals  is  to  establish  the  best  possible  working 
relationship  with  the  various  groups.  He  ex- 
pressed the  hope  that  he  would  be  able  to  attend 
many  of  the  specialty  society  meetings  and  briefly 
address  their  memberships  if  at  all  possible. 
Everyone  agreed  that  this  was  a most  worthwhile 
objective. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Carl  E.  Stark,  M.D.,  President 
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The  Medical  Society  of  Virginia 

Holiday  Inn-Scope 
Norfolk,  Virginia 
October,  18-21,  1973 


THURSDAY,  OCTOBER  18 
9:00  A.M. 
COUNCIL 
Nansemond  Room 


2:00  P.M. 

HOUSE  OF  DELEGATES 
West*  Ballroom 


SPECIAL  EVENTS 

THURSDAY,  OCTOBER  18 

Council,  The  Medical  Society  of  Virginia 

9:00  A.M.— Business  Session  (Nansemond 
Room) 

12:00  Noon— Luncheon  (Portsmouth  Room) 

Southern  Medical  Association  Councilors 

12:30  P.M.— Luncheon  (Virginia  Beach  Room) 

House  of  Delegates,  The  Medical  Society  of  Vir- 
ginia 

2:00  P.M.— West  Ballroom 
VaMPAC 

6:00  P.M.— Reception  (East  Ballroom) 

7:30  P.M.— Banquet  (West  Ballroom) 

FRIDAY  MORNING,  OCTOBER  19 
9:00  A.M. 

Session  "A" — EAST  BALLROOM 

Welcome  and  Preliminary  Announcements— 
James  S.  Kitterman,  M.D.,  Chairman,  Commit- 
tee on  Arrangements. 

SCIENTIFIC  PROGRAM 

Alvin  E.  Conner,  M.D.,  Manassas,  Presiding. 
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Panel  on  Medical  Education— An  in-depth  re- 
port from  Virginia’s  Medical  Schools 

9:00  A. M.— John  R.  Jones,  M.D.,  Executive 
Associate  Dean,  Medical  College  of  Virginia, 
Richmond. 

9:15  A.M.— James  W.  Craig,  M.D.,  Associate 
Dean,  University  of  Virginia  School  of  Med- 
icine, Charlottesville. 

9:30  A. M.— Robert  T.  Manning,  M.D.,  Dean, 
Eastern  Virginia  Medical  School,  Norfolk. 

9:45  A Ad.— Question  and  Answer  period. 

10:00  A.M.— Problem  Oriented  Private  Prac- 
tice of  Internal  Medicine— Ray  H.  Smith, 
M.D.,  Richmond. 

The  problem  oriented  system  is  ideally  suited  for 
the  private  physician  in  internal  medicine  and  espe- 
cially for  physicians  in  partnership  or  group  practice. 
The  fundamental  components  of  the  system  include 
the  data  base,  problem  list,  initial  plans,  progress 
notes,  and  flow  records.  Methods  of  formulating  a 
data  base  and  other  components  of  the  system  and 
the  practical  application  of  incorporating  these  com- 
ponents into  the  office  and  hospital  record  are  dis- 
cussed. 

10:15  A.M.— A Computerized  Medical  Prac- 
tice Support  System— Robert  A.  Reid,  M.D., 
Charlottesville. 

A computerized,  on-line,  problem-oriented,  medi- 
cal information  system  has  been  developed  for  use 
by  the  private  practicing  physician.  The  system  is 
designed  so  that  entry  of  clinical  data  automatically 
provides  information  for  billing  the  patient.  It  main- 
tains records  of  growth  and  development,  vaccina- 
tions, problems,  and  medications  as  well  as  providing 
rapid  communications  between  the  offices  of  col- 
leagues. 

A single  record  about  each  patient  is  available  to 
each  physician  in  the  community  if  given  the  proper 
keys  by  his  patient.  Figures  on  cost  will  be  presented. 

10:30  A.M.— What’s  New  in  the  Virginia 
Medical  Examiner  System?— David  K. 
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Wiecking,  M.D.,  LLB,  Chief  Medical  Exam- 
iner, Richmond. 

10:45  A.M.— Question  and  Answer  period. 


11:00  A.M.— Coffee  in  the  Exhibit  Hall. 


Symposium  on  Common  Problems  of  the  Pre- 
School  Child— Sponsored  by  Virginia 
Pediatric  Society. 

11:30  A.M.— The  Hyperkinetic  Child— Ron- 
ald B.  David,  M.D.,  Richmond. 

11:45  A.M.— Diagnosis  and  Management  of 
Growth  Problems  in  the  Pre-School 
Child— R.  B.  Young,  M.D.,  Richmond. 

12:00  Noon— Infant  Nutrition— Current 
Concepts— David  Draper,  M.D.,  Richmond. 

12:15  P.M.— Question  and  Answer  period. 

12:30  P.M.— Recess. 


9:00  A.M. 

Session  "B"— JAMES-ELIZABETH  ROOMS 

Duncan  S.  Owen,  Jr.,  M.D.,  Richmond,  Presiding. 

9:00  A.M. —Baker’s  Cysts  in  Children— Ed- 
ward B.  MacMahon,  M.D.,  Alexandria. 

A review  of  44  cases  of  excision  of  a Baker’s  Cyst 
in  children  under  ten  years  revealed  almost  no  pre- 
operative disability  and  the  average  time  of  observa- 
tion prior  to  surgery  was  two  months.  This  review 
suggested  that  the  expected  benefits  from  surgery 
were  not  justified  by  the  risks  of  general  anesthesia, 
intubation,  tourniquet  and  surgery.  It  has  been  no- 
ticed that  this  condition  is  most  common  at  about 
the  age  of  five  years  but  that  one  does  not  see  this 
condition  in  teenagers  when  of  long  duration.  This 
implied  spontaneous  disappearance  of  the  Cyst  if 
enough  time  were  allowed. 

To  evaluate  this  question,  a joint  study  by  The 
Medical  Society  of  Virginia  was  begun  and,  to  date, 
42  Cysts  have  been  followed  in  this  registry.  Its 
findings  will  be  discussed. 

9:15  A.M.— Experience  With  Total  Knee 
Replacement— Charles  M.  James,  M.D.,  Jo- 
seph Mensch,  M.D.,  and  Fayette  McElhan- 
non,  M.D.,  Richmond. 

This  paper  deals  with  the  use  of  the  Geometric 
Total  Knee  Replacement  Arthroplasty.  An  objective 


rating  system  has  been  devised  to  rate  the  patients 
pre-  and  post-operatively.  Thus  far  the  device  has 
satisfied  the  criteria  for  successful  Arthroplasty.  It 
has  maintained  motion  and  relieved  pain.  Appropri- 
ate slides  and  movies  of  patients  will  be  shown. 

9:30  A.M.— The  Flexible  Fiberoptic  Bron- 
choscope, A New  and  Useful  Clinical 
Tool— Emil  J.  Kleinholz,  Jr.,  M.D.,  Rich- 
mond. 

Since  its  introduction  in  Japan  in  1968  the  flexible 
fiberoptic  bronchoscope  has  proved  itself  to  be  a 
valuable  clinical  tool  in  the  diagnosis  and  treatment 
of  pulmonary  disorders.  Some  of  its  advantages  are: 
(1)  Ease  of  application,  (2)  Increased  patient  com- 
fort, (3)  Increased  range  of  visualization  of  the 
tracheo-bronchial  tree,  (4)  Improved  methods  for 
obtaining  tissue  for  diagnosis,  and  (5)  Photographic 
capabilities  which  enhance  teaching  of  disorders  of 
the  respiratory  system. 

Experience  with  the  Fiberoptic  Bronchoscope  in 
150  patients  will  be  discussed  and  case  histories  with 
appropriate  slides  will  be  presented. 

9:45  A.M.— Question  and  Answer  period. 

10:00  A.M.— Pediatric  Plastic  Surgery— A 
paper  sponsored  by  Virginia  Society  of  Plas- 
tic and  Reconstructive  Surgeons— Richard  A. 
Mladick,  M.D.,  Norfolk. 

There  are  many  common  problems  seen  in  the 
practice  of  the  family  physician,  pediatrician,  gen- 
eral surgeon,  orthopedic  surgeon,  etc.,  in  which  the 
principles  of  plastic  surgery  may  play  an  important 
role.  This  paper  details  the  handling  of  many  such 
problems  including  dog  bites,  human  bites,  lawn 
mower  injuries,  fractured  noses  and  other  common 
types  of  trauma.  Other  subjects  discussed  will  in- 
clude common  types  of  pediatric  burns,  pediatric 
head  and  neck  tumors,  etc. 

In  addition,  a brief  run-down  will  also  be  given 
as  to  the  current  thoughts  on  an  age  at  which  a cleft 
lip  and  a cleft  palate  surgery  should  be  repaired  and 
when  protuberant  ears  should  be  set  back.  The  talk 
is  liberally  illustrated  with  slides  and  diagrams. 

10:30  A.M.— Management  of  Ruptured  Ab- 
dominal Aortic  Aneurysms— Jock  R. 
Wheeler,  M.D.,  Norfolk. 

A series  of  30  patients  who  were  operated  upon 
for  ruptured  abdominal  aortic  aneurysms  are  pre- 
sented. These  cases  represent  a five-year  inclusive 
series  of  the  author’s  private  patients.  Factors  in- 
fluencing morbidity  and  mortality  are  emphasized. 
Indications  and  techniques  of  intro-operative  and 
post-operative  monitoring  of  arterial  blood  gases  and 
arterial  pressures  are  outlined.  The  value  of  a special 
cardiovascular  intensive  care  unit  is  described.  This 
series  reveals  an  overall  mortality  rate  of  36.7%.  In 
the  past  three  years  the  mortality  rate  has  dropped 
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to  16.6%.  Factors  contributing  to  this  improvement 
are  outlined. 

The  technical  aspects  of  operative  management 
are  described,  including  the  use  of  straight  replace- 
ment grafts  and  routine  gastrostomy  tubes. 

10:45  A.M.— Question  and  Answer  period. 


11:00  A.M.— Coffee  in  Exhibit  Hall. 


11:30  A.M.— Primary  Care  as  an  Academic 
Discipline— Sponsored  by  Virginia  Academy 
of  Family  Physicians— Fitzhugh  Mayo,  M.D., 
Richmond. 

Until  recent  years  there  has  been  complete  ignor- 
ance concerning  the  content  of  primary  care.  Educa- 
tion in  primary  care  is  dependent  on  knowledge  of 
its  content.  An  information  system  is  described 
which  is  being  used  to  define  primary  care. 

11:45  A.M.— Acute  Alcoholic  Pancreatitis: 
Effect  of  Clinical  Presentation  and  Ther- 
apies on  Outcome  at  Veterans  Admin- 
istration Hospital— Donald  M.  Switz,  M.D., 
Richmond. 

Because  previous  discussions  of  acute  pancreatitis 
have  neither  compared  the  effect  of  clinical  presenta- 
tion nor  therapeutic  efforts  on  outcome,  102  sequen- 
tial admissions  to  all  services  at  the  McGuire  V.A. 
Hospital  during  1971  with  a diagnosis  of  acute  pan- 
creatitis were  reviewed  to  evaluate  the  outcome. 
Various  exclusive  clinical  subgroups  were  examined 
to  discover  their  effect  on  the  duration  of  hospital- 
ization. 

This  paper  discusses  the  various  therapies  given 
and  their  results.  It  reports  some  striking  conclusions. 

12:00  Noon— Experiences  With  Medico-Care 
in  Indonesia— Arthur  A.  Kirk,  M.D.,  Ports- 
mouth. 

Medico,  which  is  a branch  of  CARE  run  by  phy- 
sicians on  a voluntary  basis,  has  for  several  years 
promoted  medical  care  and  education  in  medically 
undeveloped  countries. 

The  author,  in  1972,  visited  Indonesia  and  assisted 
in  the  training  of  orthopaedic  residents  in  Central 
and  Fatmawati  Hospitals  in  Djakarta.  Many  unusual 
cases  were  examined  and  treated. 

He  feels  strongly  that  this  type  of  program  for 
training  physicians  and  specialists  on  their  home 
ground  is  much  superior  to  having  them  come  to 
this  country— never  to  return  home. 

12:15  P.M.— Question  and  Answer  period. 

12:30  P.M.— Recess. 


FRIDAY  AFTERNOON,  OCTOBER  19 
2:00  P.M. 

General  Session— EAST  BALLROOM 

Harry  G.  Hager,  M.D.,  Williamsburg,  Presiding. 

2:00  P.M.— Symposium— Arranged  and  Spon- 
sored by  Virginia  Obstetrical  and  Gyne- 
cological Society. 

3:15  P.M.— Question  and  Answer  period. 
3:30  P.M.— Adjourn. 


3:00  P.M. 

Reference  Committee  #1— Civic  Room 
Reference  Committee  #2—  Portsmouth  Room 
Reference  Committee  # 3— Virginia  Beach  Room 


SPECIAL  EVENTS 

FRIDAY,  OCTOBER  19 

VaMPAC 

7:30  A.M.— Breakfast— Board  of  Directors 
(Civic  Room) 

Virginia  Society  of  Internal  Medicine 
7:30  A.M.— Breakfast  (Suite  700/701) 

American  Association  of  Public  Health  Physi- 
cians, Virginia  Chapter 
7:30  A.M.— Breakfast  (Nansemond) 

Virginia  Obstetrical  & Gynecological  Society 
T.00  P.M.— Luncheon  (Nansemond) 

American  College  of  Physicians,  Virginia  Section 
1:00  P.M. —Luncheon  (West  Ballroom) 

Virginia  Industrial  Medical  Association 
1:00  P.M.— Luncheon  (Suite  700/701) 

Medical  College  of  Virginia  Medical  Alumni  As- 
sociation 

6:00  P.M.— Reception  (Portsmouth-Virginia 
Beach  Rooms) 

7:00  P.M.— Banquet  (East  Ballroom) 

Jefferson  Medical  College  Alumni  Association 
6:30  P.M.— Reception  (Nansemond  Room) 

University  of  Virginia  Medical  Alumni  Associa- 
tion 

6:30  P.M.— Reception  (West  Ballroom) 

7:30  P.M.— Banquet  (West  Ballroom) 


Volume  100,  September,  1973 


835 


Virginia  Dermatological  Society 
7:00  P.M.— Dinner  (James-Elizabeth  Rooms) 


SATURDAY  MORNING,  OCTOBER  20 
9:00  A.M. 

Session  "A" — WEST  BALLROOM 

John  A.  Owen,  Jr.,  M.D.,  Charlottesville,  Pre- 
siding. 

SCIENTIFIC  PROGRAM 

Symposium  on  Contact  Dermatitis— Sponsored 
by  Virginia  Dermatological  Society.  R. 
Campbell  Manson,  M.D.,  Richmond,  Mod- 
erator. 

9: 00  A.M.— William  Jordan,  M.D.,  Richmond. 

9:15  A.M .—Guest  Speaker— Alexander  A. 
Fisher,  M.D.,  New  York. 

9:45  A.M.— Question  and  Answer  period. 

10:00  A.M.— Panel  on  Current  Progress  in 
the  Management  of  Prostatic  Cancer— 
Sponsored  by  Virginia  Urological  Society. 

Participants  will  be  members  of  the  Virginia 
Urological  Society.  Warren  W.  Koontz,  Jr., 
M.D.,  Richmond,  Moderator. 

Estimates  of  cancer  incidence  reveal  that  cancer 
of  the  prostate  is  the  fourth  leading  cancer  in  men. 
The  necessity  for  early  diagnosis  with  adequate  man- 
agement is  reflected  in  the  high  curability  rate  of 
prostatic  cancer  when  it  remains  localized.  However, 
when  first  seen  only  5%  of  all  prostatic  cancer  pa- 
tients are  candidates  for  curative  surgery.  This  panel 
will  review  the  epidemiology  and  staging  of  prostatic 
cancer  and  the  significant  advances  that  have  been 
made  in  the  diagnosis  and  therapy  of  this  disease 
in  the  past  several  years.  These  include  surgery, 
radiotherapy,  chemotherapy  and  immunological 
techniques. 

10:30  A.M.— Experience  With  Acupuncture 
—Stephen  Chu,  M.D.,  Richmond. 

The  art  of  acupuncture  has  been  applied  in  China 
for  many  centuries.  Treatment  of  pain  has  been  the 
area  in  which  acupuncture  has  shown  best  results. 
Reports  from  Mainland  China  have  demonstrated 
recently  that  acupuncture  can  be  used  even  to  pro- 
vide anesthesia  for  surgery.  Not  much  is  known  in 
the  West  about  this  type  of  treatment  and  so  far 
there  is  not  an  acceptable  theory  to  explain  its  mode 
of  action.  The  experience  with  more  than  50  pa- 
tients will  be  presented. 


10:45  A.M.— Question  and  Answer  period. 


11:00  A.M.— Coffee  in  the  Exhibit  Hall. 


Panel  on  Hypertension— A New  Approach 

11:30  A.M.— What  Is  A Good  Hypertensive 
Workup?  Who  Needs  It?  A.  Jarrell  Raper, 
M.D.,  Richmond. 

11:45  A.M.— Who  Needs  Treatment  For 
Hypertension?  Arthur  S.  Gear,  Jr.,  M.D., 
Richmond. 

12:00  Noon— Practical  Management  of  Hy- 
pertension. A.  Jarrell  Raper,  M.D.,  Rich- 
mond. 

12:15  P.M.— Question  and  Answer  period. 

12:30  P.M.— Recess. 


9:00  A.M. 

Session  "B" — JAMES-ELIZABETH  ROOMS 

Edward  D.  Levy,  M.D.,  Norfolk,  Presiding. 

9: 00  A.M.— Osteodystrophy  in  the  Dialyzed 
Uremic— Seven  Years’  Experience— F.  B. 
Westervelt,  Jr.,  M.D.,  and  N.  O.  Atuk,  M.D., 
Charlottesville. 

Uremia  predisposes  patients  to  bone  disease  by 
means  of  impaired  Vitamin  D effectiveness,  calcium 
deficiency,  hyperparathyroidism  and  acidosis.  Long- 
term hemodialysis,  partially  successful  in  alleviating 
other  manifestations  of  uremia,  does  not  itself  con- 
trol osteodystrophy,  and  may  facilitate  its  progres- 
sion. 

The  intricacies  of  substitution  therapy  are  no- 
where better  exemplified  than  in  the  manipulation 
of  the  multiple  influences  on  skeletal  integrity.  Well 
conceived  dialysis  must  be  integrated  with  diet  and 
drug  treatment  for  the  best  effect.  The  details  of 
our  current  approach  will  be  discussed. 

9:15  A.M.— Catecholamines,  Renin  and 
Hypertension  in  Terminal  Renal  Failure 
— N.  O.  Atuk,  M.D.,  F.  B.  Westervelt,  Jr., 
M.D.,  and  J.  Roman,  M.D.,  Charlottesville. 

The  role  of  endogenous  catecholamines  and  their 
contribution  to  renin  release  and  hypertension  in 
renal  failure  have  been  explored.  Fifteen  patients 
with  advanced  renal  failure  and  13  patients  with 
terminal  renal  failure  on  dialysis  were  studied.  The 
data  suggest  that  in  advanced  and  far-advanced  renal 
failure  circulating  catecholamines  are  increased.  De- 
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creased  enzymatic  inactivation  as  well  as  decreased 
excretion  of  the  amines  may  contribute  to  high 
circulating  catecholamines  levels  and  high  renin  hy- 
pertension in  renal  failure. 

9:30  A.M.— Androgenic  Steroids  in  Anemia 
of  Chronic  Renal  Failure— Duane  G. 
Wombolt,  M.D.,  and  Norma  Oiler,  M.D., 
Norfolk. 

One  of  the  most  difficult  problems  in  management 
of  patients  with  chronic  renal  failure  is  that  of 
severe  anemia.  Shaldon  reported  on  the  beneficial 
effects  of  androgenic  steroids  in  stimulating  erythro- 
poiesis  in  patients  with  chronic  renal  disease.  Follow- 
ing this  preliminary  report  we  have  undertaken  the 
evaluation  of  large  dose  androgenic  steroids  on  the 
anemia  of  patients  in  a chronic  hemodialysis  pro- 
gram. Because  of  blood  loss  in  the  coil  with  dialysis, 
all  patients  were  started  on  maintenance  oral  iron 
therapy  and  also  given  folic  acid.  The  study  was 
started  in  September,  1971,  and  is  ongoing.  The 
treatment  and  results  will  be  outlined. 

9:45  A.M.— Hemoglobin  Ai  in  Normal  and 
Diabetic  Pregnancy— Mark  Koury,  M.D.— 
Paper  accepted  while  4th  Year  Medical  Stu- 
dent, Charlottesville. 

A minor  component  of  human  hemoglobin,  Hb 
Ale,  has  been  found  to  be  increased  two  or  three- 
fold in  adult  diabetics.  To  distinguish  between  an 
inherited  and  acquired  hemoglobinopathy,  the  rela- 
tionship of  HbAI  concentration  to  the  pregnant 
state  was  studied  in  non-diabetic  (15),  suspected 
diabetic  (8)  and  treated  diabetic  (3)  patients.  Blood 
samples  were  obtained  during  the  third  trimester 
of  pregnancy  and,  in  12  patients,  post-partum  as 
well. 

Both  gestational  and  treated  diabetes  showed  in- 
creased levels  of  HbAI  in  the  third  trimester;  levels 
in  suspect  diabetes  were  not  significantly  increased. 
The  gestational  diabetics  also  showed  a further  sig- 
nificant increase  in  HbAI  concentration  post-par- 
tum. The  implications  of  these  findings  will  be  dis- 
cussed. 

10:00  A.M.— Question  and  Answer  period. 


10:15  A.M.— Coffee  in  the  Exhibit  Hall. 


10:45  A.M.— Current  Status  and  Uses  of 
Galium  67  in  Nuclear  Medicine— Alton  R. 
Sharpe,  Jr.,  M.D.,  Melvin  J.  Fratkin,  M.D., 
and  Jerry  Hirsch,  Pharm.  D.,  Richmond. 

11:00  A.M.— Panel  on  Uterine  Cancer— Spon- 
sored by  Professional  Education  Committee 
of  Virginia  Division  of  the  American  Cancer 


Ludovic  J.  DeVocht,  M.D.,  Alexandria, 
Moderator. 

Discussion  by  panel  members  will  include  the  cur- 
rent status  of  diagnosis  and  therapy  of  pre-malignant 
and  malignant  lesions  of  the  uterus. 

12:15  P.M.— Question  and  Answer  period. 
12:30  P.M.— Recess. 


SATURDAY  AFTERNOON,  OCTOBER  20 
2:00  P.M. 

General  Session— WEST  BALLROOM 

Duncan  S.  Owen,  Jr.,  M.D.,  Richmond,  Presid- 
ing. 

2:00  P.M.— Transphenoidal Microsurgery 
for  Acromegaly:  Successful  Treatment 
With  Preservation  of  Pituitary  Function 
—Sponsored  by  Neurosurgical  Society  of  the 
Virginias— Donald  P.  Becker,  M.D.,  Harold 
F.  Young,  M.D.,  Romas  Sakalas,  M.D.,  and 
John  K.  Vries,  M.D.,  Richmond. 

The  authors  recently  operated  on  12  active  acrom- 
egalics via  a transnasal,  transphenoidal  approach 
using  the  operating  microscope.  The  patients  fell 
into  3 groups:  Group  I— virgin  previously  untreated 
(5  patients);  Group  II— previous  x-ray  therapy  (4 
patients);  Group  III— previous  surgery  (3  patients). 

Results  suggest  that  with  magnification  micro- 
surgery, patients  with  acromegaly  who  have  not  had 
previous  surgery  can  have  complete  tumor  removal 
with  pituitary  function  preservation  and  this  may 
be  the  treatment  of  choice.  The  operative  approach 
with  intraoperative  photography  delineating  tumor 
and  gland  will  be  demonstrated,  and  complete  pre- 
and  post-operative  endocrine  studies  will  be  pre- 
sented. 

2:15  P.M.—' The  Neurosurgical  Approach  to 
Pain  in  the  Neck,  Arm  and  Hand— Spon- 
sored by  Neurosurgical  Society  of  the  Vir- 
ginias—Robert  P.  Singer,  M.D.,  Richmond. 

Neck,  arm,  and  hand  pain  are  common  problems 
seen  in  the  daily  practice  of  all  physicians.  The  dif- 
ferential diagnosis  and  management  of  these  prob- 
lems is  concerned  with  the  mechanical,  physiological, 
and  functional  aspects  of  pain  production.  Some  of 
the  common  problems  include  certical  disc  disease, 
cervical  spondylosis,  hyperextension  syndrome,  thor- 
acic outlet  syndrome,  and  the  carpal  tunnel  syn- 
drome. The  definition  of  these  areas  by  physical 
examination,  history,  radiological  studies,  and  elec- 
tromyographic studies  will  be  discussed. 

2:30  P.M.— Ocular  Manifestations  of  Is- 
chemic Carotid  Artery  Disease— 'William 
T.  Humphrey,  M.D.,  Norfolk. 


Volume  100,  September,  1973 


837 


This  paper  hopefully  will  appeal  to  the  General 
Practitioner,  Ophthalmologist,  Internist,  General 
Surgeon,  Vascular  Surgeon  and  Neurosurgeon.  It 
presents  slides  of  clinical  material  and  statistics  of 
various  ocular  manifestations  of  carotid  artery  dis- 
ease. These  will  include  (1)  Amaurosis  Fugax,  (2) 
Ophthalmodynanemetry,  (3)  Central  retinal  artery 
spasm,  (4)  Hollenhorst  plaques,  and  (5)  Branch  vein 
occlusion. 

The  early  detection  and  elimination  of  precerebral 
vascular  accident  disease  will  be  described  and  spe- 
cific recommendation  for  diagnosis  and  treatment  of 
carotid  artery  disease  will  be  given. 

2:45  P.M.— Assessment  of  Myocardial  Con- 
tractility Following  Aorta-Coronary  By- 
pass Grafts— Hooshang  Bolooki,  M.D.,  and 
David  D.  Michie,  Ph.D.,  Norfolk. 

In  order  to  assess  the  immediate  effects  of  aorta- 
coronary  bypass  grafts  on  myocardial  contractility, 
studies  were  made  of  9 patients  with  severe  occlusive 
disease  of  the  right  and  left  coronary  arteries.  These 
data  indicate  that  sudden  cessation  of  blood  flow 
through  the  aorta-coronary  bypass  graft  (s)  is  dele- 
terious to  mycocardial  contractility  in  those  patients 
with  a normal  range  of  control  Vmax  (extrapolated 
maximal  velocity  of  contractile  elements  shortening) 
readings. 

3:00  P.M.— Pre-Hospital  Emergency  Cardi- 
ac Care  in  Virginia  Beach— A Volunteer 
Program— W.  A.  Dickinson,  M.D.,  and  J.  P. 
Charlton,  M.D.,  Virginia  Beach. 

Over  60%  of  deaths  from  acute  myocardial  infarc- 
tion occur  outside  of  hospitals  and  in  the  absence 
of  optimal  medical  care.  Through  a grant  by  the 
Virginia  Regional  Medical  Programs,  a pilot  pro- 
gram utilizing  volunteer  rescue  squadsmen  has  been 
organized  in  the  City  of  Virginia  Beach  leading  to 
the  establishment  of  an  effective  program  for  pre- 
hospital emergency  cardiac  care.  This  paper  de- 
scribes this  experience  to  date  and  the  procedure  a 
community  might  follow  in  trying  to  establish  a 
program  of  its  own, 

3:15  P.M.— Question  and  Answer  period. 
3:30  P.M.— Adjourn. 


SPECIAL  EVENTS 

SATURDAY,  OCTOBER  20 

Virginia  Diabetes  Association 

7:30  A.M.— Breakfast  (Nansemond  Room) 

Virginia  Flying  Physicians  Association 
1:00  P.M.— Luncheon  (Suite  700/701) 

Virginia  Academy  of  Family  Physicians 
1:00  P.M.— Luncheon  (East  Ballroom) 


American  College  of  Radiology,  Virginia  Chapter 
1:00  P.M.— Luncheon  (Civic  Room) 

House  of  Delegates,  The  Medical  Society  of  Vir- 
ginia 

3:00  P.M.—  (James-Elizabeth  Rooms) 

The  Medical  Society  of  Virginia 

7:00  P.M.— Reception  (Portsmouth- Virginia 
Beach  Rooms) 

8:00  P.M.— Banquet  (Ballroom-East  and  West) 


SUNDAY  MORNING,  OCTOBER  21 
9:00  A.M. 

General  Session — PORTSMOUTH- 
VIRGINIA  BEACH  ROOMS 

Alvin  E.  Conner,  M.D.,  Manassas,  Presiding. 

9:00  A.M. —Life  Threatening  Behavior: 

Suicide,  Homicide  and  Drug  Addiction. 
Are  They  the  Physician’s  Responsibility? 
—John  Buckman,  M.D.,  Charlottesville. 

There  is  evidence  of  an  increase  in  self-destructive 
behavior— especially  among  the  young  members  of 
the  community.  This  is  illustrated  primarily  by  the 
increase  in  suicides,  accidents,  violence  and  drug 
addiction.  The  problem  is  especially  acute  among 
adolescents.  The  medical  profession  by  itself  obvi- 
ously cannot  deal  with  all  of  these  and  the  answer 
must  come  from  collaboration  with  all  other  social 
agencies  as  well  as  from  better  understanding  of  the 
motivation  for  self-destruction. 

9:45  A.M.— Question  and  Answer  period. 

10:00  A.M.— PSRO— An  up-to-date  report. 
Sponsored  by  Virginia  Society  of  Internal 
Medicine. 

James  C.  Respess,  M.D.,  Charlottesville,  will  be  the 
principal  speaker.  A special  panel  of  resource  person- 
nel, headed  by  Robert  L.  Keeley,  M.D.,  Roanoke, 
will  support  Dr.  Respess  and  be  available  for  ques- 
tions and  answers. 

12:00  Noon— Adjourn. 


SPECIAL  EVENTS 

SUNDAY,  OCTOBER  21 

The  Medical  Society  of  Virginia 
7:30  A.M.— Prayer  Breakfast  (James-Elizabeth 
Rooms) 
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SCIENTIFIC  EXHIBITS 
Norfolk  Room 


MANAGEMENT  OF  COLONIC  POLYPS  WITH 
THE  COLONOSCOPE-Mark  Greenspan,  M.D., 
James  S.  Berger,  M.D.,  Theodore  Adler,  M.D.,  and 
Ira  Miller,  M.D.,  Norfolk. 

This  exhibit  will  detail  the  management  of  colonic 
polyps  using  the  flexible  fiberoptic  colonoscope.  X-ray 
and  photographic  illustrations  of  actual  case  histories 
will  be  presented. 

SURGICAL  TREATMENT  OF  THE  RHEUMA- 
TOID HAND— James  Carraway,  M.D.,  Charles  Hor- 
ton, M.D.,  Jerome  Adamson,  M.D.,  and  Richard  Mla- 
dick,  M.D.,  Norfolk. 

The  purpose  of  this  exhibit  is  to  demonstrate  the  use 
of  surgery  as  an  adjunctive  measure  in  the  treatment 
of  severely  crippled  hands  which  have  resulted  from 
rheumatoid  arthritis. 

PROBLEM-ORIENTED  MEDICAL  RECORD  CON- 
CEPTS—Richard  S.  Easton,  M.D.,  Norfolk. 

The  purpose  of  this  exhibit  is  to  demonstrate  that  the 
concept  of  the  problem  list  as  used  in  the  problem- 
oriented  medical  records  is  a simple  concept  (i.e., 
Table  of  Contents)  with  which  we  are  all  familiar. 

PROBLEMS  IN  AORT O-ILIAC-FEMOR AL  OCCLU- 
SIVE DISEASE  RECONSTRUCTIVE  SURGERY- 
Levi  Old,  Jr.,  M.D.,  and  T.  Lane  Stokes,  M.D.,  Nor- 
folk. 

A pictorial  review  of  15  years  private  practice  and 
resident  training  experience  in  five  Tidewater,  Vir- 


ginia, hospitals  with  aorto-iliac-femoral  occlusive  dis- 
ease arterial  reconstructive  surgery. 

PSYCHOTIC  CHILDREN— Walter  Draper,  M.D.,  Rich- 
mond. 

Thirty  to  sixty  minute  video  tape  of  psychotic  chil- 
dren. The  tape  will  be  the  diagnosis  of  psychosis  in 
childhood  with  clinical  illustration  on  tape. 

RECONSTRUCTION  FOLLOWING  SURGERY  FOR 
BREAST  CANCER-Stanley  M.  Hirschberg,  M.D., 
Norfolk. 

RECENT  SCIENTIFIC  ADVANCES  IN  VENEREAL 
DISEASE  CONTROL-Harry  S.  Wise,  M.D.,  and 
Harry  Pariser,  M.D.,  Norfolk. 

Panels  highlighting  more  recent  diagnostic  and  treat- 
ment aids  in  gonorrhea. 

BLOOD  AND  BLOOD  COMPONENTS  AND  ITS 
SCIENTIFIC  USES— Fairfax  Hospital  Blood  Bank, 
Falls  Church. 

Posters  designating  all  of  the  components  made  from 
whole  blood.  Examples  of  the  components  are  provided. 

EMERGENCY  CORONARY  CARE  PROGRAM-W. 
A.  Dickinson,  M.D.,  Co-Director,  Emergency  Coronary 
Care  Program,  Virginia  Beach. 

This  program  is  the  first  of  its  kind  in  the  State  and 
it  should  be  of  great  help  to  those  interested  in  estab- 
lishing similar  programs.  Teaching  and  therapeutic 
equipment,  including  a manikin  used  for  training  in 
defibrillation  of  the  heart,  will  be  on  display. 


TECHNICAL  EXHIBITS 
Mezzanine  and  Norfolk  Room 


ABBOTT  LABORATORIES,  North  Chicago,  Illinois 

AMERICAN  MASSAGE,  INC.,  Lighthouse  Point, 
Florida 

BIOMEDICAL  LABORATORIES,  INC.,  Richmond 

BLUE  SHIELD  OF  VIRGINIA,  Richmond 

BRISTOL  LABORATORIES,  Syracuse,  New  York 

CIBA  PHARMACEUTICAL  PRODUCTS,  Summit, 
New  Jersey 

COMMERCIAL  INSURANCE  COMPANY,  Roanoke 
DAVID  A.  DYER  & ASSOCIATES,  Roanoke 
ENCYCLOPAEDIA  BRITANNICA,  Chicago,  Illinois 
C.  B.  FLEET  COMPANY,  INC.,  Lynchburg 
GENERAL  MEDICAL  CORPORATION,  Richmond 

ERNEST  H.  GREENE  COMPANY,  MEMOCORD 
DICTATION  SYSTEMS,  Richmond 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wis- 
consin 


ELI  LILLY  AND  COMPANY,  Indianapolis,  Indiana 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana 

WM.  P.  POYTHRESS  & CO.,  INC.,  Richmond 

A.  H.  ROBINS  COMPANY,  INC.,  Richmond 

SANDOZ  PHARMACEUTICALS,  East  Hanover,  New 
Jersey 

W.  B.  SAUNDERS  COMPANY,  Philadelphia,  Pennsyl- 
vania 

THE  ST.  PAUL  COMPANIES,  St.  Paul,  Minnesota 

STUART  PHARMACEUTICALS,  Wilmington,  Dela- 
ware 

SUTER  ASSOCIATES,  Arlington 

THOMSON  AND  McKINNON  AUCHINCLOSS, 
INC.,  Washington,  D.  C. 

TRAVELERS  INSURANCE  COMPANIES,  MEDI- 
CARE CLAIM  DEPARTMENT,  Richmond 

VIDEO  COMMUNICATIONS  ASSOCIATES,  INC., 
Washington,  D.  C. 
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DELEGATES  TO  THE  1973  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed  it  is  indicative  that  no  delegate 
or  alternate  was  reported  in  time  for  publication. 


Delegates 

ACCOMACK 

Dr.  W.  A.  Eskridge 

ALBEMARLE 

Dr.  T.  S.  Edwards 
Dr.  C.  H.  Gleason 
Dr.  F.  E.  Taylor 
Dr.  M.  S.  Wheby 
Dr.  A.  W.  Wyker 

ALEXANDRIA 

Dr.  W.  E.  Baker 
Dr.  H.  H.  Ferrell 
Dr.  B.  L.  Gilmore 
Dr.  H.  C.  Kuykendall 
Dr.  L.  N.  McKnelly 
Dr.  C.  J.  Murphy,  Jr, 

ALLEGHANY-BATH 

Dr.  C.  F.  Ballou 
Dr.  G.  N.  Chucker 
Dr.  L.  R.  Denius 
Dr.  William  Ellis 
Dr.  W.  C.  Nunley 

AMHERST-NELSON 

ARLINGTON 

Dr.  W.  D.  Dolan 
Dr.  G.  J.  Fisher 
Dr.  T.  L.  Kelly,  Jr. 

Dr.  R.  P.  Nirschl 
Dr.  B.  C.  Snyder 

AUGUSTA 

Dr.  T.  L.  Gorsuch 
Dr.  P.  P.  Powers 
Dr.  Malcolm  Tenney 

BEDFORD 

Dr.  T.  H.  Jennings 

BOTETOURT 

BUCHANAN-DICKENSON 

Dr.  B.  D.  Berry 
Dr.  R.  W.  Hess 

CHARLOTTE 

CULPEPER 


Alternates 


Dr.  D.  F.  Fletcher,  Jr. 


Dr.  J.  S.  Davis,  IV 
Dr.  R.  W.  Garnett,  Jr. 
Dr.  C.  F.  Hunt 
Dr.  L.  B.  McGuire 
Dr.  H.  D.  Smallwood 


Dr.  R.  H.  Anderson 
Dr.  J.  E.  Gibson 
Dr.  M.  H.  Kendrick 
Dr.  G.  F.  Miller 
Dr.  H.  G.  Thompson 
Dr.  B.  H.  Zeavin 


Dr.  E.  M.  Bowles,  Jr. 
Dr.  G.  L.  Fischer 
Dr.  J.  P.  Hamsberger 
Dr.  L.  E.  G.  Mineiro 
Dr.  W.  E.  Vermilya 


Dr.  H.  L.  Bastien 
Dr.  J.  C.  Bucur 
Dr.  L.  B.  Burk 
Dr.  H.  G.  Hopwood 
Dr.  J.  H.  Judson 


Dr.  J.  C.  Moore 
Dr.  J.  P.  Sutherland 


Delegates 

DAN  VI LLE-PITTSYLVAN I A 
FAIRFAX 

Dr.  W.  L.  Bekenstein 
Dr.  C.  B.  Cook 
Dr.  T.  M.  Fulcher 
Dr.  Alan  Mackintosh 
Dr.  J.  E.  Prominski 
Dr.  O.  E.  S.  Stevenson 
Dr.  N.  M.  Tart 
Dr.  D.  S.  Thom 

FAUQUIER 

FLOYD 

Dr.  L.  V.  Marshall 

FREDERICKSBURG 

Dr.  F.  B.  Harrington 
Dr.  L.  E.  Southworth 
Dr.  D.  W.  Scott,  Jr. 

Dr.  J.  A.  Trice 
Dr.  H.  L.  Westfall 

HALIFAX 

Dr.  M.  F.  Durfee 

HAMPTON 

HANOVER 

PATRICK  HENRY 

Dr.  H.  S.  Campbell 
Dr.  J.  D.  French 

JAMES  RIVER 

Dr.  C.  R.  Barton,  Jr. 

Dr.  W.  A.  Pennington 
Dr.  R.  N.  Snead 

LEE 

Dr.  B.  H.  Owens 

LOUDOUN 

LOUISA 

LYNCHBURG 

Dr.  W.  H.  Barney 
Dr.  R.  V.  Crowder,  Jr. 
Dr.  D.  B.  Hill 
Dr.  J.  W.  Stone 


Alternates 


Dr.  R.  L.  Fields 
Dr.  F.  G.  Gentile 
Dr.  I.  D.  Godwin 
Dr.  H.  E.  Lane,  Jr. 

Dr.  A.  S.  Lineberger,  Jr. 
Dr.  W.  J.  Reardon 
Dr.  T.  M.  Wright 


Dr.  F.  C.  Bedsaul 


Dr.  W.  D.  Liddle,  Jr. 
Dr.  F.  A.  Phillips 


Dr.  R.  E.  Herring,  Jr. 
Dr.  B.  C.  Toms 


Dr.  W.  S.  Lloyd 


Dr.  P.  G.  Dillard,  Jr. 
Dr.  P.  F.  Fitzgerald 
Dr.  J.  E.  Mathias 
Dr.  W.  E.  Painter 
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Delegates 


Alternates 


Alternates 


MID-TIDEWATER 

Dr.  R.  B.  Bowles 
Dr.  P.  L.  Fisher 
Dr.  M.  H.  Harris 
Dr.  Paul  Hogg 
Dr.  S.  C.  Olsson 
Dr.  W.  C.  Salley 
Dr.  A.  L.  VanName,  Jr, 
Dr.  J.  L.  Wise,  Jr. 

NEWPORT  NEWS 

Dr.  M.  L.  Binder 
Dr.  F.  G.  Home 
Dr.  J.  T.  Myles 
Dr.  H.  L.  Williams 

NORFOLK 

NORTHAMPTON 

NORTHERN  NECK 

Dr.  J.  K.  Cunningham 
Dr.  H.  W.  Goode,  Jr. 
Dr.  H.  E.  Kerr 
Dr.  P.  C.  Pearson 

NORTHERN  VIRGINIA 

ORANGE 

Dr.  W.  S.  Grabeel 

PORTSMOUTH 

Dr.  E.  A.  Barham,  Jr. 
Dr.  Neil  Callahan 

PRINCE  WILLIAM 

Dr.  H.  W.  Coone 

RICHMOND 

Dr.  W.  S.  Beazley 
Dr.  W.  E.  Bundy,  Jr. 
Dr.  C.  M.  Caravati,  Jr. 
Dr.  C.  L.  Coleman 
Dr.  R.  K.  Duley 
Dr.  E.  D.  Farley 
Dr.  W.  C.  Gill,  Jr. 

Dr.  W.  H.  Higgins,  Jr. 
Dr.  W.  R.  Irby 
Dr.  J.  J.  Kelly,  III 


Dr.  B.  S.  Bennett 
Dr.  R.  S.  Brown 
Dr.  F.  G.  Diaz 
Dr.  H.  W.  Felton 
Dr.  W.  H.  Hosfield 
Dr.  H.  B.  Hudgins 
Dr.  A.  J.  Martin 
Dr.  S.  N.  Ransone 


Dr.  R.  J.  Frank 
Dr.  W.  H.  Kretz 
Dr.  J.  M.  Quarles 
Dr.  W.  H.  Sipe 


Dr.  J.  M.  Booker 
Dr.  J.  B.  Davis 
Dr.  L.  T.  Griffith 
Dr.  H.  E.  Sisson 


Dr.  J.  G.  Bruce,  Jr. 


Dr.  L.  L.  Davis,  Jr. 
Dr.  W.  S.  Terry 


Dr.  C.  K.  Hylton 


Dr.  W.  H.  Atwill 
Dr.  H.  A.  Claiborne,  Jr. 
Dr.  H.  F.  Conquest 
Dr.  F.  S.  Davis 
Dr.  S.  W.  Gayle 
Dr.  P.  L.  Goodman 
Dr.  J.  S.  Gregory 
Dr.  W.  H.  Harris,  Jr. 
Dr.  R.  A.  Hoffman 
Dr.  D.  W.  MacMillan 


Delegates 

Dr.  E.  C.  Mathews 
Dr.  R.  E.  Mitchell,  Jr. 

Dr.  T.  W.  Murrell,  Jr. 

Dr.  Kinloch  Nelson 
Dr.  D.  S.  Owen,  Jr. 

Dr.  E.  A.  Talman 
Dr.  W.  T.  Thompson,  Jr. 
Dr.  Percy  Wootton 

ROCKBRIDGE 

ROCKINGHAM 

SCOTT 

SOUTHSIDE  VIRGINIA 

SOUTHWESTERN  VIRGINIA 

Dr.  F.  S.  Blanton,  Jr. 

Dr.  D.  M.  Brillhart 
Dr.  T.  P.  Davis 
Dr.  L.  E.  Dunman 
Dr.  J.  H.  Early,  Jr. 

Dr.  J.  W.  Giesen 
Dr.  G.  Q.  Gilmer 
Dr.  J.  L.  Givens 
Dr.  G.  B.  Kegley 
Dr.  C.  D.  Moore,  Jr. 

Dr.  O.  O.  Smith,  Jr. 

Dr.  W.  B.  Waddell 
Dr.  W.  W.  Walton 

STUART 

Dr.  W.  P.  Massie 

TAZEWELL 

Dr.  M.  E.  Johnston 

TRI-COUNTY 


VIRGINIA  BEACH 

Dr.  F.  K.  McCune 
Dr.  T.  J.  Wakeman 

WILLI AMSBURG-J AMES  CITY 

WISE 

Dr.  F.  S.  Booth 
Dr.  J.  M.  Straughan 


Dr.  C.  M.  McCue 
Dr.  H.  M.  McCue,  Jr. 
Dr.  L.  E.  Rennie 
Dr.  F.  S.  Royal 
Dr.  L.  O.  Snead,  Jr. 
Dr.  R.  V.  Terrell 
Dr.  E.  R.  Trice 
Dr.  J.  P.  Wootton 


Dr.  W.  S.  Barton 
Dr.  S.  H.  Catron,  Jr. 

Dr.  L.  E.  Delap 
Dr.  W.  C.  Elliott 
Dr.  P.  W.  Fant 
Dr.  W.  C.  Grigsby,  Jr. 
Dr.  P.  C.  Hendrix 
Dr.  M.  G.  Martin 
Dr.  J.  E.  Patterson 
Dr.  M.  E.  Scott 
Dr.  G.  R.  Smith,  Jr. 

Dr.  J.  A.  Thompson,  Jr. 
Dr.  C.  Vuurmans 


Dr.  J.  A.  Kastretsios 


Dr.  G.  J.  Schrader 


Dr.  J.  P.  Charlton 
Dr.  J.  H.  Trant,  III 
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Committee  Reports 


AMA  DELEGATES 

The  Medical  Society  of  Virginia  was  represented  at 
both  the  1972  Clinical  Session  and  1973  Annual  Con- 
vention of  the  American  Medical  Association.  A full 
contingent  of  delegates  and  alternates  attended  all  meet- 
ings of  the  House  of  Delegates. 

These  were  record  breaking  sessions— with  the  largest 
business  agendas  in  the  long  history  of  AMA.  Issues 
ranged  from  PSROs  and  wage-price  controls  to  insti- 
tutional licensure  and  the  need  for  more  primary  care 
physicians.  It  is  especially  interesting  to  note  that  the 
House,  during  its  most  recent  meeting  in  June,  was  in 
session  for  a total  of  18  hours  51  minutes— during  which 
time  it  acted  on  84  reports  and  179  resolutions!  Since 
these  actions  have  been  reported  in  detail  in  various 
medical  publications,  we  will  not  repeat  them  at  this 
time. 

We  do,  however,  wish  to  report  that  your  Virginia 
delegation  introduced  a resolution  having  to  do  with 
specific  criteria  for  prospective  admissions  of  Medicare 
and  Medicaid  patients.  You  will  recall  that  such  a reso- 
lution was  directed  by  our  own  House  of  Delegates  at 
the  request  of  the  Fairfax  County  Medical  Society.  The 
AMA  House  accepted  a Reference  Committee  recom- 
mendation that  the  Council  on  Medical  Service  study 
the  problems  presented  by  “prospective  admissions”  and 
“retroactive  denials”  and  report  its  findings,  conclusions, 
and  recommendations  at  the  1973  Clinical  Convention. 

Once  again  your  Virginia  delegation  urges  every  Vir- 
ginia physician  to  attend  meetings  of  the  AMA  House 
of  Delegates  and  learn  firsthand  how  AMA  so  effectively 
represents  the  profession. 

Alexander  McCausland,  M.D. 

William  R.  Hill,  M.D. 

W.  Callier  Salley,  M.D. 

EXECUTIVE  VICE  PRESIDENT 

The  past  twelve  months  have  been  unique  in  the  his- 
tory of  The  Medical  Society  of  Virginia— unique  in  that 
they  have  represented  a blending  of  past,  present  and 
future.  The  past  was  continuously  in  our  minds  as  the 
Society’s  performance,  purposes,  by-laws  and  structure 
were  thoroughly  reviewed. 

The  present  was— and  is— always  with  us  as  we  con- 
stantly try  to  serve  and  meet  the  needs  of  the  member- 
ship-providing those  services  which  only  a professional 
association  such  as  ours  can  make  available  to  individual 
members.  This  is  illustrated  quite  vividly  in  the  1,500 
requests  for  personal  services  received— and  processed— 
during  the  year. 

The  future  has  occupied  our  thoughts  as  never  before 
—and  the  result  has  been  countless  hours  and  days  of 
planning  and  research  on  matters  which  have  cast  giant 
shadows  over  medicine’s  embattled  domain. 

The  matters  to  which  we  refer  are  PSRO,  continuing 
education,  professional  liability  and  legislation.  Those 


four  subject  areas  might  very  well  be  a modern  version 
of  the  four  horsemen  of  the  apocalypse— at  least  there 
are  those  who  think  so.  They  really  are  not  all  that  ter- 
rible, but  they  do  pose  problems  never  before  encountered 
by  Virginia  physicians  and  present  a challenge  which 
should  stir  the  interest,  imagination,  and  most  of  all, 
the  determination  of  every  member  of  the  Society. 

Every  physician  in  our  State  owes  a sincere  vote  of 
thanks  to  Dr.  Keeley  and  his  hard  working  Committee 
on  Peer  Review— a dedicated  group  which  gave  more 
than  a few  weekends  to  the  task  of  designing  a proposed 
plan  for  a Virginia  PSRO.  This  was  no  small  thing  when 
one  considers  the  need  of  coming  up  with  a plan  which 
would  comply  with  the  requirements  of  PL  92-603,  while 
at  the  same  time  winning  the  approval  of  the  medical 
community.  The  Committee  believes  it  has  done  just 
that,  and  it  will  be  up  to  the  House  of  Delegates  to  say 
yes  or  no. 

The  professional  liability  situation  continues  to  occupy 
the  attention  of  your  officers  and  Council  and  at  least 
two  committees.  Although  The  Medical  Society  of  Vir- 
ginia’s plan  can  boast  the  tenth  best  premium  structure 
in  the  nation,  there  are  indications  that  our  experience 
might  well  worsen  in  the  months  ahead.  Premium  rates 
are  increasing— but  out  of  absolute  necessity.  The  pro- 
gram is  a good  one— with  98  percent  of  the  membership 
participating— but  it  simply  cannot  operate  with  an  un- 
acceptable loss  ratio. 

As  this  report  is  written,  your  Society  is  exploring 
a number  of  possible  solutions  to  the  malpractice  prob- 
lem-including a new  arbitration  approach.  We  will  see 
that  you  are  kept  informed. 

These  are  the  days  when  continuing  education  seems 
uppermost  in  everyone’s  mind.  The  next  few  months 
will  certainly  bring  new  developments  and  possibly  de- 
cisions of  a far  reaching  nature.  For  example,  will  the 
physicians  of  Virginia  support  a proposal  to  relate  con- 
tinuing education  to  Society  membership?  Frankly,  we 
don’t  know,  but  we  are  quite  positive  that  a forward 
looking  program  of  some  kind  will  soon  be  adopted  and 
implemented.  Should  there  be  any  who  believe  that 
such  things  come  easy— just  ask  any  member  of  the  Com- 
mittee on  Medical  Education!  That  committee  has  la- 
bored long  and  hard  to  develop  and  recommend  a pro- 
gram which  will  be  second  to  none. 

That  brings  us  to  legislation  and  the  Society’s  all  out 
effort  to  develop  an  effective  program— based  on  im- 
proved liaison  with  the  General  Assembly.  To  accom- 
plish this  objective,  we  must  acquire  the  capability  to 
quickly  and  effectively  screen  the  great  multitude  of 
bills  of  interest  and  importance  to  the  profession.  Over 
300  were  introduced  in  1972  and  almost  200  during  the 
so-called  “short  session”  of  1973!  Thus,  we  must  de- 
velop the  ability  to  present  medicine’s  side  of  every 
question— clearly  and  convincingly.  We  must  be  able 
to  provide  the  various  committees  of  the  House  and 
Senate  accurate  testimony— delivered  by  able  and  articu- 
late physicians.  But  most  important,  we  must  develop 
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an  effective,  hard  hitting  legislative  program  within  each 
component  society— the  true  source  of  legislative  strength 
and  effectiveness. 

For  the  first  time  in  your  Society’s  history,  your  Leg- 
islative Committee  has  been  working  right  on  through 
the  year— reviewing  the  record  of  the  last  two  sessions 
of  the  General  Assembly  and  planning  for  1974.  One 
result  of  this  effort  will  be  a special  legislative  package 
for  the  House  of  Delegates.  The  time  to  take  a stand 
on  all  matters  affecting  medicine  is  now. 

Since  it  is  obvious  that  the  report  of  your  Executive 
Vice  President  can  only  deal  rather  sketchily  with  just 
a very  few  of  those  matters  he  considers  most  important, 
let  us  move  along  and  take  a very  quick  look  at  those 
things  having  to  do  with  the  Society’s  day  to  day 
operation. 

President  and  Council 

There  is  little  doubt  but  that  The  Medical  Society7  of 
Virginia  owes  an  apology  to  the  good  citizens  of  Wythe- 
ville  for  being  so  demanding  where  the  services  of  Dr. 
Stark  are  concerned.  Here  is  a physician  w7ho  has  accom- 
plished the  impossible  task  of  serving  as  President  of  The 
Medical  Society  of  Virginia,  President  of  the  Virginia 
League  of  Municipalities,  Mayor  of  his  city  and— at  the 
same  time-serving  his  community  as  a family  physician! 
And— he  has  done  all  this  at  a time  when  medicine  is  grap- 
pling wTith  problems  never  before  encountered.  These 
are  problems  which— depending  upon  our  answers— will 
shape  the  future  of  the  medical  profession  for  years  to 
come.  If  you  say  one  man  could  not  possibly  do  all 
this,  you  are  wrong.  Dr.  Stark  has  done  it,  but  only 
by  driving  himself  at  a punishing  pace  and  refusing  to 
slow  down  when  he  had  every  right  to  do  so.  Lesser 
men  would  have  crumpled  under  the  load.  The  drive 
and  determination  of  this  president  have  left  us  awed 
and  amazed.  He  not  only  has  won  our  everlasting  gra- 
titude but  our  heartfelt  admiration  as  w7ell. 

Council  will  have  held  five  meetings  by  the  time  of 
the  Annual  Meeting  and  it  could  well  be  that  bimonthly 
sessions  will  be  required  in  the  future.  A report  of 
Council’s  actions  will  be  presented  to  the  House. 

Membership 

Our  membership  totals  continue  to  increase— a fact 
of  which  we  are  very  proud.  If  it  is  true  that  “there  is 
strength  in  numbers”,  then  The  Medical  Society  of  Vir- 
ginia is  stronger  now  than  at  any  time  in  its  history. 

July  31,  1972  4,147 
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AMA  Membership 

Recent  reports  from  AMA  indicate  that  Virginia  leads 
the  entire  nation  in  the  percentage  of  AMA  members 
gained  during  the  year.  While  this  is  quite  encouraging, 
it  is  still  not  good  enough.  A society  with  well  over 
4,000  members  should  have  at  least  3,500  AMA  members 
and,  frankly,  w7e  are  running  far  off  the  pace.  Our 
big  objective  at  this  time  is  to  qualify  Virginia  for  a 
fourth  AMA  Delegate— and  thereby  gain  more  repre- 
sentation during  these  years  of  key  decisions. 

Won’t  you  help  us  reach  that  goal? 

Finances 

This  has  been  quite  a year— especially  from  the  finan- 
cial point  of  view.  Your  society7  is  doing  more,  accom- 
plishing more,  and  spending  more!  This  year’s  expendi- 
tures will  certainly  be  the  highest  in  the  Society’s  his- 
tory. Needless  to  say,  w7e  had  no  choice  in  the  matter. 
There  was  a job  to  be  done  and  the  bill  had  to  be  paid. 
With  PSRO  and  a multitude  of  other  projects  prac- 
tically upon  us,  it  is  becoming  more  and  more  apparent 
that  our  budgets  and  income  of  the  past  several  years 
will  no  longer  be  adequate  for  the  future.  Consequently, 
it  could  well  be  that  the  House  wfill  be  requested  to 
seriously  consider  the  advisability7  of  authorizing  a mod- 
erate dues  increase. 

Now,  all  this  does  not  mean  that  the  Society  is  not 
in  good  financial  condition.  The  truth  is  that  we  are  in 
excellent  shape  and  fully  prepared  to  face  what  prom- 
ises to  be  a challenging  future.  But— our  expenditures  this 
year  will  probably  exceed  our  income  and  deficit  spend- 
ing is  not  to  our  liking.  Thus,  it  behooves  the  House 
to  take  a long,  hard  look  at  the  overall  situation  and 
determine  where  we  go  from  here. 

Personnel 

There  have  been  no  changes  in  your  state  office  staff 
during  the  year.  It  is  apparent,  however,  that  a staff 
reorganization  will  be  necessary  if  we  are  to  do  the  job 
expected  and  desired  by  the  membership.  A proposal 
for  such  a reorganization  has  been  reviewed  and  ap- 
proved by  Council  and  we  hope  that  it  will  not  be  too 
long  before  our  staff  will  possess  the  capability  to  handle 
any  and  all  assignments. 

The  very  fact  that  the  staff,  as  now  constituted,  has 
been  able  to  perform  its  task  in  a highly  acceptable 
manner,  is  a tribute  to  its  members.  A sincere  expression 
of  appreciation  is  in  order  for  Miss  Watkins,  Mrs.  Stock- 
mar,  Mrs.  Edmunds,  Mrs.  Hurt,  Mrs.  Moran,  Mr.  Moore 
and  Mr.  Osburn. 

Virginia  Medical  Monthly 

A combination  of  high  quality  articles  and  stimulating 
editorials  have  once  again  made  the  Virginia  Medical 
Monthly  one  of  the  most  readable  publications  of  its 
kind  in  the  nation.  The  fact  that  a journal  of  such  qual- 
ity can  be  produced  month  after  month  in  the  face  of 
constantly  increasing  costs  is  in  itself  a tribute  to  the 
talent  and  experience  of  Miss  Watkins,  our  Managing 
Editor.  She  constitutes  a “staff  of  one”— something  un- 
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known  in  these  days— and  we  doubt  seriously  that  an- 
other state  society  can  make  that  statement. 

Committees 

While  most  of  the  Society’s  38  committees  were  active 
during  the  year,  we  wish  to  extend  a special  “thank 
you”  to  those  which  were  required  to  deal  with  special 
problems.  Examples  are  the  Ad  Hoc  Committee  on 
Peer  Review,  Advisory  Committee  of  Past  Presidents, 
Committee  on  Medical  Education,  Committee  on  Ma- 
ternal Health,  Liaison  Committee  to  the  Virginia  State 
Bar,  Committee  on  Legislation,  Committee  on  Mental 
Health  and  the  Committee  on  Ethics. 

Meetings 

Once  again  our  society  was  represented  at  many  local, 
state  and  national  meetings  during  the  year.  These  in- 
cluded both  sessions  of  the  AMA  House  of  Delegates, 
AM  A Leadership  Conference,  National  Rural  Health 
Conference,  National  AMPAC  Workshop,  Annual  Meet- 
ing of  the  Professional  Convention  Management  Asso- 
ciation, Conference  of  State  Mental  Health  Committee 
Chairmen,  State  4-H  Club  Awards  Ceremony,  Confer- 
ence of  State  Society  Presidents,  several  AMA  confer- 
ences on  PSRO,  annual  meetings  of  neighboring  state 
medical  societies,  Annual  Meeting  of  tne  Virginia  Coun- 
cil on  Health  and  Medical  Care,  meetings  of  14  com- 
ponent societies  and  a number  of  others. 

Looking  Ahead 

It  now  seems  quite  clear  that  medicine  in  this  great 
nation  stands  on  the  threshold  of  a new  and  different  era 
—so  new  and  different  that  it  will  test  the  will  power 
and  dedication  of  every  physician.  These  are  not  ordi- 
nary days.  Rather,  these  are  days  of  change,  adjustment 
and  above  all— decision.  You  are  being  asked  to  deter- 
mine the  future  of  your  profession  by  your  acceptance 
or  rejection  of  proposals  on  such  key  issues  as  PSRO, 
continuing  education,  etc.  The  hour  of  decision  is  truly 
at  hand— so  let  us  close  ranks,  move  forward  and  meet 
these  issues  head  on— and  together! 

Roberi  I.  Howard 

MEMBERSHIP 

This  has  been  a record  breaking  year  for  The  Medi- 
cal Society  of  Virginia  where  membership  is  concerned— 
and  the  end  is  not  in  sight.  From  all  indications,  1973- 
74  could  be  the  biggest  yet. 

Perhaps  the  biggest  and  best  news  of  the  year  is  the 
sizable  gain  made  in  AMA  membership.  Virginia  has, 
for  a good  many  years,  lagged  behind  her  sister  states 
in  this  regard,  but  it  now  appears  that  the  turning  point 
has  been  reached.  As  a matter  of  fact,  The  Medical 
Society  of  Virginia  actually  led  the  entire  nation  in  the 
percentage  of  new  AMA  members  obtained  during  the 
year.  But— despite  this  achievement,  we  still  do  not 
qualify  for  a fourth  AMA  Delegate.  So,  we  must  re- 
double our  efforts.  With  your  help,  we  can  do  it. 

Your  committee  considers  it  a privilege  to  nominate 
our  current  president,  Dr.  Carl  E.  Stark,  for  honorary 
active  membership  in  The  Medical  Society  of  Virginia. 


With  this  nomination  goes  our  thanks  and  appreciation 
of  a job  well  done.  His  record  speaks  for  itself  and 
proves  that  the  Society  once  again  chose  the  right  man 
for  the  right  job  at  the  right  time. 

Richard  W.  Garnett,  Jr.,  M.D.,  Chairman 

Martin  Lerner,  M.D. 

Gordon  G.  Nidiffer,  M.D. 

PUBLICATION 

The  Virginia  Medical  Monthly  is  continuing  the  gen- 
eral policy  it  has  followed  in  the  past.  The  scientific 
articles  have  been  good  and  increasing  emphasis,  of 
necessity,  has  been  placed  on  political  matters  affecting 
the  practice  of  medicine. 

The  advantages  and  disadvantages  of  “Professional 
Standards  Review  Organizations”  will  be  discussed  in 
the  September  issue  of  the  journal.  It  is  essential  that 
the  members  of  The  Medical  Society  of  Virginia  be 
made  aware  of  the  significance  of  PSRO.  This  is  es- 
pecially true  in  the  case  of  members  of  the  House  of 
Delegates  who  will  deal  with  this  matter  during  the 
October  meeting  of  the  Society. 

The  Publication  Committee  is  happy  to  report  the 
Virginia  Medical  Monthly  is  receiving  its  fair  share  of 
advertising,  for  this  plays  a major  role  in  our  budget. 
The  State  Medical  Journal  Advertising  Bureau  reported 
recently  that  the  Virginia  Medical  Monthly  stood  tenth 
in  the  “page  count  of  national  ads”  in  the  43  state  medi- 
cal journals  during  1972.  We  hope  we  have  been  able 
to  better  this  standing  during  the  current  year. 

Harry  J.  Warthen,  M.D.,  Chairman 

ETHICS 

A number  of  matters  were  referred  to  your  Committee 
this  year,  and  one  meeting  was  held  in  Richmond.  Among 
those  items  requiring  Committee  action  were:  (1)  item- 
ized bills,  (2)  hospital  reference  directories,  (3)  legal 
responsibility  in  the  treatment  of  accident  patients,  (4) 
refusal  to  accept  patients  under  certain  conditions,  (5) 
dissemination  of  medical  information  to  nonmedical  prac- 
titioners, and  (6)  charges  of  unethical  conduct  by  one 
physician  against  another.  The  fact  that  the  Committee 
is  being  consulted  more  and  more  when  such  questions 
arise  is  a most  encouraging  sign. 

We  wish  to  take  this  opportunity  to  advise  the  mem- 
bership that  the  Judicial  Council  of  AMA  recently  re- 
affirmed its  opinion  that  it  is  demeaning  to  the  medical 
profession  and  unethical  for  a physician  to  permit  use 
of  his  name  and  professional  status  in  the  promotion  of 
commercial  enterprises.  We  possess  definite  evidence 
of  a break  with  this  ethical  tradition— a number  of  recent 
commercial  advertisements  carrying  the  names,  photo- 
graphs and  professional  appointments  of  physicians. 

It  is  also  the  Committee’s  wish  to  urge  all  physicians 
to  provide  itemized  statements  upon  request  of  their 
patients.  We  have  been  advised  that  the  failure  or  re- 
fusal to  provide  such  statements  prior  to  payment  of 
their  bills  have  worked  a severe  hardship  on  many  elderly 
patients.  It  would  appear  to  be  in  the  interest  of  all 
concerned  to  provide  such  statements  unless  there  exist 
overriding  reasons  to  the  contrary. 
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Your  Committee  would  leave  with  you  this  thought: 
When  in  doubt  concerning  the  ethical  aspects  of  a par- 
ticular matter,  don’t  take  a chance.  Write  or  call  the 
State  office  and  take  advantage  of  the  wealth  of  infor- 
mation available  from  that  source.  The  few  minutes  it 
would  take  could  very  well  save  many  hours  of  concern 
at  a later  date. 


Thomas  M.  Fulcher,  M.D.,  Chairman 
Howard  I.  Krueger,  M.D. 

William  H.  Higgins,  Jr.,  M.D. 

LEGISLATIVE 

One  of  the  most  important  benefits  of  membership  in 
The  Medical  Society  of  Virginia— intangible  though  it 
may  seem— is  its  continuing  effort  on  your  behalf  where 
legislation  is  concerned. 

It  will  doubtless  come  as  a surprise  to  learn  that  ap- 
proximately 150  bills  of  interest  to  the  profession  were 
introduced  during  the  1973  session  of  the  General  As- 
sembly. Keep  in  mind  that  this  was  the  so-called  “short” 
session  of  the  Assembly.  Our  prediction  is  that  the  1974 
session  will  concern  itself  with  at  least  300  bills  of  in- 
terest to  physicians. 

Although  space  will  not  permit  us  to  describe  the  1973 
bills  in  detail,  we  do  present  the  following  summary  for 
your  information. 

1.  ABORTION-BIRTH  CONTROL— STERILIZA- 


TION 

SB  825 

Sterilization  of  mentally  ///—(Killed  in 
Committee) 

SB  836 

Sterilization  of  persons  under  twenty- 
one— jurisdiction  (Killed  in  Committee) 

SJR  106 

Birth  Control— expressing  sense  of  the 
General  Assembly  on  population  sta- 
bilization policy.  (Killed  in  Committee) 

HB  76 

Minors  not  to  be  allowed  to  consent  to 
sterilization.  (Enacted) 

HB  1698 

Liberalized  abortion  bill— to  conform  to 
U.S.  Supreme  Court  rulings.  (Died— 
House  Floor) 

HB  1752 

Sterilization  of  18 -year  olds— lowers 
from  21— medically  incompetent.  (Kill- 
ed—House) 

HB  1801 

Changes  punishment  of  abortions— after 
6 months  of  pregnancy.  (Killed  in 
Committee) 

2.  ALCOHOLISM-BLOOD  ALCOHOL  TESTING 


SB  574 

Rewriting  the  drunkenness  laws  and 
funding  a new  alcoholism  program. 
(Killed  in  Committee) 

SB  910 

Breath  test— to  determine  alcoholic  con- 
tent of  blood.  (Enacted) 

SJR  132 

VALC  study  the  treatment  of  alco- 
holism. (House  and  Senate  agreed  to) 

HB  1580 

Blood  alcohol  testing  procedures,  clari- 
fication change.  (Killed  in  Committee) 

HB  1683 

Blood  alcohol  testing— refused  comment. 
(Enacted) 

3.  AUTOPSY  - CREMATION  - DEFINITION  OF 

DEATH 

H B 1252*  Certificate  of  Death— Medical  Examiner 
to  view  body  before  cremation.  (Ve- 
toed by  Governor) 

HB  1253  Who  may  authorize  or  consent  to  an 
autopsy  before  or  after  death.  (En- 
acted) 

HB  1727  Definition  of  death.  (Enacted) 

4.  BLOOD  BANKS— LABORAT ORIES 

HB  1352  Consolidated  Laboratory's  services  op- 
erational board  members.  (Enacted) 

HB  1368*  Mandatory  testing  for  infectious  matter 
—commercial  blood  banks.  (Enacted) 


5.  CHILDREN 

SB  710*  Exceptions— preschool  physical  examin- 

ations. (Enacted) 

SB  904  Child  abuse— teachers  to  report.  (En- 
acted) 


HJR  228  VALC  study  of  child  abuse  or  neglect 
laws.  (Died— Senate  Committee) 

HJR  252  VALC  study  of  child  abuse.  (Died  Sen- 
ate Committee) 

HJR  270  To  study  aspects  of  child  labor  laves . 
(House  and  Senate  agreed  to) 


6.  DEPARTMENT  OF  CORRECTIONS 

SB  371  Procedure  for  trying  recidivists.  (Killed 
in  Committee) 

SB  874  Department  of  Corrections— physical 
examination  of  field  unit  transferees. 
(Enacted) 

HB  777  New  Department  of  Corrections.  (Kill- 
ed in  Committee) 


7.  ECOLOGY 

SB  387  To  regulate  and  control  ground  water 
(wrell  construction,  drilling  and  arte- 
sian wells).  (Enacted) 

SB  791  Solid  waste  disposal  and  powers  of 
State  Board  of  Health.  (Enacted) 

SB  899  Mosquito  control— consolidation  of  dis- 
tricts. (Killed  in  Committee) 

SJR  98  Memorializing  the  President  of  Congress 
to  restore  cuts  in  appropriations  for 
certain  pollution  control  grants.  (House 
and  Senate  agreed  to) 

SJR  99  Creating  a commission  to  study  water 
pollution.  (House  and  Senate  agreed 
to) 


HB  642  Providing  for  environmental  policy,  en- 
vironmental protection  establishing  the 
Council  on  Environmental  Quality. 
(Killed  in  Committee) 

HB  1459  Consolidation  of  mosquito  control  dis- 
tricts under  city  health  departments. 
(Enacted) 
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HB  1677 

Air  Pollution  Control  Board— powers 
and  duties— penalties.  (Enacted) 

HB  1694 

Virginia  State  Water  Well  Board— li- 
censes required  by  contractor— prohibi- 
tions and  penalties.  (Killed  in  Commit- 
tee) 

HJR  236 

VALC  study  vehicular  noise  pollution. 
(Died— Senate  Committee) 

EMERGENCY  CARE 

SB  794 

Emergency  care— exempting  persons 
from  liability.  (Died— House  Commit- 
tee) 

SB  913 

Emergency  services— excluding  salaried 
rescue  squadsmen  and  firemen.  (Died— 
House  Floor) 

9.  HOSPITALS  AND  MEDICAL  FACILITIES 


SB  108* 

Certificate  of  Need  for  hospital  addi- 
tions and  new  construction  Statement 
of  reasons  for  denying  staff  privileges 
required.  (Enacted) 

SB  827 

To  authorize  Medical  Facilities  Bonds. 
(Enacted) 

HB  1230 

Enlarging  Chesapeake  Hospital  Author- 
ity. (Enacted) 

HB  1240 

Effects  issuance  of  hospital  authority 
boards.  (Enacted) 

HB  1527* 

State  Hospitals— liability  for  expenses  of 
maintenance  of  patient.  (Died— Senate 
Committee) 

HB  1655 

Medical  facilities  bonds.  (Killed  in 
Committee) 

HB  1726 

Dr.  Reid’s  “ open  staff”  hospital  priv- 
ileges. (Killed  in  Committee)  Added  to 
SB  108  as  amendment. 

HB  1731 

Interstate  development  of  medical  fa- 
cilities— additional  powers  in  such  in- 
dustrial authorities.  (Enacted) 

INSURANCE 

SJR  77 

Memorializing  the  Congress  of  the  US 
to  desist  from  enacting  legislation  re- 
lating  to  “ no-fault ” insurance.  (House 
and  Senate  agreed  to) 

HB  337 

Williams  no-fault  insurance  (auto). 
(Killed  in  Committee) 

HB  535 

Relating  to  provisions  of  law  relating 
to  insurance  subrogation  rights,  forbid- 
ding subrogation  rights  for  accident- 
sickness  contracts  (Blue  Cross)  to  per- 
sons injured  by  third  parties.  (En- 
acted) 

HB  594 

Relating  to  right  of  subrogation  for 
medical  payments  benefits  and  registra- 
tion of  uninsured  motorists.  (Died  Con- 
ference Committee) 

HB  1308 

Expansion  of  health  insurance  for  State 
employees— inclusion  of  full-time  em- 
ployees. (Killed  in  Committee) 

HB  1312  Expanding  State  Health  Insurance  cov- 
erage-residents and  interns  employed 
by  MCV  and  UVA  Hospitals.  (Enact- 
ed) 

HB  1334  New  Williams  no-fault  insurance  bill. 
(Killed  in  Committee) 

HB  1538  No-fault  insurance.  (Killed  in  Com- 
mittee) 

HB  1675  State  Health  Insurance  expansion— pub- 
lic employee  paid  in  part  by  State 
funds.  (Killed  in  Committee) 


11.  MENTAL  HEALTH 

HB  1196  Relating  to  appointment  of  members 
of  community  mental  health  and  mental 
retardation  services  boards.  (Killed  in 
Committee) 

HB  1210  To  require  Commissioner  of  Mental 

Hygiene  and  Hospitals  to  provide  for 
formal  review  of  all  patients  in  insti- 
tutions controlled  by  State  Hospital 
Board.  (Killed  in  Committee) 

HB  1234  Relating  to  consent  by  those  under  age , 
mentally  retarded  or  mentally  deficient. 
(Killed  in  Committee) 

HB  1267  To  change  name  of  Department  of 

Mental  Hygiene  and  Hospitals,  Com- 
mission of  Mental  Hygiene  and  Hos- 
pitals, and  State  Hospital  Board.  (En- 
acted) 


HB  1272 

HB  1333 

HB  1335 

HB  1336 

HB  1404 

HB  1526 

HB  1581 
HB  1676 
HJR  226 


Relating  to  commitment  of  persons  ac- 
cused of  crime  to  State  hospitals  for 
determination  of  mental  capacity. 
(Time  limit)  (Enacted) 

Eliminates  directors  of  mental  retarda- 
tion institutions  from  being  physicians. 
(Enacted) 

Changing  name  of  VAGP  to  VAFP  in 
composition  of  MH  and  MR  Profes- 
sional Advisory  Board.  (Enacted) 

Fiscal  agents  of  community  mental 
health  and  mental  health  services  boards. 
(Enacted) 

Mental  health  and  mental  retardation 
sales  tax  exemption.  (Killed  in  Commit- 
tee) 

Department  of  Mental  Hygiene  and 
Hospitals— business  manager  appoint- 
ment. (Enacted) 

Proceedings  for  involuntary  admissions 
to  State  hospitals.  (Enacted) 

Costs  of  involuntary  admission  to  State 
hospitals.  (Killed  in  Committee) 

VALC  study  need  for  legislation  for 
protection  of  seriously  impaired  adults. 
(Died— Senate  Committee) 


12.  OPTOMETRY  AND  PSYCHOLOGY 

SB  804  Guidance  and  personnel  psychologists 
—definitions  and  exemptions.  (Killed  in 
Committee) 
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SB  824 

Optometrists  included  in  Blue  Shield. 
(Killed  in  Committee) 

HB  1366 

Requirement  of  continuing  education 
for  registered  optometrists.  (Died— Sen- 
ate Committee) 

HB  1367 

Waive  written  examination  of  State 
Board  if  National  Board  of  optometry 
exams  have  been  passed.  (Enacted) 

HB  1412 

Optometrist  or  psychologist  to  be  paid 
directly  by  Blue  Shield  and  other  in- 
surance carriers.  (Enacted) 

PHARMACY-DRUGS 

SB  482* 

To  create  a somewhat  “voluntary”  for- 
mulary for  equivalent  drugs  (Killed 
in  Committee) 

SB  652 

No  medication  profile  records  to  be  re- 
quired by  State  Board  of  Pharmacy. 
(Killed  in  Committee) 

SB  793 

Obtaining  controlled  drugs  by  fraud, 
deceit  and  forgery.  (Enacted) 

SB  854 

Drug  Abuse  Council— membership. 
(Enacted) 

HB  1186 

Relating  to  when  search  warrants  may 
be  issued  in  certain  cases.  (Controlled 
substances)  (Killed  in  Committee) 

HB  1192 

Relating  to  fraud,  deceit  and  forgery 
in  obtaining  controlled  substances.  (Kill- 
ed in  Committee) 

HB  1262 

Changing  penalties  for  violation  of  the 
controlled  substance  act.  (Killed  in 
Committee) 

HB  1279 

To  require  labeling  of  prescription 
drug  containers  with  certain  informa- 
tion. (Killed  in  Committee) 

HB  1284 

No  presumption  of  possession  of  drugs 
from  ownership  or  occupancy  of  prem- 
ises. (Enacted) 

HB  1300 

Providing  for  pharmacist  helpers  in 
State  hospitals  to  administer  drugs.  (En- 
acted) 

HB  1433 

Unlawful  to  inhale  drugs— intent  to  be- 
come intoxicated,  etc.  (Enacted) 

HB  1448 

Drugs— confiscations  and  forfeiture  of 
property.  (Killed  in  Committee) 

HB  1561 

Destruction  of  seized  illegal  drugs.  (En- 
acted) 

HR  1664 

Drug  Property  seizure— Disposed  of  in 
same  manner  as  transporting  illegal  al- 
coholic beverages.  (Enacted) 

HB  1667 

Illegal  drug  storage— deemed  a com- 
mon nuisance.  (Enacted) 

HB  1668 

Illegal  drug  dispensing— except  as  au- 
thorized in  Drug  Control  (Enacted) 

HB  1737 

Drug  treatment— admission  of  addicts 
to  certain  facilities.  (Killed  in  Commit- 
tee) 

HB  1750 

Adds  hashish  to  controlled  drug  list. 

(Enacted) 


HB  1758 

Local  drug  laws— provide  for  enactment 
and  penalties  for  violation.  (Killed  in 
Committee) 

HB  1811 

Marijuana  fine— $1,000.00.  (Killed  in 
Committee) 

HJR  216 

Department  of  Welfare  & Institutions 
to  continue  study  of  treatment  of  drug 
addicts.  (House  and  Senate  agreed  to) 

HJR  239 

Department  of  Welfare  & Institutions 
continued  study  for  treatment  of  drug 
addicts.  (Died  Senate  Committee) 

PHYSICIANS  ASSISTANTS 

SB  665* 

Changes  in  Medical  Practice  Act  by 
State  Board  of  Medical  Examiners  per- 
taining primarily  to  physicians’  assist- 
ants. (Enacted) 

HB  901 

Relating  to  authorization  for  those  as- 
sisting physicians  to  render  certain  serv- 
ices. Carried  over  from  1972.  (Killed 
in  Committee) 

HB  1298 

Providing  for  physicians’  assistants. 
(Killed  in  Committee) 

HB  1451* 

Nurse  Practitioner  bill— ex panded  au- 
thority to  be  given  by  joint  action  of 
Board  of  Medical  Examiners  and  Board 
of  Nursing.  (Enacted) 

HB  1722 

Certain  customary  activities  of  physi- 
cians’ office  employees  sanctioned.  (En- 
acted) 

HJR  262 

VCU  study  of  medical  assistants.  (Died 
in  Committee) 

PROFESSIONS  AND  OCCUPATIONS 

SB  594* 

Imposing  moratorium  on  legislation  reg- 
ulating professions  and  occupations. 
(Died— Senate  Committee) 

SJR  75 

Directing  VALC  to  continue  study  of 
laws  regulating  professions.  (House  and 
Senate  Agreed  to) 

HB  1228 

Virginia  Association  of  Professions 
competitive  bidding  bill.  (Killed  in 
Committee) 

SAFETY 

SB  656 

Relating  to  use  of  safety  glazing  mate- 
rial in  certain  buildings.  (Enacted) 

SB  708 

Penalties  for  not  wearing  seat  belts. 
(Killed  in  Committee) 

SB  767 

Seat  belts— use  of  when  vehicle  is  in 
motion— unlawful  to  remove  (Killed  in 
Committee) 

SICKLE  CELL  ANEMIA 

SB  901 

Sickle  cell  anemia— programs  to  detect. 
(Enacted) 

HB  1295 

Removing  mandatory  aspect  of  sickle 
cell  anemia  testing  and  keeping  results 
confidential.  (Killed  in  Committee) 
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18.  VACCINATION 

SB  245  Required  private  school  vaccination. 
(Died— House  Committee) 

HB  1220*  Eliminates  compulsory  vaccination  from 
code  provisions  on  education.  (En- 
acted) 

HB  1317  Eliminates  compulsory  vaccination  from 
Code  provisions  on  education.  (Killed 
in  Committee) 

HB  1375  Public  school  immunizations—  changing 
word  vaccination  to  immunization. 
(Killed  in  Committee) 


19.  WORKMAN’S  COMPENSATION-HANDI- 
CAPPED-AGING 

SB  580*  Relating  to  reimbursement  of  parents 
for  education  of  handicapped  children 
in  private  schools.  (Died— House  Com- 
mittee) 


SB  587* 

SB  676 
SB  695 

SB  704 
SB  860 
SB  903 
SJR  100 

SJR  116 


Relating  to  special  license  plates  for 
handicapped  persons;  parking  privi- 
leges, penalties  for  violations.  (Enacted) 
Special  license  plates  for  handicapped 
persons.  (Killed  in  Committee) 
Including  judges,  clerks  of  courts  in 
State  health  insurance  and  workman's 
compensation.  (Killed  in  Committee) 
Reimbursement  for  tuition  costs  of  han- 
dicapped children  in  schools.  (Enacted) 
Schools  for  handicapped  — exempted 
from  certain  regulations.  (Enacted) 
Occupational  diseases  — pneumoconiosis. 
(Enacted) 

Workmen's  Compensation— public  disa- 
bility income  protection  and  public  dis- 
ability medical  protection.  (House  and 
Senate  agreed  to) 

Cystic  Fibrosis— Department  of  health 
study  for  treatment  and  care  over  the 
age  of  21.  (House  and  Senate  Agreed 
to) 


HB  938 


HB  1139 


HB  1182 
HB  1200* 


HB  1221 
HB  1534 


Amendments  to  Workmen’s  Compen- 
sation Act  relating  in  part  to  occupa- 
tional loss  of  hearing.  (Killed  in  Com- 
mittee) 

Relating  to  Virginia  Commission  for 
Visually  Handicapped  and  aid  to  blind 
and  social  service  programs.  (Killed  in 
Committee) 

To  authorize  Commission  for  Visually 
Handicapped  to  delegate  certain  duties 
on  appeals  and  reviews.  (Enacted) 
Relating  to  powers  and  duties  of  Di- 
vision of  State  Planning  and  Commu- 
nity Affairs  with  respect  to  aging  per- 
sons. (Enacted) 

Creating  a Division  of  State  Geron- 
tology. (Killed  in  Committee) 
Handicapped  voters  — special  polling 
places.  (Killed  in  Committee) 


HB  1697  Payment  rather  than  reimbursement  of 
handicapped  tuition  fees  in  private 
schools.  (Died— Senate  Committee) 

HB  1700  Health  services  to  acutes—  definition  of 
terms.  (Enacted) 

HJR  175  Creating  a commission  on  needs  of  el- 
derly Virginians.  (House  and  Senate 
agreed  to) 


20.  MISCELLANEOUS 

SB  834  Sales  tax— Hearing  aid  dealers  prescrip- 
tions exempted.  (Killed  in  Committee) 
HB  1164  To  classify  Virginia  Academy  of  Fam- 
ily Physicians  as  a charitable  organi- 
zation, to  exempt  its  property  from  tax- 
ation. (Killed  in  Committee) 

HB  1199  Relating  to  cards  for  anatomical  gifts 
(identification  cards  carried  on  person). 
(Killed  in  Committee) 


HB  1507*  Nursing  Home  Administrators— contin- 
uing education— suspensions,  revocation 
or  denial  of  license.  (Enacted) 


HB  1854  Localities  to  supplement  SHD  health 
salaries.  (Killed  in  Committee) 


Should  any  member  wish  more  detailed  information 
on  any  of  the  bills  mentioned  above,  all  he  need  do  is 
contact  Willard  C.  Osburn  at  Society  Headquarters.  Mr. 
Osburn  maintains  a complete  file  of  legislative  material 
and  stands  ready  to  assist  the  membership  in  every  pos- 
sible manner. 


* Denotes  amendments. 

William  A.  Pennington,  M.D.,  Chairman 
W.  Leonard  Weyl,  M.D. 

Charles  A.  Young,  M.D. 

Leroy  Smith,  M.D. 

Glenn  B.  Updike,  M.D. 

Russell  Bowers,  M.D. 

A.  Epes  Harris,  M.D. 

Mallory  S.  Andrews,  M,D. 

Clarence  Taylor,  M.D. 


PUBLIC  RELATIONS 

Although  no  formal  meetings  of  the  Committee  were 
held  during  the  year,  your  Chairman  and  Director  have 
cooperated  in  attempting  to  provide  a most  active 
program  for  the  Society. 

Mr.  Osburn  represented  the  Committee  on  Rural 
Health  at  the  4-H  Club  Health  Award  Ceremony  in 
Blacksburg  and  presented  the  winners  with  their  certifi- 
cates and  prizes.  As  during  the  past  15  years,  the  So- 
ciety made  a contribution  to  this  program  and  it  con- 
tinues as  one  of  our  very  best  PR  projects. 

Your  Chairman,  along  with  Mr.  Osburn,  attended  the 
1973  AM  A Communications  Clinic  in  Chicago.  Many 
excellent  ideas  concerning  future  programs  were  dis- 
cussed and  several  have  been  taken  under  consideration. 
We  would  again  like  to  urge  that  every  component 
medical  society  be  represented  at  these  clinics. 
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The  Society  is  still  active  in  co-sponsoring  spot  TV 
announcements  on  prenatal  care  which  are  now  being 
shown  throughout  the  State.  These  were  developed  with 
the  cooperation  of  the  State  Health  Department. 

Another  very  important  project  of  this  Committee  is 
rendering  assistance  to  the  Virginia  Chapter  of  the  Amer- 
ican Association  of  Medical  Assistants— a most  worth- 
while organization.  It  is  this  group  which  helps  the 
physicians  of  Virginia  maintain  efficiency  in  their  of- 
fices as  well  as  the  good  will  of  their  patients.  Your 
Chairman  and  Mr.  Osburn  have  attended  the  Board 
meetings  of  the  Virginia  Chapter  during  the  past  year 
and  also  attended  the  Annual  Scientific  Assembly  at  the 
Boar’s  Head  Inn  in  Charlottesville.  This  was  perhaps 
the  best  attended  and  most  successful  meeting  the  Vir- 
ginia Chapter  ever  held.  The  Committee  again  urges 
all  members  to  encourage  their  office  personnel  to  join 
the  medical  assistant  movement  and  assist  whenever  pos- 
sible with  financial  aid  as  well  as  granting  time  off  to 
attend  the  various  meetings.  It  would  be  a most  worth- 
while investment. 

The  Committee  would  like  to  congratulate  the  Nor- 
folk County  Medical  Society  on  their  PR  efforts  with 
the  local  news  media.  An  “Encounter”  is  held  annually 
with  invitations  extended  to  all  members  of  the  media 
and  the  PR  committee  of  the  society.  The  program  con- 
sists of  a social  hour,  dinner  and  brief  program  consist- 
ing of  an  exchange  of  views  and  suggestions  as  to  how 
to  assist  one  another  in  improving  communications  and 
getting  the  news  to  the  public.  These  efforts  have  led 
to  the  adoption  of  a Code  of  Cooperation  which  has 
improved  relations  between  the  two  tremendously. 

The  Council  of  the  Society  has  approved  an  appropria- 
tion in  support  of  the  MEDEX-TV  series  which  has 
been  developed  by  the  Los  Angeles  County  Medical 
Society.  The  series  consists  of  TV  motion  pictures 
which  are  of  top  quality  in  every  way  and  particularly 
desirable  from  the  public  relations  point  of  view.  The 
appropriation  is  contingent  on  the  assurance  that  the 
films  will  be  televised  in  Virginia  after  additional  finan- 
cial support  has  been  received  from  other  sources.  If 
successful,  this  investment  will  repay  the  Society  many 
times  over  the  amount  of  its  contribution. 

Through  a joint  effort  of  the  Lynchburg  Academy  of 
Medicine’s  Public  Relations  and  Medicine  and  Religion 
Committees— there  has  been  brought  about  what  is  con- 
sidered to  be  a “first”!  They  have  established  a new 
TV  station  WORD  at  the  Lynchburg  General  Hospital. 
The  station  provides  the  hospital  with  spiritual  music 
and  programs— 24  hours  a day.  The  new  spiritual  health 
care  service  originates  from  the  television  station  lo- 
cated in  the  Hospital’s  chaplaincy  department.  All  pro- 
grams are  aired  over  Channel  4 and  are  available  on 
patients’  sets  which  are  rented  from  the  Woman’s  Aux- 
iliary. The  station  was  designated  WORD  because  of 
its  purpose  of  proclaiming  the  Word  of  God.  The  main- 
tenance staff  constructed  the  studio  from  available  mate- 
rial and  most  of  the  equipment  is  on  loan  from  local 
and  other  firms.  The  project  has  met  with  a great  deal 
of  enthusiastic  success. 

Your  Chairman  spoke  to  the  Roanoke  Chapter  of  the 
Virginia  Society  of  Certified  Public  Accountants  on  be- 
half of  the  Virginia  Association  of  Professions.  The 


Association  is  made  up  of  members  of  eight  professions 
and  deals  with  matters  affecting  the  various  professions— 
providing  the  means  by  which  its  members  can  carry  on 
a continuing  dialogue  which  is  certain  to  benefit  not 
only  their  members,  but  state  and  local  governments  as 
well.  It  provides  the  instrument  for  putting  30,000  dedi- 
cated and  well  informed  citizens  under  one  banner,  and 
it  doesn’t  take  a great  deal  of  imagination  to  realize  the 
tremendous  force  for  good  that  its  number  represents. 
The  Committee  highly  recommends  the  participation  of 
all  members  of  the  Society  in  this  most  worthwhile  or- 
ganization. 

Communications  between  State  Headquarters  and  the 
major  metropolitan  area  news  media  have  increased  fa- 
vorably during  the  past  year.  Many  inquiries  have  been 
made  concerning  the  major  news  stories  pertaining  to 
the  Society’s  views  and  positions,  with  favorable  results 
as  a whole.  The  Committee  certainly  recommends  that 
each  component  PR  committee  will  strive  to  offer  im- 
proved cooperation  with  the  news  media  so  that  both 
the  public  and  the  medical  profession  will  benefit  from 
these  efforts. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 

Thomas  H.  Jennings,  M.D. 

Armistead  M.  Williams,  M.D. 

Russell  D.  Evett,  M.D. 

Harold  I.  Nemuth,  M.D. 

Donald  S.  Thorn,  M.D. 

INSURANCE 

As  one  might  expect,  professional  liability  continues 
to  occupy  the  spotlight  where  this  Committee  is  con- 
cerned. With  approximately  98%  of  our  membership 
participating,  we  are  determined  that  the  Society’s  pro- 
gram will  always  be  the  very  best  that  can  be  pro- 
vided. As  this  report  is  written,  we  rank  among  the  15 
best  in  the  Nation  with  respect  to  premium  rates. 

The  overall  outlook,  however,  is  far  from  bright.  Even 
here  in  Virginia,  where  we  have  always  felt  a bit  more 
secure  than  most  places  (witness  recent  verdict  of 
$4,025,000  in  California),  the  number  of  suits— potential 
and  otherwise— continues  to  climb.  As  a result,  our  ex- 
cellent experience  of  just  a few  years  ago  has  taken  on 
a new  and  ominous  look.  The  program’s  loss  ratio  is 
such  that  an  overall  premium  increase  of  approximately 
40%  is  indicated.  Such  an  increase  has  been  approved  by 
both  your  Committee  and  the  State  Insurance  Commis- 
sion and  its  implementation  will  depend  in  large  part 
on  Phase  IV  of  the  wage-price  controls. 

Your  Committee  is  constantly  seeking  new  and  more 
effective  methods  by  which  the  professional  liability 
situation  can  be  controlled.  Although  the  Joint  Panel  for 
Screening  Medical  Malpractice  Cases  is  extremely  busy, 
it  can  hear  only  a very  small  percentage  of  the  cases 
which  exist  over  the  State.  We  do  know  that  the  St. 
Paul  Company  is  quite  interested  in  the  possibilities  as- 
sociated with  some  forms  of  arbitration  and  we  expect 
to  learn  more  about  the  subject  within  the  next  few 
weeks. 

Your  Committee  ^wishes  to  assure  the  membership  that 
the  current  premium  rate  structure  of  the  professional 
liability  program  is  realistic  and  justified. 
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The  Society’s  other  insurance  programs  are  progressing 
nicely  and  efforts  are  being  made  to  upgrade  them  when- 
ever possible.  For  example,  a request  was  recently  re- 
ceived for  the  Committee  to  consider  obtaining  an  in- 
crease in  the  ceiling  of  our  Blue  Shield  Major  Medical 
Plan.  The  Committee  will  certainly  take  this  request 
under  consideration  at  its  very  next  meeting. 

The  membership  is  invited  to  contact  the  Committee 
concerning  any  thoughts  or  suggestions  it  might  have 
with  reference  to  new  or  existing  programs.  Our  goal  is 
to  make  available  the  finest  group  of  programs  obtain- 
able on  today’s  market  at  the  lowest  possible  cost  to  you. 

A.  L.  Herring,  Jr.,  M.D.,  Chairman 

Charles  W.  Anderson,  M.D. 

C.  W.  Cartwright,  M.D. 

John  W.  Giesen,  M.D. 

Thomas  L.  Lucas,  M.D. 

John  M.  Miller,  Jr.,  M.D. 

David  V.  Strider,  M.D. 

MEDICAL  EDUCATION 

A meeting  of  the  Education  Committee  was  held  on 
February  22,  1973,  with  eleven  members  present.  A 
review  of  continuing  education  was  discussed  in  great 
detail.  The  committee  felt  that  it  was  time  for  the  Com- 
mittee and  the  Society  to  take  some  type  of  stand  on 
continuing  education  for  relicensure,  or  for  membership 
in  The  Medical  Society  of  Virginia.  The  statement  pre- 
pared by  the  Virginia  State  Board  of  Medicine  at  its 
meeting  in  December  of  1972  was  presented.  Following 
this  a motion  was  made  and  seconded  and  passed  that 
the  concept  of  continuing  education  as  a prerequisite  for 
relicensure  be  approved  by  the  committee  and  that  the 
following  statements  of  policy  be  recommended  to  Coun- 
cil: 

(1)  Documentation  of  continuing  education  should  be 
a requirement  for  licensed  practitioners  in  the 
State  of  Virginia. 

(2)  Continuing  education  requirements  should  be  sim- 
ilar to  those  outlined  by  the  American  Medical 
Association  Physician’s  Award  Program. 

The  motion  was  adopted  by  the  Committee. 

Following  this  a subcommittee  was  formed  to  prepare 
a program  for  continuing  education.  A survey  on  the 
amount  of  continuing  education  now  done  by  M.D.’s  in 
Virginia  was  approved  and  mailed  by  the  Virginia  State 
Board  of  Medicine  to  all  licensed  M.D.’s  in  the  State. 
Seventy  four  hundred  questionnaires  were  mailed  with 
a return  of  about  sixty  per  cent. 

The  subcommittee  appointed  to  draft  a program  for 
continuing  education  had  a subsequent  meeting.  At  this 
time  a draft  of  a proposal  was  presented  by  Dr.  Pinson 
Neal.  At  this  meeting,  also,  Mr.  Alfred  McCauley  of 
Natresources,  Inc.,  presented  a draft  of  a proposal  of  a 
skeleton  model  as  a framework  for  carrying  out  con- 
tinuing education  by  the  State  Medical  Society.  The 
subcommittee  recommended  to  Mr.  McCauley  that  he 
prepare  a final  draft  of  such  a model  to  be  presented 
to  Council  and  the  House  of  Delegates  at  its  fall  meeting. 


This  has  not  been  received  at  the  time  of  this  report, 
July  25,  1973. 

The  report  of  the  Committee  on  Education  was  pre- 
sented to  Council  at  its  April  meeting.  At  the  meeting 
the  report  of  the  committee  was  approved  by  a vote  of 
eight  to  six  with  the  recommendation  that  it  be  sub- 
mitted to  the  House  of  Delegates  for  action. 

At  the  meeting  of  Council  in  July  a resolution  adopted 
by  the  Virginia  State  Board  of  Medicine  at  its  June  meet- 
ing was  presented.  It  read  as  follows: 

Whereas  it  is  the  belief  of  this  Board  that  in  order 
to  maintain  the  standard  of  medical  care  that  the  citi- 
zens of  the  State  of  Virginia  have  been  given,  and 
Whereas  it  is  the  Board’s  opinion  that  continuing 
medical  education  is  necessary  to  maintain  such  stand- 
ards, 

Now  therefore,  be  it  resolved  that  legislation  be 
requested  to  authorize  the  Board  to  establish  continu- 
ing education  as  a condition  of  relicensure  of  all  per- 
sons licensed  by  the  Board,  such  requirements  to  be 
established  in  cooperation  with  respective  professional 
associations  represented  on  the  Board,  and  that  prior 
to  refusal  to  relicense  the  Board  shall  request  the  rec- 
ommendation of  the  appropriate  professional  associa- 
tion. 

Following  this  and  after  much  discussion,  Dr.  Hotch- 
kiss moved  that  Council  reconsider  its  action  of  April 
8th  in  which  it  approved  its  statement  that  documenta- 
tion of  continuing  education  should  be  a requirement 
for  licensed  practitioners  in  the  State  of  Virginia.  The 
motion  by  Dr.  Hotchkiss  now  recommended  that  con- 
tinuing education  rather  be  made  a requirement  for 
membership  in  The  Medical  Society  of  Virginia.  This 
motion  was  seconded  and  passed  after  much  discussion. 

It  was  then  recommended  that  the  President  write  the 
President  of  the  Virginia  Board  of  Medicine  and  advise 
him  of  Council’s  action.  The  letter  would  also  contain 
a request  that  the  Board  of  Medicine  take  no  further 
action  until  after  the  House  of  Delegates  has  met  in 
October. 

George  J.  Carroll,  M.D.,  Chairman 

F.  H.  McGovern,  M.D. 

J.  Powell  Anderson,  M.D. 

Charles  E.  Davis,  Jr.,  M.D. 

John  C.  Hortenstine,  M.D. 

M.  Pinson  Neal,  M.D. 

Hannibal  E.  Howell,  M.D. 

Robert  L.  Howard,  M.D. 

T.  Winston  Gouldin,  M.D. 

Fitzhugh  Mayo,  M.D. 

Michael  J.  Moore,  M.D. 

William  H.  Pifer,  M.D. 

Marcellus  A.  Johnson,  M.D. 

Robert  T.  Manning,  M.D. 

MEDICINE  AND  RELIGION 

The  Medicine  and  Religion  Committee  met  once  dur- 
ing the  past  year  and  wishes  to  submit  the  following 
minutes  for  your  interest  and  information. 

A meeting  of  the  Committee  on  Medicine  and  Reli- 
gion was  held  at  Society  Headquarters  on  May  30,  1973, 
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at  2:00  p.m.  Attending  were:  Dr.  Bernard  H.  Kasinoff, 
Chairman,  Dr.  James  B.  Bain  and  Dr.  Russell  G.  Mc- 
Allister. 

Dr.  Kasinoff  reviewed  the  activities  of  the  Committee 
over  the  past  several  years.  Brought  out  was  the  fact 
that  The  Medical  Society  of  Virginia  and  the  American 
Medical  Association  have  co-sponsored  a symposium  on 
medicine  and  religion  for  the  past  three  years  at  the 
Portsmouth  Naval  Hospital.  He  went  on  to  review  the 
annual  Regional  Workshop  held  in  Atlanta  for  the  South- 
eastern States.  The  Workshops  are  attended  by  state 
chairmen  and  Society  staff  members  for  the  purpose  of 
reviewing  their  activities  during  the  year.  The  Regional 
Workshops  have  proved  most  successful  and  provide  an 
excellent  means  for  the  exchanging  of  ideas  among  var- 
ious states. 

Dr.  McAllister  mentioned  the  fact  that  Dr.  John  Wyatt 
Davis  has  been  directly  responsible  for  implementing 
closed  circuit  television  programs  of  a religious  nature 
in  a Lynchburg  hospital.  The  programs  are  shown  on 
a twenty-four  hour  basis  relating  to  a variety  of  subjects, 
and  are  very  well  received  by  the  patients.  The  Secre- 
tary was  instructed  to  contact  Dr.  Davis  for  detailed 
information  and  distribute  the  findings  to  the  Commit- 
tee. 

Dr.  Kasinoff  advised  the  Committee  that  Council  was 
most  interested  in  pursuing  the  possibility  of  having  a 
prayer  breakfast  during  our  Annual  Meeting  this  year. 
It  was  pointed  out  that  since  this  year’s  meeting  would 
run  from  Thursday  through  Sunday  it  would  be  most 
appropriate  to  organize  a prayer  breakfast  on  the  last 
day  of  the  meeting.  After  further  discussion,  a motion 
by  Dr.  McAllister  to  sponsor  the  breakfast  was  seconded 
and  carried. 

There  was  considerable  discussion  concerning  the 
format  of  the  breakfast  program  and  it  was  suggested 
that  in  addition  to  physician  participation,  a minister  be 
invited  as  the  guest  speaker.  The  Committee  approved 
the  general  format  of  the  1971  prayer  breakfast  and  rec- 
ommended that  the  Society  publicize  the  program 
through  its  newsletters  and  an  article  in  the  Virginia 
Medical  Monthly.  Separate  programs  would  also  be 
printed  and  mailed  to  the  membership  of  the  Society 
prior  to  the  Annual  Meeting  scheduled  October  18-21. 

The  main  theme  for  the  prayer  breakfast  was  dis- 
cussed and  it  was  decided  that  “The  Role  of  the  Spirit- 
ual Aspects  in  the  Practice  of  Medicine”  would  be  the 
topic. 

Bernard  H.  Kasinoff,  M.D.,  Chairman 

Juan  M.  Gonzalez,  M.D. 

James  B.  Bain,  M.D. 

Kenneth  Cooper,  M.D. 

Russell  G.  McAllister,  M.D. 

Orlando  Sallinas,  M.D. 

Joseph  A.  Solomon,  M.D. 

HEALTH  CAREERS 

This  Committee  was  organized  to  work  with  the 
Health  Careers  Program  of  the  Virginia  Council  on 
Health  and  Medical  Care.  During  the  past  year  this 
program  was  presented  in  225  schools  to  an  audience 
of  53,100  students,  most  of  whom  were  in  high  school. 


Requests  for  additional  information  were  received  from 
2,776  students,  637  of  whom  requested  more  data  on 
medicine  as  a career. 

The  Committee  has  not  met  as  a group  but  has  acted 
upon  pertinent  matters  by  correspondence,  in  addition 
to  consulting  individually  with  staff  of  the  Health  Careers 
Program  where  indicated. 

Mr.  Taylor  C.  Wells,  Director  of  the  Health  Careers 
Program,  has  requested  that  the  constituent  local  medical 
societies  of  The  Medical  Society7  of  Virginia  each  desig- 
nate a member  or  members  to  act  as  a contact  physician 
with  persons  interested  in  becoming  physicians.  He  is 
working  towards  establishing  contact  persons  in  all  pro- 
fessional health  organizations  in  the  State. 

The  desired  result  could  be  achieved  in  at  least  three 
ways: 

1.  The  President,  The  Medical  Society7  of  Virginia, 
could  designate  one  or  more  members  of  each  con- 
stituent local  medical  society  to  be  the  liaison  officer. 

2.  Each  local  medical  society  could  nominate  one  or 
more  of  its  members  to  serve  in  this  position. 

3.  A serving  officer  of  each  society  could  assume  the 
position,  in  rotation,  as  part  of  his  assigned  duties. 

The  Committee  is  inclined  to  favor  #2.  Each  local 
society  would  then  notify  the  President,  The  Medical 
Society  of  Virginia,  of  its  choice  and  he  would  transmit 
the  complete  list  for  the  State  to  the  Health  Careers 
Program.  It  is  the  Committee’s  understanding  that  the 
list  of  physicians  would  not  be  publicized  but  that  Mr. 
Wells  and  his  colleagues  would  act  as  the  intermediary 
in  the  program,  referring  the  names  of  interested  stu- 
dents to  the  appropriate  local  society  member,  who  would 
then  contact  the  enquiring  student. 

Recommendation  to  the  House  of  Delegates 

The  Committee  recommends  that  The  Medical  Society 
of  Virginia  approves  the  idea  of  local  medical  societies 
in  the  State  appointing  one  or  more  of  their  members 
to  act  as  contact  physicians  to  the  Health  Careers  Pro- 
gram of  the  Virginia  Council  on  Health  and  Medical 
Care.  The  President,  The  Medical  Society  of  Virginia, 
will  be  notified  of  the  local  societies’  choices,  will  com- 
pile a list  of  the  names  submitted  to  him,  and  will  trans- 
mit it  to  the  Director,  Health  Careers  Program.  The 
list  will  remain  as  a confidential  document.  The  Direc- 
tor, Health  Careers  Program,  will  notify  the  appropriate 
local  physician  if  a student  expresses  an  interest  in  medi- 
cine as  a career. 

F.  J.  Spencer,  M.D.,  Chairman 

William  M.  Massie,  M.D. 

William  H.  Sipe,  M.D. 

Sam  D.  Graham,  M.D. 

MENTAL  HEALTH 

The  Mental  Health  Committee  met  on  April  11,  1973, 
and  again  on  June  6,  1973,  the  Committee  met  jointly 
with  the  Legislative  Committee  of  The  Medical  Society 
of  Virginia.  Those  present  for  the  first  meeting  other 
than  the  Committee  members  were  Dr.  James  B.  Funk- 
houser,  Deputy  Commissioner,  Department  of  Mental 
Hygiene  and  Hospitals;  Mr.  Robert  I.  Howard,  Execu- 


Volume  100,  September,  1973 


851 


tive  Vice-President,  The  Medical  Society  of  Virginia; 
Dr.  Raymond  S.  Brown,  Section  Leader;  and  Mr.  Wil- 
lard C.  Osburn,  Administrative  Assistant,  The  Medical 
Society  of  Virginia  who  acted  as  Secretary  for  the 
Committee. 

Mr.  Robert  I.  Howard  reviewed  with  the  Committee 
the  involvement  of  The  Medical  Society  of  Virginia  and 
the  American  Medical  Association  in  the  P.  S.  R.  O. 
movement.  It  was  pointed  out  that  every  specialty  would 
eventually  be  involved.  Both  the  good  and  bad  features 
of  the  program  were  discussed  together  with  the  history 
of  the  development  of  P.  S.  R.  O. 

It  was  learned  that  The  Medical  Society  of  Virginia 
was  in  the  process  of  formulating  a state  P.  S.  R.  O.  plan 
in  compliance  with  Public  Law  92-603  (the  social  se- 
curity amendments  of  1972).  Mr.  Howard  pointed  out 
that  the  final  version  of  the  plan  would  be  sent  to  all 
component  Medical  Societies  for  their  review  and  the 
final  version  of  the  P.  S.  R.  O.  plan  of  The  Medical 
Society  of  Virginia  would  be  submitted  for  final  ap- 
proval to  the  House  of  Delegates  in  October  1973.  There 
is  considerable  concern  that  a large  segment  of  physi- 
cians in  the  State  seemed  unaware  of  the  danger  of  frag- 
menting the  State  into  small  P.  S.  R.  O.  regions.  It  was 
pointed  out  that  all  members  of  the  State  Society,  which 
certainly  should  involve  all  specialities,  should  formulate 
a united  front  in  order  that  physicians  could  maintain 
control  over  the  P.  S.  R.  O.  program  in  Virginia. 

The  Chairman  reported  to  the  Committee  that  he  at- 
tended the  19th  Annual  Conference  of  State  Mental 
Health  Representatives  held  in  Chicago,  Illinois,  on  April 
6th  and  7th,  1973.  The  two-day  conference  involved  the 
discussion  of  the  committed  patient  and  their  right  to 
treatment.  It  was  pointed  out  that  recent  court  decisions 
concerning  the  rights  of  the  mentally  ill  and  mentally 
retarded  patients  and  the  many  “class  suits”  pending  rep- 
resents a clear  trend  toward  psychiatrists’  responsibility 
in  this  long  neglected  area. 

It  was  also  pointed  out  that  the  organization  of  P.  S. 
R.  O.’s  will  contribute  to  this  trend  by  further  emphasiz- 
ing accountability  of  the  physician  and  the  health  care 
system  to  government  agencies  and  consumers  and  by 
providing  a specific  peer  review  monitoring  mechanism. 

There  was  considerable  discussion  and  concern  mani- 
fested by  the  Committee  in  regards  to  the  problem  of 
adequate  patient  care  for  the  large  number  of  patients 
who  are  being  discharged  from  the  state  hospitals.  As 
a result  of  this,  a resolution  was  unanimously  adopted 
by  the  Committee  that  it  should  be  called  to  the  attention 
of  the  Secretary  of  Human  Affairs  the  problem  of  car- 
ing for  patients  discharged  from  state  mental  hospitals. 
It  was  strongly  urged  that  there  be  a coordination  and 
unification  of  those  agencies  having  responsibilities  of 
pre-  and  post-hospital  care  with  special  emphasis  on  min- 
imizing as  much  as  possible  the  necessity  for  hospitaliza- 
tion of  the  mentally  ill  and  mentally  retarded. 

The  Committee  received  a report  on  several  bills 
passed  by  the  1973  Session  of  the  General  Assembly. 
One  bill,  H.B.  14-12,  which  allows  optometrists  and  psy- 
chologists to  be  paid  directly  by  Blue  Shield  and  other 
insurance  carriers  provoked  considerable  discussion. 

A motion  was  adopted  by  the  Committee  that  the 
Mental  Health  Committee  work  with  and  request  the 


Neuropsychiatric  Society  of  Virginia  to  recommend 
guidelines  for  appropriate  supervision  by  physicians  of 
ancillary  psychiatric  personnel. 

The  Committee  discussed  the  continuing  problem  of 
the  lack  of  coverage  for  mental  illness  being  made  avail- 
able by  various  insurance  carriers  in  the  State  of  Vir- 
ginia. It  was  pointed  out  that  the  State  of  Connecticut 
has  enacted  a law  that  requires  all  insurance  carriers  of 
health  insurance  be  required  by  law  to  provide  coverage 
for  mental  illness  in  their  policies.  It  was  the  consensus 
of  the  Committee  that  a copy  of  the  Connecticut  Statute 
dealing  with  this  problem  be  presented  to  the  Legislative 
Committee  of  The  Medical  Society  of  Virginia  with  the 
request  that  they  consider  the  feasibility  of  recommend- 
ing that  a similar  bill  be  introduced  in  the  Virginia  Gen- 
eral Assembly  as  early  as  possible.  (A  copy  of  the  Con- 
necticut bill  has  been  forwarded  to  the  Legislative  Com- 
mittee). 

Much  concern  was  voiced  by  the  Committee  over  the 
continued  lack  of  residential  treatment  facilities  for  chil- 
dren throughout  the  Commonwealth.  The  Committtee 
voted  unanimously  to  request  The  Medical  Society  of 
Virginia  to  urge  the  proper  authorities  in  the  State  of 
Virginia  to  take  positive  action  toward  the  establishment 
of  residential  treatment  facilities  for  children  (under  12 
years  of  age)  and  adolescents  as  well  as  improved  pro- 
visions for  foster  home  care  for  such  individuals  and  to 
this  end  request  the  Legislative  Committee  to  consult 
with  the  Department  of  Mental  Hygiene  and  Hospitals 
and  the  Neuropsychiatric  Society  of  Virginia  so  that, 
hopefully,  the  combination  of  all  forces  involved  might 
produce  satisfactory  results. 

For  several  years  The  Mental  Health  Committee  has 
discussed  the  feasibility  of  sponsoring  a Defective  De- 
linquent Bill  through  the  Legislative  Committee  of  The 
Medical  Society  of  Virginia  with  its  eventual  introduc- 
tion in  the  Virginia  Legislature.  Finally,  on  June  6, 
1973,  there  was  a joint  meeting  of  the  Legislative  and 
Mental  Health  Committees  held  solely  for  the  purpose 
of  discussing  a proposed  Defective  Delinquent  Bill.  The 
chief  spokesman  for  the  Mental  Health  Committee  was 
Dr.  Emory  Hodges  who  has  so  diligently  pursued  this 
matter  since  becoming  a member  of  the  Mental  Health 
Committee.  The  proposed  bill  was  reviewed  in  detail 
and  after  making  quite  a few  changes  and  corrections  in 
the  original  draft  of  the  proposed  bill  it  was  approved 
by  both  the  Legislative  and  Mental  Health  Committees. 
It  is  expected  that  the  proposed  bill  will  be  introduced  in 
the  1974  Virginia  General  Assembly. 

The  Chairman  wishes  to  express  to  the  remainder  of 
the  Committee  and  to  Mr.  Robert  I.  Howard,  Executive 
Vice-President  of  The  Medical  Society  of  Virginia  and 
Mr.  Willard  C.  Osburn,  Administrative  Assistant,  The 
Medical  Society  of  Virginia  his  appreciation  for  their 
cooperation  in  the  formulation  of  this  report. 

John  R.  Saunders,  M.D.,  Chairman 

W.  D.  Buxton,  M.D. 

Emory  F.  Hodges,  Jr.,  M.D. 

O.  T.  Graham,  M.D. 

Asad  Masri,  M.D. 

Morgan  Scott,  M.D. 

Robert  H.  Thrasher,  M.D. 

R.  Terrell  Wingfield,  M.D. 
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LIAISON  TO  STATE  BAR 

The  Joint  Medical-Legal  Panel  for  screening  medical 
malpractice  cases  has  held  14  hearings  during  the  past 
twelve  months  and  it  is  almost  a certainty  that  several 
others  will  be  held  before  the  Annual  Meeting. 

Your  committee  continues  to  meet  at  regular  intervals 
with  representatives  of  the  State  Bar  and  is  pleased  to 
report  that  our  working  relations  with  that  organization 
have  never  been  better. 

The  Joint  Committee  met  on  three  occasions  during 
the  past  year  and  there  was  some  concern  by  both  groups 
that  the  original  intent  of  the  plan  was  not  being  ful- 
filled. With  this  thought  in  mind,  several  amendments 
were  made  and  approved  by  the  Society  and  the  State 
Bar.  Paragraph  6 pertaining  to  the  procedure  now  reads 
as  follows: 

“If  the  decision  of  the  Panel  is  in  the  negative,  the 
attorney  submitting  the  application  and/or  representing 
the  claimant  before  the  Panel,  or  any  of  his  partners 
or  associates,  shall  thereafter  be  precluded  from  pre- 
paring, filing  or  participating  in  any  court  action 
against  the  same  physician  involving  any  of  the  issues 
heard  by  the  Panel.  The  right  of  the  claimant  and/or 
physician  involved  to  have  the  case  heard  in  a court 
of  law  shall  not  be  affected  by  the  decision  of  the 
Panel.  The  right  of  the  attorney  representing  the 
claimant  to  advise  his  client  as  to  his  rights  and  inter- 
est shall  also  remain  unimpaired  by  anv  decision  of  the 
Panel.” 

In  addition  to  the  amendments  the  Committee  felt  an 
overall  revision  of  the  Plan  was  in  order.  An  Ad  Hoc 
Committee  worked  many  hours  drafting  the  revision  and 
the  final  draft  was  approved  by  both  associations. 

A continuing  effort  is  being  made  to  publicize  the 
Panel  and  its  purpose.  We  hope  very  much  that  by  the 
time  this  issue  is  published  a descriptive  brochure  pertain- 
ing to  the  Plan  will  have  been  received  by  the  mem- 
bership. The  State  Bar  will  also  distribute  the  brochure 
and  do  everything  possible  to  keep  its  own  members 
aware  of  the  Panel’s  existence. 

Your  committee  was  hopeful  last  year  that  the  study 
by  H.E.W.  would  provide  some  practical  answers  to  the 
malpractice  situation. 

The  committee  appointed  by  government  has  made 
its  study  and  the  report  is  available  in  print. 

We  now  feel  we  must  strengthen  our  committee  here 
in  Virginia.  We  wish  to  make  its  services  known  to  all 
state  physicians  and  attorneys.  As  experience  continues 
to  accumulate  further  changes  may  be  made  in  our  pro- 
cedures so  that  we  can  continue  to  aid  our  colleagues 
more  effectively. 

George  M.  Nipe,  MX).,  Chairman 

NURSING 

At  the  request  of  The  Medical  Society  of  Virginia, 
the  Chairman  of  the  Liaison  Committee  to  Organized 
Nursing  attended  the  National  Conference  of  State  Joint 
Practice  Committees  at  Nordic  Hills,  Itasca,  111.,  on  No- 
vember 9-10,  1972,  where  the  following  subjects  were 
discussed:  (1)  Organization  and  Purposes  of  State  Joint 
Practice  Committees.  (2)  Legal  Implications  of  Chang- 


ing Personnel  Roles.  (3)  Joint  Planning  for  Improved 
Urban  Health  Care.  (4)  Inter-disciplinary  Approaches 
to  New  Health  Roles. 

Forty-six  states  were  represented;  34  by  medical  and 
nursing  personnel,  two  by  medical  personnel  only,  and  10 
by  nursing  personnel  only.  Virginia  was  represented  by 
Dr.  Leon  Bloodworth,  Department  of  Family  Practice, 
the  Medical  College  of  Virginia,  Dr.  W.  Nash  Thomp- 
son, Chairman  of  the  Liaison  Committee  to  Organized 
Nursing,  Dr.  Vida  Huber,  R.N.,  Superintendent  of 
Nurses  at  Minnonite  Hospital  of  Harrisonburg,  and  Ms. 
IVIargaret  V.  Henlv,  R.  N.,  President-Elect  of  Virginia 
Nurses’  Association. 

Following  the  meeting  a summary  and  analysis  was 
sent  to  all  participants,  with  a 56%  return.  Of  those 
reporting  90%  believed  that  the  conference  overall  was 
a satisfactory  one.  Sixty-one  of  the  respondents  felt 
that  the  State  Joint  Practice  Committee  can  play  an  ef- 
fective role  in  improving  health  care  through  cooperative 
nurse-physician  activities,  and  61  per  cent  indicated  that 
specific  follow-up  activities  in  connection  with  the  con- 
ference had  already  been  conducted  or  were  in  the 
process  of  being  planned. 

Your  Liaison  Committee  submitted  a proposal  to  The 
Medical  Society  of  Virginia  following  their  meeting  in 
July  1972  recommending  that  the  Society  set  up  a Joint 
Practice  Committee  following  the  guidelines  set  forth 
by  the  National  Joint  Practice  Commission;  however, 
the  reference  committee  stated  that  they  lacked  infor- 
mation, and  this  motion  was  tabled.  After  returning  from 
the  National  Conference  in  November  the  Chairman  of 
the  Liaison  Committee  reported  to  Council  on  the  ac- 
tivities that  took  place  on  a National  level  and  again 
presented  the  resolution  to  Council  recommending  such 
a committee  in  the  State  of  Virginia.  Council  was  not 
satisfied  at  this  time  and  asked  that  the  committee  meet 
with  the  nurses  again,  along  with  a representative  from 
Council,  Dr.  Harry  E.  Hager,  for  further  study  and 
clarification.  This  meeting  was  held  February  25,  1973, 
with  all  members  present  other  than  Dr.  Robert  Mann. 
Dr.  Harry  E.  Hager,  assigned  councilman  for  this  com- 
mittee was  present,  also  Dr.  Leon  Bloodworth,  as  repre- 
sentative to  the  National  Joint  Conference.  Representing 
the  Nurses’  Association  were:  Kenneth  L.  Rinker, 

R.  N.,  President  of  Virginia  Nurses’  Association,  Mrs. 
Barbara  T.  Walker,  R.  N.,  Executive  Director  of  Vir- 
ginia Nurses’  Association,  Miss  Annabell  Kinney,  R.  N. 
and  Ms.  Margaret  V.  Henley,  R.  N.,  wTho  was  present  at 
the  National  Conference. 

Mr.  Rinker  reported  that  the  House  of  Delegates  of 
the  Virginia  Nurses’  Association  approved  a resolution 
supporting  the  formation  of  the  Joint  Practice  Commit- 
tee at  their  annual  meeting. 

Three  of  the  members  present  discussed  the  National 
Joint  Practice  Commission’s  meeting,  pointing  out  the 
benefits  that  could  be  derived  through  a Virginia  Joint 
Practice  Committee.  It  was  moved  by  Dr.  Cooke  that 
the  present  Committee  on  Nursing  be  dissolved  and  in  its 
place  a Virginia  Joint  Practice  Committee  be  formed  and 
that  it  be  formed  from  equal  numbers  from  each  Asso- 
ciation. The  motion  was  seconded  by  Dr.  Guerrant  and 
carried. 
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It  was  pointed  out  that  the  Joint  Practice  Committee 
would  perform  all  the  functions  now  performed  by  the 
Liaison  Committee  to  Organized  Nursing  and  many  more 
than  we  are  now  doing. 

A sense  of  urgency  was  voiced  relative  to  the  formation 
of  the  Joint  Practice  Committee  and  the  hope  was  ex- 
pressed that  the  Society  would  realize  the  urgent  need 
of  this  committee. 

The  Chairman  was  informed  that  at  the  April  meeting 
of  Council  the  recommendations  of  the  Committee  on 
Nursing  were  accepted  and  will  be  presented  to  the  House 
of  Delegates  in  October  for  final  approval.  We  are  ex- 
pecting the  House  of  Delegates  to  approve  this  resolution. 

W.  N.  Thompson,  M.D.,  Chairman 

Charles  H.  Townes,  M.D. 

William  E.  Painter,  M.D. 

C.  Barrie  Cook,  M.D. 

John  L.  Guerrant,  M.D. 

Robert  F.  Mann,  M.D. 

MATERNAL  HEALTH 

Dr.  Norman  Thornton,  Chairman,  called  the  meeting 
to  order  and  all  twelve  members  were  present. 

Mr.  William  Read  Miller,  legal  representative  for  The 
Medical  Society  of  Virginia,  attended  the  meeting,  as 
requested,  to  confer  with  and  guide  the  Committee  in 
its  deliberations  relating  to  Dr.  Stark’s  request  for  the 
Committee’s  thinking  on  the  Supreme  Court’s  present 
ruling  on  abortions  and  its  suggestions  for  recommenda- 
tions to  our  legislators. 

Mr.  Miller  and  the  Committee  members  studied  and 
discussed,  item  by  item,  a proposal  for  revision  of  the 
Virginia  Abortion  Law  which  would  meet  the  stipula- 
tions are  enunciated  in  the  Supreme  Court’s  decision  on 
this  matter.  The  new  draft  will  be  sent  to  the  Chairman 
and  Secretary  for  distribution  to  Committee  members 
for  further  consideration  and  suggestions  if  indicated. 
An  approved  proposal  will  be  sent  to  Doctor  Stark  as 
Committee  recommendations. 

The  Annual  Statistical  Report  on  maternal  deaths 
showed  a total  of  14  deaths  during  the  calendar  year 
1972  for  a rate  of  2 per  10,000  live  births,  third  lowest 
in  history.  Seven  of  these  deaths  were  white  and  8 were 
non  white;  5 were  due  to  abortions,  4 septic,  1 therapeutic 
and  4 were  ruptured  ectopics.  The  1972  rate  of  2 per 
10,000  was  bettered  in  1971  with  a rate  of  1.2  and  in 
1968  with  the  rate  of  1.6  and  was  equal  in  1969  with 
the  rate  of  2.  Total  births  were  estimated  as  74,900. 

The  new  Maternity  Record,  to  be  used  by  all  State 
Health  Department  Clinics  and  The  Medical  College  of 
Virginia  was  presented  to  the  Committee  for  informa- 
tional purposes.  The  Record  was  jointly  developed  by 
the  State  Health  Department  and  The  Medical  College 
of  Virginia.  It  is  designed  to  be  a complete  and  con- 
tinuous report  of  a maternity  patient’s  prenatal,  hospital 
and  post  partum  course,  providing  a copy  to  the  phy- 
sician and  hospital.  It  can  also  be  used  by  physicians 
and  hospitals  throughout  the  State  and  is  expected  to  be 
a strong  impetus  to  uniform  reporting  and  development 
of  statistical  information.  The  Committee  endorsed  the 
concept  of  the  record. 


A summary  of  laws  enacted  by  the  1973  session  of  the 
General  Assembly  which  have  particular  interest  to  the 
Committee,  together  with  copies  of  these  laws,  was  re- 
viewed by  the  Committee.  House  Bill  76  amended  the 
Minor  Consent  Law  to  exclude  vasectomy,  salpingectomy 
or  other  sterilization  procedures.  Thus  parental  consent 
is  required  for  those  under  18  years  of  age.  House  Bill 
1220  amended  law  on  communicable  diseases  (32-57.1) 
to  require  immunization  against  Measles,  Rubella,  Diph- 
theria, Tetanus,  Whooping  cough,  and  Poliomyelitis.  It 
also  requires  that  pupils  entering  school  be  successfully 
vaccinated  for  Smallpox  or  present  a written  statement 
from  a licensed  physician  stating  that  in  the  physician’s 
opinion  vaccination  with  Smallpox  vaccine  is  contrain- 
dicated. House  Bill  1368  requires  the  State  Health  De- 
partment to  establish  and  maintain  minimum  standards 
and  qualifications  for  organizations  and  individuals  who 
procure  or  in  any  way  handle  human  blood  or  derivatives 
for  human  use  so  as  to  assure  a safe  and  reliable  supply  of 
the  same  for  health  services.  House  Bill  1451  amends  the 
Nurse  Practice  Act  to  permit  the  Virginia  State  Board 
of  Nursing  and  Virginia  State  Board  of  Medicine  to 
jointly  establish  rules  and  regulations  for  the  provision 
of  medical  and  health  services  by  a nurse  practitioner 
under  the  supervision  of  a duly  licensed  physician. 
House  Bill  1722  amends  the  Medical  Practice  Act  to  per- 
mit a physician  to  employ  personnel,  supervised  by  him, 
to  perform  functions  which  are  non-discretionary  or  do 
not  require  the  expertise  of  professional  judgment  for 
their  performance,  provided  the  responsibility  for  such 
activities  is  assumed  by  the  physician.  Senate  Bill  665 
amended  the  Medical  Practice  Act  permitting  the  use 
of  a physician’s  assistant. 

The  extremely  dangerous  and,  unfortunately,  usually 
lethal  outcome  of  oral  genital  sex  activity  in  which  air  is 
blown  into  the  vagina  was  discussed  by  the  Committee. 
Recently  such  a lethal  case  occurred  in  Virginia  and 
also  a similar  case  in  North  Carolina.  There  are  8 other 
such  cases  reported  in  the  literature.  Due  to  the  dramatic 
and  death  dealing  results  which  frequently  occur  from 
such  actions  it  is  recommended  that  all  maternity  pa- 
tients be  informed  of  the  hazard  and  instructed  not  to 
engage  in  such  action. 

The  Committee’s  additional  activities  during  the  year 
relating  to  maternal  death  study  is  presented: 


No.  of  Cases  Received  from  Vital  Statistics 28 

No.  Investigated  21 

No.  Reviewed  by  Committee  18 

No.  Reported  and  Closed 281 


William  N.  Thornton,  M.D.,  Chairman 
James  J.  Dunne,  M.D.,  Secretary 
William  H.  Cox,  M.D. 

William  L.  Driskill,  Jr.,  M.D. 

Leo  J.  Dunn,  M.D. 

Rufus  P.  Ellett,  Jr.,  M.D. 

Theron  H.  Haas,  M.D. 

Samuel  P.  Massie,  M.D. 

Francis  R.  Payne,  M.D. 

Claude  A.  Smith,  M.D. 

George  Speck,  M.D. 

Frank  G.  Turner,  M.D. 


854 


Virginia  Medical  Monthly 


ENVIRONMENTAL  AND  OCCUPATIONAL  HEALTH 

The  committee  considered  its  major  responsibility  was 
to  identify  problems  in  environmental  and  occupational 
health  about  which  the  physicians  in  Virgina  should  be 
informed.  To  accomplish  this  the  committee  will  estab- 
lish a close  liaison  with  the  State  environmental  agencies 
and  State  Health  Department  to  pinpoint  areas  of  the 
State  where  dangerous  levels  of  pollution  are  likely  to 
occur  and  keep  the  physicians  in  these  areas  informed. 
The  committee  will  attempt  to  be  informed  of  activities 
of  State  Boards  concerned  with  environmental  and  oc- 
cupational health  hazards  and  participate  in  the  hearings 
conducted  by  these  boards.  The  committee  has  been 
receiving  from  the  State  Air  Pollution  Control  Board 
periodic  reports  of  air  pollution  levels  from  its  monitor- 
ing stations  throughout  the  state.  These  reports  indicate 
that  where  National  Air  Quality  Standards  are  not  being 
met,  appropriate  action  by  the  State  Air  Pollution  Con- 
trol Board  is  being  taken. 

Support  was  given  before  the  General  Assembly  for 
adequate  funding  of  the  state  environmental  agencies  and 
of  the  health  departments  in  the  development  of  sound 
environmental  health  practices.  Bills  on  environmental 
and  occupational  matters  that  were  proposed  for  action 
by  the  Virginia  General  Assembly  were  reviewed. 

There  probably  will  be  environmental  surveys  by 
HEW  and  there  should  be  developed  a close  liaison  be- 
tween our  committee,  the  Virginia  Association  of  Indus- 
trial Physicians,  and  the  Industrial  Hygiene  Division  of 
the  State  Health  Department  to  review  these  surveys. 
Joint  meetings  and  conferences  should  be  held  among 
physicians  in  private  practice,  in  industrial  medicine  and 
in  public  health  in  regard  to  any  environmental  hazards 
that  are  found  and  programs  developed  to  eliminate  such 
hazards.  Any  real  or  suspected  health  hazard  due  to 
environmental  factors  should  be  reviewed  by  the  com- 
mittee and,  after  expert  consultations  when  needed,  med- 
ical advice  concerning  such  hazards  should  be  made 
available  to  the  medical  profession. 

The  committee  should  relate  closely  to  the  Council  on 
Environmental,  Occupational  and  Public  Health  of  the 
AMA;  summaries  of  the  meeting  of  the  council  should 
be  available  to  members  of  the  committee  and  a repre- 
sentative of  the  committee  should  attend  the  annual 
AMA  Congress  on  Environmental  Health.  A member 
of  the  committee  attended  the  Regional  III  meeting  of 
the  AMA  Council  on  Environmental,  Occupational  and 
Public  Health  in  Washington  on  December  8,  1972.  A 
report  on  this  meeting  was  sent  to  Dr.  Stark. 

Edward  S.  Ray,  M.D.,  Chairman 

William  S.  Dingledine,  M.D.,  Vice  Chairman 

Thomas  N.  Hunnicutt,  Jr.,  M.D. 

James  M.  MacMillan 
R.  F.  Sappington,  Jr.,  M.D. 

Charles  S.  Sale,  M.D. 

Arthur  J.  Mourot,  M.D. 

Maurice  M.  Miller,  M.D. 

REHABILITATION 

Your  Rehabilitation  Committee  has  throughout  the 
year  provided  consultation  regarding  medically  related 
matters  to  the  Virginia  Department  of  Vocational  Re- 


habilitation. The  Committee  has  provided  special  con- 
sultation to  the  Disability  Determination  Division  of  the 
Department  of  Vocational  Rehabilitation. 

The  committee  met  July  30  in  conjunction  with  the 
area  medical  consultants  for  rehabilitation  and  the  Staff 
of  Vocational  Rehabilitation.  The  committee  heard  an 
overview  of  the  Vocational  Rehabilitation  program  pre- 
sented by  the  staff  members  of  the  Vocational  Rehabili- 
tation Department.  The  committee  received  informa- 
tion on  and  took  under  advisement  further  study  of  the 
fee  schedule. 

It  is  with  deep  sorrow  that  we  report  the  loss  of  one  of 
our  long  time  valuable  members,  Dr.  James  Thomson, 
neurosurgeon.  He  will  be  greatly  missed. 

On  the  occasion  of  his  retirement,  Mr.  Ed  Justis,  Dep- 
uty Commissioner  of  Vocational  Rehabilitation,  who 
served  as  the  Department  of  Vocational  Rehabilitation 
liaison  with  the  Medical  Advisory  Committee,  was  pre- 
sented by  the  Vocational  Rehabilitation  Committee  a 
citation  for  his  service. 

Dr.  Abdon  Reina,  of  Norfolk,  was  appointed  to  re- 
place Dr.  Thomson  as  neurosurgical  member  of  the  Vo- 
cational Rehabilitation  Committtee. 

Joseph  E.  Anderson,  Jr.,  M.D. 

Jose  D.  Coll,  M.D. 

Robert  J.  Faulconer,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Hunter  S.  Jackson,  MX). 

Joseph  T.  Kaye,  M.D. 

Richard  H.  Lowe,  M.D. 

Frank  C.  McCue,  III,  M.D. 

J.  Treacy  O’Hanlan,  M.D. 

William  Orr,  M.D. 

Carney  C.  Pearce,  Jr.,  M.D. 

Reno  R.  Porter,  M.D. 

Abdon  Reina,  M.D. 

William  D.  Rusher,  M.D. 

Frank  Strickler,  M.D. 

William  W.  Walton,  M.D. 

David  K.  Webster,  M.D. 

Alexander  McCausland,  M.D.,  Chairman 

AD  HOC  PEER  REVIEW 

The  following  PROPOSED  PLAN  for  a Pro- 
fessional Standards  Review  Organization  in  Vir- 
ginia is  being  referred  to  the  House  of  Delegates 
for  final  acceptance  or  rejection: 

Questions  and  Answers  (Tentative)  on  a Proposed 
PSRO  Plan  for  Virginia* 

Q.  Why  “tentative”  answers? 

A.  Because  PSRO  (Professional  Standards  Review  Or- 
ganization) is  a new,  national  program  in  its  early 
experimental  stages  and  full  and  complete  guidelines 
are  not  likely  to  be  available  until  later. 

Q.  Is  it  optional  or  mandatory  that  there  be  a PSRO 
program  in  Virginia? 

A.  Mandatory.  Public  Law  92-603  clearly  places  the 
responsibility  upon  the  Secretary  of  Health,  Educa- 

♦ As  seen  from  the  viewpoint  of  the  Peer  Review  committee  of 
The  Medical  Society  of  Virginia. 
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tion  and  Welfare  to  set  up  a PSRO  program 
throughout  the  United  States. 

Q.  What  if  physicians  don’t  choose  to  cooperate? 

A.  The  law  and  the  Congressional  hearings  preceding 
its  enactment  make  it  clear  that  the  intent  of  the 
Congress  is  to  have  the  program  carried  out  primarily 
by  organizations  of  practicing  physicians.  In  the 
event  of  the  unwillingness  of  physicians  in  any  area 
to  take  their  own  initiative,  the  law  provides  that 
(after  1975)  the  Secretary  HEW  may  designate  oth- 
er organizations  having  medical  competence  (for 
example,  insurance  carriers).  Obviously,  this  would 
result  in  physicians  in  such  areas  having  much  less 
say  in  matters  affecting  them. 

Q.  What  is  The  Medical  Society  of  Virginia  doing  in 
this  regard? 

A.  At  the  Society’s  November  1972  annual  meeting  a 
committee  was  appointed  for  the  purpose  of  develop- 
ing a detailed,  workable  plan  of  PSRO,  to  be  cir- 
culated to  all  component  medical  societies  and  then 
presented  at  the  October  1973  annual  meeting. 

Q.  What  kind  of  a plan  does  this  committee  (ad  hoc 
Peer  Review  committee)  have  in  mind? 

A.  The  committee  has  drawn  up  a tentative  plan  which 
will  be  revised  in  the  light  of  comments  to  be  re- 
ceived from  all  interested  parties.  The  plan  con- 
sists basically  of  a single  strong  physician-controlled 
organization,  set  up  as  a non-profit  corporation.  It 
would  conduct  at  its  central  headquarters  (probably 
Richmond)  those  PSRO  functions  best  handled  cen- 
trally. It  would  conduct  at  five  “satellite”  locations 
those  functions  best  handled  locally. 

Q.  What  if  the  Secretary  HEW  chooses  to  partition 
Virginia  into  more  than  one  PSRO  area,  because  of 
its  size  and  population,  as  his  prerogative  under  PL 
92-603? 

A.  It  is  our  present  opinion  that  those  to  whom  the  Sec- 
retary HEW  would  turn  for  recommendations  on 
this  matter  would  be  willing  to  concur  in  the  plan 
proposed,  provided  they  can  be  shown  that  it  has 
the  support  of  organized  medicine  in  Virginia  and 
offers  the  economies  described  in  the  plan  with  re- 
gard to  functions  that  lend  themselves  to  centralized 
operation,  such  as  computer  usage. 

Q.  Since  the  utilization  review  committees  at  hospitals 
and  other  institutions  are  still  going  to  function, 
where  does  PSRO  fit  in? 

A.  The  law  states:  “Each  PSRO  shall  utilize  the  services 
of,  and  accept  the  findings  of,  the  review  committees 
of  a hospital  or  other  operating  health  care  facility 
or  organization  . . . but  only  when  and  only  to  the 
extent  and  only  for  such  time  that  such  committees 
. . . have  demonstrated  to  the  satisfaction  (of  PSRO) 
their  capacity  effectively  and  in  timely  fashion  to 
review  activities  . . . including  the  medical  society 
of  admissions,  types  and  extent  of  services  ordered, 
and  lengths  of  stay.  . . The  Secretary  HEW  may 
prescribe  regulations  to  carry  out  the  provisions  of 
this  subsection.” 

We  assume  that  the  PSRO  would  not  be  a rubber 


stamp  but  would  maintain  genuine  and  continuing 
review  through  the  use  of  scientific  sampling  and  oth- 
er methods,  adapted  to  the  individual  institution. 

Q.  If  requested,  would  the  proposed  Virginia  PSRO 
organization  review  non-federally  financed  cases  for 
the  insurance  carriers  and  intermediaries  and  charge 
them  for  the  service? 

A.  This  is  being  done  by  several  existing  medical  foun- 
dations. However,  the  Virginia  organization  should 
restrict  itself,  certainly  at  first,  to  those  duties  re- 
quired of  a PSRO.  The  matter  is  worthy  of  con- 
sideration, but  at  a much  later  date. 

Q.  How  would  the  organization  be  financed? 

A.  By  the  U.S.  Department  of  Health,  Education  and 
Welfare. 

Q.  Would  the  organization  purchase  a large  computer 
to  do  the  necessary  data  processing  for  PSRO? 

A.  No.  It  appears  more  advisable  to  subcontract  this 
function.  However,  the  data  and  the  decisions  as 
to  data  requirements  would  be  under  the  control  of 
the  proposed  PSRO  organization  and  safeguards  pro- 
vided for  sensitive  data  considered  confidential. 

Q.  If  each  institutional  patient’s  record  were  subjected 
to  complete  review  against  detailed  PSRO  criteria  for 
care,  diagnosis  and  treatment,  would  this  not  require 
very  large  expenditures  of  money  and  time  of  phy- 
sicians, nurses  and  clerical  personnel? 

A.  To  avoid  this  the  proposed  Virginia  plan  incor- 
porates a method  referred  to  as  “statistical  quality 
control”.  This  term  refers  to  the  use  of  scientific 
sampling  methods  in  the  review  process.  It  is  a stand- 
ard inspection  technique  that  has  been  used  for  many 
years  in  the  manufacturing  industries  and  later  ap- 
plied successfully  in  accounting,  insurance  and  many 
other  non-manufacturing  fields  of  endeavor.  It  relies 
upon  sampling  to  identify  the  nature  and  sources  of 
trouble.  Primary  attention  is  then  given  to  correcting 
the  trouble  at  the  source  (so  that  it  won’t  happen 
again),  rather  than  being  overly  concerned  about  ir- 
regularities in  the  sample  cases  themselves.  As  applied 
to  PSRO,  this  method  would  place  the  emphasis  upon 
identifying  the  persons  and  places  responsible  for 
departures  from  accepted  PSRO  criteria.  Retrospec- 
tive denial  of  claims  (other  than  flagrant  ones)  would 
be  avoided.  Cost  and  personnel  requirements  asso- 
ciated with  the  statistical  quality  control  technique 
are,  of  course,  far  less  than  for  100  percent  inspection 
systems. 

Q.  How  would  physicians  be  chosen  to  serve  on  the 
various  PSRO  committees,  and  would  they  be  paid 
for  their  services? 

A.  Panels  of  physicians  would  be  selected  from  time  to 
time  by  the  chairman  of  each  committee,  from  the 
entire  list  of  those  who  volunteered  to  serve.  It  is 
expected  that  duties  requiring  a significant  amount 
of  professional  time— e.g.,  one  full  day,  or  more  per 
month  in  review  of  cases— would  be  on  a paid  basis. 
Persons  having  committee  assignments  of  an  hon- 
orary or  general  policy-making  nature  might  prefer 
to  be  compensated  for  expenses  only. 
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DRAFT  PLAN  FOR  PSRO  IN  VIRGINIA 

(Profession  Standards  Review  organization  under 
Public  Law  92-603) 

1.  Purpose— The  purpose  of  this  paper  is  to  set  forth 
a proposal  for  the  establishment  of  a health  care  services 
review  organization  for  Virginia,  pursuant  to  the  re- 
quirement of  Public  Law  92-603,  in  detail  sufficient  for: 

a.  circulation  for  criticism  and  comment  to  mem- 
bers of  the  Council  of  The  Medical  Society  of  Vir- 
ginia and  to  each  component  local  medical  society;  and 

b.  circulation  for  informal  comment  by  planning 
staff  personnel  of  the  federal  agency  that  would  pro- 
vide the  primary  funding  of  the  organization  if  and 
when  established. 

After  the  above  has  taken  place,  it  is  contemplated  that 
a revision  would  then  be  prepared, 

a.  for  presentation  to  The  Medical  Society  of  Vir- 
ginia at  its  October  1973  annual  meeting;  and 

b.  as  the  basis  for  possible  application  to  the  Secre- 
tary of  Health,  Education  and  Welfare  for  PSRO 
designation  and  funding,  to  commence  on  or  about 
January  1,  1974:  such  designation  to  be  “conditional”, 
as  provided  in  the  law  to  permit  termination  upon  90 
days  notice  by  either  party  to  the  agreement. 

2.  Basic  assumptions— This  proposed  plan  incorporates 
certain  assumptions  which  the  Peer  Review  committee 
believes  would  make  it  acceptable  to  the  largest  possible 
number  of  physicians  in  Virginia,  particularly  in  view 
of  the  many  doubts,  expressed  and  unexpressed,  known 
to  exist.  Further,  it  is  recognized  that  new  sensitivities 
are  likely  to  be  aroused  in  the  course  of  hearings  and 
debate  on  the  various  health  care  delivery  Bills  being 
considered  by  the  93rd  Congress.  Therefore,  the  follow- 
ing has  been  assumed  in  drafting  the  proposed  PSRO: 

a.  There  shall  be  no  extension  of  review  authority 
to  situations  beyond  those  required  by  the  law.  Any 
extension  to  optional  functions  should  be  undertaken 
only  if  it  were  found  that  the  views  of  organized 
medicine  in  Virginia  were  preponderantly  in  favor, 
and  in  any  case,  should  not  even  be  considered  until 
a substantial  experience  had  been  obtained  in  admin- 
istering the  required  functions.  As  prime  example, 
there  is  no  provision  in  the  proposed  plan  for  the  re- 
view of  services  to  Medicare  and  Medicaid  patients 
at  physicians’  offices,  although  the  law  makes  this  op- 
tional when  approval  is  given  by  the  Secretary  of 
Health,  Education  and  Welfare. 

b.  There  should  be  no  building  of  a review  bureau- 
cracy. Personnel  requirements  should  be  limited  to 
those  essential  to  operate  efficiently  and  in  a manner 
neither  half-hearted  on  the  one  hand  nor  zealous  on 
the  other.  To  the  extent  possible,  the  review  work 
should  be  done  by  persons  already  attached  to  other 
organizations,  and  by  volunteer  and  part-time  personnel 
not  dependent  upon  the  PSRO  organization  as  the 
principal  source  of  their  livelihood. 

c.  Emphasis  should  be  placed  upon  indirect  rather 
than  direct  reduction  of  health  costs.  We  are  quite 
cognizant  that  one  of  the  primary  motivations  for  es- 
tablishing PSRO  nationally  is  the  rapid  increase  in 


health  care  costs  and  the  increasing  federal  role  in 
payment  of  such  costs.  It  is  proposed  by  this  commit- 
tee that  the  prime  thrust  of  PSRO  in  Virginia  should 
be  for  quality  care  at  reasonable  cost,  achieved  through 
an  effective  educational  program  based  on  realistic 
standards  adapted  to  and  acceptable  in  the  area  in 
which  the  health  care  services  are  provided.  It  is  be- 
lieved that  an  educational  program  directed  toward 
the  specific  problems  as  they  are  brought  to  attention 
through  the  review  process,  would  gradually  bring 
about  adherence  to  the  standards  and  thereby  would 
be  conducive  to  the  reduction  of  unnecessary  care 
and  excessive  costs.  For  example,  the  standards  would 
undoubtedly  have  influence  in  reducing  excessive  use 
of  laboratory  procedures  of  questionable  value,  and  in 
reducing  utilization  of  hospitals  as  compared  with 
less  costly  facilities.  With  this  approach  it  should  be 
possible  to  contain  or  reduce  cost  and  at  the  same  time 
avoid  having  PSRO  become  primarily  a cost-cutting 
program. 

d.  Physicians  should  control  the  proposed  PSRO  or- 
ganization. The  law  and  hearings  preceding  its  enact- 
ment clearly  indicate  that  the  first  choice  of  the 
Congress  is  for  physician  control  and  only  as  a last 
resort,  in  case  of  unwillingness  of  physicians  in  an 
area  to  assume  the  review  responsibilities  through  an 
organization  of  their  own,  would  the  Secretary  be 
required  to  turn  to  other  organizations.  It  should  be 
noted  that  if  there  are  three  or  more  PSROs  within  a 
state,  the  law  makes  possible  the  appointment  of  a 
limited  number  of  non-physicians  at  the  state  level, 
representing  the  public  interest,  with  a voting  voice. 
Therefore,  if  the  plan’s  concept  of  a single  statewide 
PSRO  were  not  accepted,  but  instead  three  or  more 
independent  PSROs  were  set  up  in  Virginia,  a “state- 
wide review  council”  would  be  mandatory.  Under  the 
law,  members  of  this  council  would  be  designated  as 
follows:  1 by  each  PSRO;  2 by  the  State  Medical  So- 
ciety; 2 (physicians)  by  the  State  Hospital  Associa- 
tion; and  4 designated  as  representatives  of  the  pub- 
lic by  the  Secretary,  U.S.  Dept,  of  HEW  (at  least 
two  of  whom  are  to  be  recommended  by  the  Gover- 
nor, and  none  of  these  four  is  required  to  be  a phy- 
sician) . 

e.  Any  case  review  decision  of  the  PSRO  for  which 
disagreement  might  remain  after  thorough  consulta- 
tion with  the  physician  concerned,  should  be  con- 
fined to  a decision  on  the  propriety  of  payment. 

f.  There  should  be  no  attempt  at  regulating  fees. 

3.  Division  of  activities  between  state  PSRO  head- 
quarters and  “ satellite ” offices— It  is  believed  that  the 
strength  of  the  organization  would  derive  from  a care- 
ful combination  of  fairly  self-sufficient  operating  activi- 
ties at  the  local  (satellite)  level  and  the  centralization 
of  controlling,  planning,  administering,  data  processing, 
and  reporting  activities  at  the  state  headquarters.  Thus, 
we  propose  that  the  state  be  subdivided  into  five  areas. 
The  Executive  Director  of  the  PSRO  (who  would  prob- 
ably be  located  in  Richmond)  would  appoint,  with  the 
approval  of  the  PSRO  Board  of  Directors,  one  resident 
Coordinator  in  each  of  the  five  areas,  who  would  be 
responsible  to  the  Executive  Director  for  the  day  to  day 
ongoing  activities  of  PSRO  throughout  the  cities  and 


Volume  100,  September,  1973 


857 


counties  in  the  Coordinator’s  area.  However,  in  order 
to  assure  that  the  program  is  fully  sensitive  to  the  views 
of  physicians  in  the  area,  there  would  also  be  formed 
at  each  of  the  five  satellite  locations  a local  area  PSRO 
committee  of  physicians.  Although  not  giving  direct 
orders  to  the  Coordinator,  this  area  committee  would 
provide  him  with  the  backup  and  moral  support  that 
will  undoubtedly  be  needed  in  this  kind  of  program.  At 
the  same  time,  the  area  committee,  meeting  perhaps 
monthly,  would  keep  under  continuous  review  the  policy 
aspects  of  the  program,  and  maintain  a close  linkage 
on  PSRO  matters  with  the  physicians  of  the  area  and 
their  component  local  medical  societies.  Presumably,  a 
member  of  the  state  PSRO  Board  of  Directors  or  alter- 
nate would  be  the  chairman  of  an  area  committee. 

4.  The  principal  duties  of  the  Coordinators  would  be: 

a.  To  establish  and  maintain  the  direct  personal 
liaison  on  behalf  of  the  PSRO  with  each  health  care 
institution  in  their  respective  areas  of  the  state. 

b.  To  employ,  in  accordance  with  budget  and  per- 
sonnel authorizations  from  the  State  Executive  Direc- 
tor, persons  (mostly  part-time)  to  collect  the  basic 
case  by  case  data  required  by  the  program,  in  format 
suitable  for  computer  processing  at  the  state  head- 
quarters. 

c.  To  participate  in  the  organization  of  the  neces- 
sary physician  committees  and  to  provide  support. 

d.  To  assist  the  PSRO  headquarters  in  disseminat- 
ing information  on  the  program,  its  progress  and  re- 
sults. 

5.  Duties  of  physician  committees.  One  of  the  prin- 
cipal activities  within  the  local  area  would  be  the  for- 
mation and  operations  of  the  rotating  panels  of  physi- 
cians. (By  “rotating”  is  meant  that  the  membership  of 
the  panels  would  gradually  be  changed,  in  order  to  avoid 
placing  too  much  burden  on  any  one  physician,  and  in 
order  to  provide  personal  participation  opportunity  for 
the  largest  possible  number  of  physicians.)  The  chair- 
man of  each  physician  committee  would  work  closely 
with  the  Coordinator  for  the  area  in  which  the  com- 
mittee is  located,  but  would  look  for  guidance  on  Pro- 
fessional matters  to  the  PSRO  Medical  Director  (a  phy- 
sician) at  the  state  central  headquarters.  There  would 
be  three  types  of  committees: 

a.  The  area  PSRO  committee,  one  in  each  area, 
concerned  with  policy  matters  as  previously  described. 

b.  Professional  standards  panels.  These  would  for- 
mulate and  continuously  update  the  norms  of  care, 
diagnosis  and  treatment  (criteria)  which  serve  as  the 
standards  against  which  quality  of  care  would  be 
measured  throughout  the  State.  (Some  criteria  could 
contain  variations  to  provide  for  the  differing  condi- 
tions in  the  several  parts  of  the  State.)  Most  panels 
would  be  concerned  with  a single  type  of  health  con- 
dition (or  a group  of  several  related  health  condi- 
tions) as,  for  example,  a panel  on  gastric  ulcers.  But 
there  would  be  only  one  panel  in  the  entire  State  for 
any  one  health  condition.  That  panel  would  have  its 
activities  centered  at  a location  having  strong  re- 
sources for  carrying  out  its  work,  but  its  member- 
ship could  be  State-wide.  Thus,  the  proliferation  of 


similar  panels  throughout  the  State  would  be  avoided, 
with  consequent  savings  of  time  and  expense.  This 
type  of  panel  would  be  composed  of  a combination 
of  specialists  in  regard  to  the  particular  health  condi- 
tion, and  primary  care  physicians  familiar  on  a day 
to  day  basis  with  the  variations  in  the  different  parts 
of  the  State  with  regard  to  current  practice,  the  health 
care  facilities  available,  and  the  socio-economic  aspects 
of  patient  care. 

c.  Case  review  panels.  These  panels,  one  in  each  of 
the  five  geographic  areas,  would  be  responsible  for  the 
professional  review  of  actual  cases  against  the  PSRO 
standards,  and  would  be  the  centers  for  decision  on 
payment  or  non-payment  of  federal  funds  for  par- 
ticular cases.  A case  review  panel  would  be  a large  one, 
from  which  a subcommittee  could  be  drawn  to  con- 
sider almost  any  problem.  This  panel  would  consult, 
as  needed,  with  any  of  the  various  specialized  profes- 
sional standards  panels  referred  to  in  para.  b.  above, 
and  in  fact,  might  occasionally  ask  to  have  representa- 
tives of  those  panels  join  with  the  case  review  tempo- 
rarily. Much  of  the  work  of  a case  review  panel 
would  be  in  review  of  the  procedures,  findings,  and 
problem  cases  of  the  area’s  hospital  utilization  review 
committee. 

6.  Local  activities  during  the  formative  period  of 
PSRO.  The  plan  and  procedure  for  a successful  PSRO 
program  in  Virginia  cannot  be  laid  down  in  ultimate 
detail  in  advance.  Whatever  plan  is  adopted  initially 
can  only  provide  a framework  within  which  activities 
can  be  started  and  developed  through  the  combined 
efforts  and  ideas  of  numerous  individuals.  Therefore, 
no  element  of  an  adopted  plan  should  be  considered 
exempt  from  modification  as  experience  is  gained  by  per- 
sons working  together  to  carry  out  the  program  at  the 
so-called  grass  roots.  As  a general  principle,  the  re- 
quired functions  should  be  mastered  and  extended  grad- 
ually, so  that  the  activities  will  be  a credit  to  the  pro- 
gram and  its  sponsors.  Every  effort  will  be  necessary 
to  avoid  the  situations  of  confusion  that  occasionally 
have  attended  new  federally-financed  programs  when  in- 
troduced on  a crash  basis  at  the  local  level.  Fortunately, 
the  language  of  P.L.  92-603  recognizes  this  fact  and 
provides  a trial  period  of  up  to  two  years  during  which 
the  functions  are  progressively  absorbed  as  the  PSRO 
becomes  more  and  more  capable  of  carrying  out  its 
responsibilities. 

7.  Central  headquarters  organization.  The  policy  and 
controlling  body  would  be  the  Board  of  Directors,  as 
outlined  in  the  proposed  By-laws.  Advisory  to  the  Board 
would  be  persons  nominated  by  organizations  represent- 
ing the  interests  of  hospital  administrators,  nurses,  phar- 
macists and  other  health  care  professionals,  insurance 
carriers  and  health  service  financial  intermediaries,  state 
public  health  officers,  and  public  interest  groups  con- 
cerned with  health  care  delivery. 

The  Board  would  engage  the  full-time  services  of 
an  experienced  administrator  as  its  Executive  Director, 
who  would  be  responsible  to  the  Board  for  all  activities 
of  the  organization  and  for  its  day  to  day  relationships 
with  the  federal  agency  funding  the  program.  The  top 
management  team  at  central  headquarters  would,  in  ad- 
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dition  to  the  Executive  Director,  include  a full-time 
Medical  Director  and  a full-time  Information  Systems 
Director. 

The  Medical  Director,  a physician,  would  provide 
professional  leadership,  guidance  and  surveillance  to  the 
professional  review  committees  of  physicians  throughout 
the  State;  would  review  the  controversial  cases  that  pre- 
sented difficulties  to  these  committees;  and  would  or- 
iginate the  organization’s  medical  education  activities. 


titative  aspects  of  the  program,  including  program  analy- 
sis, and  the  progress  reporting  needed  by  the  funding 
agency  and  the  organization’s  Board  of  Directors. 

As  the  program  developed,  the  Executive  Director 
would  probably  require  several  staff  assistants  to  whom 
he  could  turn  for  support  on  certain  aspects  of  his  plan- 
ning, liaison,  and  administrative  responsibilities.  Eventu- 
ally, there  would  very  likely  be  need  for  a separate  Field 
Operations  Director,  reporting  to  the  Executive  Direc- 
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HEALTH  CARE  INSTITUTIONS 
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In-house  Utilization  Review 
Committees 


Among  these  would  be  seminars  at  local  institutions  to 
cope  with  specific  problems  emerging  from  the  peer 
review  process;  and  the  dissemination  of  non-confiden- 
tial  information  via  the  various  journals  and  newsletters 
that  are  customarily  read  by  physicians,  nurses  and  other 
health  care  providers  throughout  Virginia. 

The  Information  Systems  Director  would  be  respon- 
sible for  the  large-scale  data  processing  work  and  com- 
puter utilization,  and  would  be  concerned  with  all  quan- 


tor,  who  would  become  the  channel  for  relations  with 
the  five  local  area  Coordinators  and  who  would  regularly 
visit  the  “satellite”  locations. 

8.  “ Satellite ” locations.  There  are,  of  course,  numerous 
ways  in  which  boundaries  might  be  set.  For  purposes 
of  this  proposal,  an  analysis  was  made  which  took  into 
principal  consideration  the  geographical  distribution  of 
non-federal  physicians  active  in  patient  care;  the  boun- 
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daries  now  in  effect  between  the  local  component  medi- 
cal societies;  the  general  characteristics  of  the  several 
parts  of  the  state;  and  the  most  commonly  used  travel 
routes.  Certainly,  the  matter  of  boundaries  should  be 
sufficiently  flexible  to  permit  boundary  changes  where 
any  component  medical  society  wishes  its  territory  to 
be  part  of  an  adjacent  area  in  preference  to  the  one  ini- 
tially shown  in  the  plan. 

The  specific  boundaries  shown  below  reflect  the  fact 
that  there  are  five  major  concentrations  of  physicians  in 
Virginia:  the  Richmond  vicinity;  the  Northern  Virginia 
portion  of  the  Washington  metropolis;  the  Hampton 
Roads  area;  the  Roanoke-Lynchburg  area;  and  the  Al- 
bemarle-Augusta  area.  Over  three-quarters  of  Virginia’s 
non-federal  physicians  in  patient  care  are  practicing  in 
the  relatively  small  percentage  of  Virginia’s  land  area 
covered  by  these  five  locations.  Therefore,  operating 
locations  for  the  “satellite”  offices  would  probably  be 
most  conveniently  located  at  or  near  Richmond  (sharing 
space  with  headquarters  office),  Alexandria,  Norfolk, 
Roanoke,  and  Charlottesville.  However,  the  various  phy- 
sician committees  could  meet  at  those  locations  within 
their  respective  area  which  best  accommodated  the  par- 
ticular group— even  alternating  the  meeting  sites  if  de- 
sired. 

Proposed  boundaries  for  the  five  areas  are  as  follows: 

a.  Northern  Virginia.  Arlington,  Falls  Church  and 
Alexandria  cities  and  Fairfax,  Prince  William  and 
Loudoun  Counties. 

b.  Southwestern  Virginia.  Counties  of  Bath,  Alle- 
ghany, Botetourt,  Bedford,  Pittsylvania,  Campbell  and 
the  city  of  Lynchburg,  and  all  counties  and  cities  to 
the  west  of  those  named. 

c.  Tidewater  Virginia.  Counties  of  Westmoreland, 
Essex,  King  & Queen,  King  William,  New  Kent,  James 
City,  Isle  of  Wight  and  Southampton,  and  all  counties 
and  cities  to  the  east  of  those  named. 

d.  North  Central  Virginia.  Counties  of  King  George, 
Caroline,  Louisa,  Fluvanna,  Cumberland,  Buckingham, 
Nelson,  and  Amherst,  and  all  counties  and  cities  to 
the  north  and  west  of  these  which  are  not  already 
listed  above. 

e.  South  Central  Virginia.  All  counties  from  Han- 
over southward  to  the  North  Carolina  line  not  already 
listed  above. 

9.  Method  of  Case  Review— The  PSRO  would  begin 
review  operations  at  any  given  hospital  or  institution 
with  a “F amiliarization”  phase,  with  use  of  computer 
being  optional,  and  proceed  to  full-scale  computerized 
operations  only  after  the  institution  was  judged  “ready” 
to  participate.  “Ready”  means  an  understanding  and  ac- 
ceptance of  PSRO  criteria,  and  personnel  designated  and 
trained  for  specific  responsibilities  in  relation  to  PSRO. 
It  may  also  mean  having  a revised  plan  for  the  institu- 
tion’s own  utilization  review  process  so  that  it  will  not 
simply  emphasize  length  of  stay,  but  will  also  include 
consideration  of  the  other  elements  which  PSRO  is  re- 
quired to  monitor. 

During  the  “Familiarization”  phase  (see  first  chart), 
there  would  be  no  changes  in  the  existing  flow  of  claims 
forms.  The  carriers  and  intermediaries  would  continue 


to  review  the  claims  as  they  do  at  present.  A sample 
of  cases  would  be  reviewed  by  the  PSRO  Case  Review 
Committee  in  the  area  in  which  the  institution  was  lo- 
cated. The  Committee  would  comment  on  those  cases 
considered  to  have  value  toward  educating  the  institu- 
tion as  to  the  requirements  and  viewpoints  of  PSRO. 
On-site  visits  would  also  be  made,  and  orientation  given 
to  personnel  at  the  institution.  As  a result  of  these  rela- 
tionships, PSRO  would  be  in  position  to  assess  the  in- 
stitution’s capabilities  for  participation  in  the  review 
process,  and  to  determine  the  extent  to  which  the  insti- 
tution’s own  personnel  (rather  than  PSRO-employed  out- 
side personnel)  can  handle  a large  part  of  the  job.  Dur- 
ing “Familiarization”,  the  only  instance  in  which  the 
PSRO  would  exert  decision-making  authority  over  claims 
would  be  in  cases  where  the  institution  and  carrier  might 
request  PSRO  to  resolve  a dispute. 

The  second  or  “Sampling”  phase  (see  second  chart) 
involves  the  use  of  computers  and  of  the  scientific  sam- 
pling technique  known  as  “statistical  quality  control”. 
In  this  phase,  certain  basic  claims  form  information 
would  be  screened  by  computer  for  100  percent  of  the 
cases  and  this  information  would  be  available  to  inter- 
mediaries and  carriers.  This  is  to  prevent  certain  fla- 
grant cost  situations  from  slipping  through  the  sampling 
net  undetected.  Also  to  be  reviewed  by  PSRO  on  the 
100  percent  basis  are  all  cases  which  the  institution’s  own 
utilization  review  committee  has  disapproved,  and  all 
cases  which  are  in  dispute  between  institution  and  car- 
rier. However,  the  most  important  part  of  the  review 
is  to  be  based  on  two  series  of  samples;  the  first  related 
to  discharges  and  the  second  related  to  admissions.  The 
operation  of  this  sampling  is  explained  in  the  following 
section. 

10.  Case  Selection  by  Sampling— First,  the  sample  of 
discharges  would  be  selected,  possibly  with  the  help  of 
computer  methodology,  and  special  PSRO  Abstracts 
would  be  prepared  at  the  institution  for  each  sample 
case.  This  Abstract  would  contain  clinical  data  relating 
to  quality  of  care— information  of  a kind  not  presently 
appearing  on  claims  forms.  The  method  of  selecting  this 
sample  and  the  percentage  sampled  would  provide  ade- 
quate measures  of  the  level  of  health  care  quality  within 
the  institution.  All  these  discharge  sample  abstracts 
would  then  be  given  close  screening  by  the  computer 
for  conformity  with  PSRO  quality-of-care  criteria.  Cases 
for  which  the  screening  revealed  significant  departures 
from  the  criteria  would  be  reviewed  in  detail  by  the 
Area  PSRO  Case  Review  Committee,  who  would  then 
report  their  findings  to  the  institution  concerned,  to  the 
central  PSRO  headquarters,  and  to  the  intermediaries 
and  carriers.  These  reports  would  pinpoint  the  situations 
needing  attention  in  ordier  to  meet  the  PSRO  objective 
that  quality  care  be  delivered  at  reasonable  cost.  They 
would  be  reinforced  by  a PSRO  educational  program, 
and,  where  necessary,  by  disciplinary  approach.  For 
example,  an  institution  that  did  not  react  affirmatively  to 
the  PSRO  reports  might  find  itself  subjected  to  a special 
regimen  of  more  intensive  review  than  described  above. 
Information  derived  from  the  sample  of  discharges  would 
also  be  used  in  the  compilation  of  health  care  pro- 
viders’ “profiles”  as  referred  to  in  P.L.  92-60.3. 
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CASE  DATA  FLOW 


During  "Familiarization"  Phase  of  PSRO 
(Prior  to  establishment  of  computer  processing) 

During  this  phase,  PSRO  becomes  familiar  with  current  situations  at  each  Institution  but  does  not  intervene  in  the 
claims  process.  The  Institutions  become  familiar  with  PSRO  criteria  and  nature  of  the  reviews  to  be  made  by  PSRO  in 
the  future. 


Second , the  PSRO  may  at  a somewhat  later  date  in- 
troduce an  additional  type  of  sampling,  namely,  a 
sample  of  admissions.  This  would  follow  a procedure 
similar  to  that  currently  in  use  by  a number  of  medical 
foundations  (but  used  by  them  for  100  percent  of  ad- 
missions rather  than  a sample).  The  procedure  consists 
of  having  a Nurse-Coordinator  make  entries  from  patient 
charts  into  a computer  terminal  at  the  institution,  during 
the  hospitalization  of  the  patients.  For  example,  the  en- 
tries for  any  patient  are  made  within  the  first  day  of 
the  patient’s  admission  and  every  week  or  so  thereafter. 
The  computer  screens  these  entries  against  criteria,  and 
instantly  provides  detailed  advices  as  to  those  situations 
which  vary  excessively  from  the  criteria.  For  such  cases 
the  Nurse-Coordinator  consults  the  appropriate  staff  phy- 
sician, who  may  decide  to  check  further  with  the  at- 
tending physician  or  in  other  ways  investigate  whether 
there  is  justification  for  the  excessive  variation.  The 
procedure  exerts  a constant  and  immediate  cost-reducing 
and  quality -raising  influence.  Its  principal  shortcoming 
is  that  it  seems  to  us  to  be  very  expensive  ($12  to  $14  per 
case  has  been  quoted)  and  one  Nurse-Coordinator  can 
maintain  supervision  over  a maximum  of  only  80  cases 


at  any  one  time.  Thus,  a 480-bed  hospital  with  full  oc- 
cupancy requires  at  least  six  Nurse-Coordinators  full- 
time. By  using  the  sampling  method,  however,  as  we 
propose,  much  of  the  same  pressure  toward  improvement 
can  be  maintained  at  a fraction  of  the  cost  and  with  a 
fraction  of  the  personnel  requirements.  The  abstracts  of 
the  sample  of  admission  cases  thus  processed  would  be 
forwarded  to  the  PSRO  for  information,  but  no  further 
action.  It  should  be  noted  that  under  the  above  review 
system,  it  would  be  possible  to  go  into  a third  phase, 
namely  screening  of  all  cases.  This-could  be  done  simply 
by  increasing  the  size  of  the  samples  to  100%.  It  would 
not  seem  that  the  advantages  of  doing  so,  however,  would 
be  commensurate  with  the  greatly  increased  expense 
and  personnel  time  this  would  require. 

11.  Formation  of  Data-bank— The  final  element  in  the 
review  system  herein  proposed,  is  the  cumulation  of 
the  extensive  clinical  and  cost  information , in  a computer 
data-bank.  These  data  would  come  from  the  sample 
cases  and  from  the  100  percent  cases  previously  described. 

All  data  could  be  under  control  of  the  PSRO  and 

most  of  the  data  would  be  available  to  insurance  car- 
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CASE  DATA  FLOW  DURING  "SAMPLING"  PHASE  OF  PSRO 

(after  establishment  of  computer  processing) 

During  this  phase,  PSRO  reviews  a representative  (stratified  probability)  sample  of  the  cases,  plus  certain  types  of 
cases  not  in  the  sample 


HOSPITAL  OR  OTHER  HEALTH  CARE 
INSTITUTION  IN  AREA  i 

Medical  Records  Supervisor  (Librarian)  In  cooperation 
with  (or  assisted  by)  PSRO  Nurse-Coordinator  and  Rec- 
ord Abstractors: 

a.  Selects  sample  of  admissions  according  to  “PSRO  Qual- 
ity Sample  Instructions”;  maintains  currently  a PSRO  Ab- 
stract for  each  sample  case;  makes  “on-line”  computer  en- 
tries at  specified  intervals 

Consults  re  non-conformance  (identified  by  computer) 
with  appropriate  institution  personnel 

b.  Selects  sample  of  discharges  according  to  “PSRO  Qual- 
ity Sample  Instructions”;  prepares  PSRO  abstracts  for 
same  and  forwards  to  computer 

Consults  with  appropriate  personnel  re  printout  informa- 
tion 

c.  Prepares  PSRO  Abstracts  on  all  Hospital  Utilization 
Review  Committee  disapprovals , and  on  all  cases  in  dis- 
pute with  intermediaries  and  carriers 

d.  Sends  regular  carrier  claims  forms  for  all  cases  (both 
sample  and  non-sample)  to  computer  contractor.  Prepares 
PSRO  abstract  on  flagrant  cases  identified  by  the  computer 

Hospital  Utilization  Review  Committee 

Follows  self-designed  procedures  of  review  covering 
admission,  length  of  stay,  and  quality 

Institution's  designee  for  liaison  with  PSRO.  Forwards  to 
PSRO  all  PSRO  abstracts  generated  above,  together  with 
corresponding  case  data. 


COMPUTER  CONTRACTOR  FOR 
THE  STATE  PSRO 


a.  Processes  in  comparison  with  PSRO 
Criteria  and  feeds  back  (to  Nurse  Coordi- 
nator) data  on  non-conformance 


b.  Processes  and  screens  (per  PSRO 
Quality  Sample  Screening  Instructions) 
and  sends  printout  to  institutions  and 
PSRO 


d.  Processes  against  special  PSRO  screen- 
ing instructions  and  reports  flagrant  ex- 
ceptions to  Nurse-Coordinator  and  For- 
wards claims  forms  to  carriers 


e.  Cumulates  Selected  Statistics  to  be 
used  for  progress  reports  and  analysis  of 
cases  by  PSRO 


AREA  1 BRANCH  OF  PSRO 

Area  1 Coordinator  “ 

Area  1 Case  Review  Committee  (Physicians) 

— Reviews  the  referred  cases  & reports  findings 
to  institutions  & State  PSRO 

Staff 

Arbitrates  cases  in  dispute  between  institu- 
tions & carrier 

INTERMEDIARIES 
AND  CARRIERS 


riers  and  intermediaries.  However,  certain  data  of  a 
very  sensitive  nature  would  be  retained  by  the  PSRO 
as  confidential. 

The  computer  data-bank  information  would  be  ana- 
lyzed in  numerous  ways  and  used  to  update  and  improve 
PSRO  criteria;  to  develop  quantitatively-based  educa- 
tional programs  on  specific  medical  subjects  related  to 
quality  and  cost;  to  measure  improvements  in  cost  and 
quality;  and  to  complete  the  cycle  at  some  time  in  the 
future  as  research  techniques  are  perfected  for  relating 
health  care  practices  to  patient  health  outcome. 


JUDICIAL 

Council  has  approved  a recommendation  by  the  Ad- 
visory Committee  of  Past  Presidents  that  a thorough  re- 
view of  the  Constitution  and  By-Laws  be  conducted  dur- 
ing the  coming  year.  It  is  anticipated  that,  as  a result 
of  this  review,  a proposed  revision  will  be  brought  to 
the  House  of  Delegates  in  1974.  Because  of  the  impend- 
ing study,  your  Committee  is  only  proposing  at  this  time 
those  amendments  which  it  understands  are  especially 
needed.  This  applies  particularly  to  that  portion  of 
Article  IX  of  the  By-Laws  having  to  do  with  the  corn- 
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position  of  the  Legislative  Committee.  The  suggested 
amendments  follow: 

Constitution 

Article  IV 

Amend  Article  IV  by  adding  a sentence  to  read  as  fol- 
lows: “As  it  applies  to  this  Constitution  and  By-Laws, 
the  word  physician  means  doctor  of  medicine  and  doctor 
of  osteopathy.” 

(The  purpose  of  the  above  amendment  is  to  make  it 
possible  for  doctors  of  osteopathy,  who  are  members  in 
good  standing  of  component  medical  societies,  to  become 
members  of  The  Medical  Society  of  Virginia.) 

By-Laws 

Article  I 

Amend  the  second  paragraph  of  Section  1 by  adding 
a sentence  to  read  as  follows:  “As  it  applies  to  this  Con- 
stitution and  By-Laws,  the  word  physician  means  doc- 
tor of  medicine  and  doctor  of  osteopathy.” 

(The  above  amendment  is  also  for  the  purpose  of 
making  it  possible  for  doctors  of  osteopathy  to  become 
members  of  The  Medical  Society  of  Virginia.) 

Article  II 

Amend  the  second  sentence  of  Section  4 by  deleting 
the  word  “twelve”  and  substituting  the  word  “six”.  The 
sentence  would  then  read  “A  member,  whose  dues  are 
six  months  in  arrears,  shall  be  dropped  automatically 
from  the  rolls  of  the  Society”. 

(This  amendment  is  necessary  because  of  the  Society’s 
new  computerized  billing  system.) 

Article  IX 

Amend  the  first  sentence  of  the  third  paragraph,  Sec- 
tion A to  read  as  follows:  “The  Legislative  Committee 
shall  be  appointed  annually  to  serve  at  the  pleasure  of 
the  President  and  shall  consist  of  not  more  than  fifteen 
(15)  members,  with  at  least  one  member  from  each  Con- 
gressional District.” 


(The  purpose  of  the  above  amendment  is  to  provide 
the  Legislative  Committee  with  the  flexibility  and  overall 
strength  it  needs  today.  It  will  also  permit  the  President 
to  exercise  his  judgment  in  meeting  problems  which 
could  well  arise  unexpectedly.) 

Thomas  S.  Edwards,  M.D.,  Chairman 

Bernard  I.  Lidman,  M.D. 

Custis  L.  Coleman,  M.D. 

ADVISORY  TO  VIRGINIA  HOSPITAL  ASSOCIATION 

The  Advisory  Committee  to  the  Virginia  Hospital  As- 
sociation had  no  particular  problems  referred  to  it  during 
the  past  year.  It  did,  however,  hold  one  joint  meeting 
with  the  representatives  of  the  Hospital  Association  for 
the  purpose  of  keeping  the  lines  of  communication  open 
and  maintaining  the  excellent  working  relationship  our 
two  organizations  have  enjoyed  over  the  past  years. 

We  note  with  considerable  pleasure  that  representatives 
of  both  Associations  met  often  during  the  1973  Session 
of  the  General  Assembly  and  a coordinated  legislative 
effort  was  the  result.  It  is  becoming  more  and  more  ob- 
vious that  joint  efforts  of  this  kind  are  absolutely  nec- 
essary if  these  two  segments  of  the  health  care  team  are 
to  survive  and  move  ahead. 

James  Asa  Shield,  M.D.,  Chairman 

Richard  F.  Clark,  M.D. 

John  T.  Myles,  M.D. 

K.  K.  Wallace,  M.D. 

Gerald  J.  Fisher,  M.D. 

HIGHWAY  SAFETY 

A mandatory  safety  belt  law  will  almost  certainly  be 
introduced  in  the  1974  session  of  the  General  Assembly. 
Your  Highway  Safety  Committee  is  meeting  to  discuss  at 
length  the  advantages  and  disadvantages  of  such  a law. 
It  intends  to  bring  to  the  Annual  Meeting  a suggested 
policy  position  on  this  particular  issue. 

Your  Committee  has  also  been  considering  the  effec- 
tiveness of  an  alcohol-counter-measures  program  as  it 
affects  the  drinking  driver.  Such  a program  has  proved 
effective  in  Northern  Virginia. 

Robert  W.  Waddell,  M.D. 

Chairman 
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Woman  s Auxiliary 


• • • • 


President Mrs.  William  J.  Reardon 

President-Elect . . .Mrs.  Donald  F.  Fletcher,  Jr. 

1st  Vice-President Mrs.  William  Gordge 

2nd  Vice-President Mrs.  Wallace  Baker 

3rd  Vice-President. . .Mrs.  M.  Pinson  Neal,  Jr. 
Corresponding  Secretary . Mrs.  Hans  Klapproth 

Recording  Secretary Mrs.  Richard  Clark 

Treasurer Mrs.  Harold  Williams 

Directors Mrs.  David  B.  Hill 

Mrs.  Reuben  F.  Simms 
Mrs.  Joseph  M.  Straughan 

51st  ANNUAL  CONVENTION 
WOMAN'S  AUXILIARY  TO 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 
October  18,  19,  20  and  21,  1973 
HOLIDAY  INN-SCOPE 
NORFOLK,  VIRGINIA 

A cordial  invitation  is  extended  to  all  members  of  the 
Woman’s  Auxiliary  to  The  Medical  Society  of  Virginia, 
their  guests,  and  the  wives  of  physicians  attending  the 
convention  to  participate  in  the  social  functions  and  to 
attend  the  general  meeting  of  the  Auxiliary.  Members 
and  guests  are  requested  to  register. 

REGISTRATION — Holiday  Inn — Lobby 

Thursday— October  18—1:00  to  5:00  P.M. 

Friday— October  19—8:00  A.M.  to  12:00  Noon 

THURSDAY,  OCTOBER  18 

3:00  P.M. -Pre-Convention  Board  Meeting— Mrs. 
William  J.  Reardon,  President,  Presiding  (James- 
Elizabeth  Rooms) 

VaMPAC  Banquet 

6:00  P.M  .—Cocktails  (East  Ballroom) 

7:30  P.M.— Dinner  (West  Ballroom) 

FRIDAY,  OCTOBER  19 

8:30  A.M.— Continental  Breakfast  (Hospitality  Room, 
Suite  800)  Members  and  guests 

9:00  A.M.— Formal  Opening  of  the  51st  Annual 
Meeting  (Portsmouth- Virginia  Beach  Rooms) 

Mrs.  William  J.  Reardon,  President,  presiding 

Invocation  and  Memorial  Service— Mrs.  George 
Kelly,  Chaplain 


Pledge  of  Allegiance  to  the  Flag 
Pledge  of  Loyalty: 

“I  pledge  my  loyalty  and  devotion  to  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation. I will  support  its  activities,  protect  its 
reputation  and  ever  sustain  its  high  ideals.” 

Address  of  Welcome— Mrs.  Robert  Scott,  President  of 
Norfolk  Auxiliary 

Response— Mrs.  M.  Pinson  Neal,  Jr. 

Presentation  of  Honored  Guests— Mrs.  William  J.  Rear- 
don, President 

Convention  Announcements— Mrs.  Joseph  Passantino, 
Convention  Co-Chairman 

Convention  Rules  of  Order— Mrs.  Thomas  H.  Hunnicutt, 
Jr.,  Parliamentarian 

Roll  Call— Mrs.  Richard  Clark 

Credentials  Committee  Report 

Report  of  the  Reading  Committee— Mrs.  Joseph  M. 
Straughan 

Report  of  the  Treasurer— Mrs.  Harold  Williams 

Report  of  the  Auditing  Committee— Mrs.  Rudolph  J. 
Naurath 

Recognition  of  State  Officers  and  Committee  Chairmen 

Greetings— Dr.  Carl  E.  Stark,  President,  and  Dr.  John 
A.  Martin,  President-Elect,  The  Medical  Society  of 
Virginia 

Recommendations  from  the  Board— Mrs.  Richard  Clark 
Report  of  the  Finance  Committee— Mrs.  James  M.  Moss 
Unfinished  and  New  Business 

Greetings  from  the  Southern  Medical  Association  Aux- 
iliary—Mrs.  W.  Nash  Thompson,  President-Elect 

Keynote  Address— Mrs.  Norman  Gardner,  Eastern  Reg- 
ional Vice-President,  Woman’s  Auxiliary  to  the  AMA 

Report  of  Chairman  of  Delegates  to  51st  Annual  Con- 
vention of  the  Woman’s  Auxiliary  to  the  AMA— Mrs. 
William  Gordge 

Presentation  of  State  Scrapbook— Mrs.  Leon  Jennings 

Presentation  of  State  President’s  Scrapbook— Mrs.  Leon 
Jennings 

Report  of  the  Nominating  Committee— Mrs.  David  B. 
Hill 

Election  of  Officers 
Adjournment 
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ANNUAL  LUNCHEON  (French  Quarter) 

12:30  P.M.— Hospitality  Time 

1:00  P.M.— Luncheon— Mrs.  William  J.  Reardon, 
President,  presiding 

Invocation 

Guest  Speaker— Dr.  Perry  MacNeal— “How  to  Pre- 
pare to  Retire  Gracefully” 

Presentation  of  Awards— Mrs.  Michael  A.  Puzak 
Installation  of  Officers— Mrs.  Norman  Gardner 
Presentation  of  President’s  Pin  and  Gavel— Mrs. 
William  J.  Reardon 

Acceptance— Mrs.  Donald  F.  Fletcher,  Jr. 
Presentation  of  Past  President’s  Pin— Mrs.  David  B. 
Hill 

Convention  Announcements— Mrs.  Charles  S.  Sale, 
Convention  Co-Chairman 
Adjournment 

4:00  P.M.— Showing  of  Selected  Films  (Nansemond 
Room) 

The  Medical  College  of  Virginia  Alumni  Association 
6:00  P.M.— Reception—  (Portsmouth- Virginia  Beach 
Rooms) 

7:00  P.M.— Dinner  (East  Ballroom) 

The  University  of  Virginia  Alumni  Association 
6:30  P.M.— Reception  (West  Ballroom) 

7:30  P.M.— Dinner  (West  Ballroom) 

SATURDAY,  OCTOBER  20 

8:00  A.M.— Past  President’s  Breakfast  (Suite  700/701) 
8:30  A.M.— Continental  Breakfast  for  Members— 
(Hospitality  Room,  Suite  800) 

9:00  A. M.— Post-Convention  Board  Meeting  (Ports- 
mouth Room) 

Mrs.  Donald  F.  Fletcher,  Jr.,  President,  presiding 
All  new  State  Officers,  Directors,  Committee 
Chairmen,  County  Presidents  and  Presidents-Elect 
are  requested  to  attend.  Out-of-state  Auxiliary 
guests  are  invited. 

1:00  P.M.— Bus  tour  to  The  Hermitage  Foundation 
Museum 

3:00-5:00  P.M.— Tea  at  Chrysler  Museum— Courtesy 
of  Woman’s  Auxiliary  to  the  Norfolk  County  Medi- 
cal Society  (those  on  bus  tour  will  be  taken  from 
The  Hermitage  to  Chrysler  Museum  for  the  tea- 
others  not  going  on  tour  may  walk  from  Holiday 
Inn  to  the  Chrysler  Museum). 

The  Medical  Society  of  Virginia 

7:00  P.M.— Cocktails  (Portsmouth-Virginia  Beach 
Rooms) 

8:00  P.M.— Dinner  (East  and  West  Ballrooms) 

Woman's  Auxiliary  to  the  American 
Medical  Association 

1973  marked  a year  of  change  and  forward 
movement  for  the  Woman’s  Auxiliary  to  the 


American  Medical  Association  as  they  entered 
their  51st  year  of  service  at  the  annual  con- 
vention held  in  New  York  City,  June  24  to  28. 

The  Virginia  Delegation  was  composed  of 
Mrs.  William  Reardon,  President,  Mrs.  Don- 
ald Fletcher,  President-Elect;  Mrs.  William 
Gordge,  First  Vice  President;  Mrs.  William 
Beckenstein,  State  AMAERF  Chairman;  Mrs. 
Charles  Smith,  State  Health  Education  Chair- 
man; and  Mrs.  L.  C.  Strong,  Newsletter  Edi- 
tor. Three  alternate  delegates  were  also  pres- 
ent, Mrs.  George  Kelly,  Mrs.  W.  Nash 
Thompson  and  Mrs.  Carl  Stark. 

Starting  its  51st  year  with  a record  90,000 
membership,  the  Auxiliary  enlarged  its  pro- 
gram committee  to  facilitate  its  expanded  ac- 
tivities and  realigned  its  membership  classifi- 
cation to  correspond  with  AMA  Bylaws.  A 
complete  revision  of  the  Bylaws  was  passed 
during  the  meetings  presided  over  by  Mrs. 
Robert  F.  Beckley,  President.  She  particularly 
noted  the  many  forward  steps  taken  by  the 
Auxiliary  in  relations  with  constituent  and 
health-related  organizations.  “We  are  very 
proud  of  the  many  meaningful  activities  car- 
ried out  at  the  county  level.  Each  of  the  states 
and  counties  has  strived  to  improve  the  quality 
of  life  for  all  in  their  communities.” 

Harry  Schwartz,  Ph.D.,  member  of  the  Edi- 
torial Board  of  the  New  York  Times  and  au- 
thor of  “The  Case  for  American  Medicine” 
was  the  keynote  speaker.  He  told  Auxiliary 
members  to  help  make  medical  care  more  eco- 
nomical with  a stress  on  preventive  medicine. 
“Get  to  know  the  facts”,  he  said,  “The  facts 
are  better  than  the  detractors  of  American 
medicine  would  have  you  believe.  If  you’re 
going  to  get  sick,  get  sick  in  America.  It’s  the 
best  place  to  get  medical  care.  Most  doctors 
are  too  busy  to  know  the  facts  and  this  is 
where  you  can  help.  Good  American  medicine 
is  something  you  all  should  cherish  and  try  to 
defend .” 

At  the  annual  luncheon  honoring  officers 
and  trustees  of  the  American  Medical  Associa- 
tion, awards  were  given  to  auxiliaries  whose 
contributions  to  AMAERF  had  been  outstand- 
ing. What  a thrill  for  the  Virginia  delegation 
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to  have  two  awards  go  to  their  State.  Eastern 
Regional  Award  for  having  the  largest  in- 
crease—our  final  total  $27,181.39!  Isn’t  that 
fantastic!  Special  Merit  award  for  achieving 
$15.28  per  capita  contribution.  A special  vote 
of  thanks  goes  to  all  AMAERF  Chairman  and 
their  members  for  making  this  possible. 

Vincent  J.  Fontana,  M.D.,  Chairman  of 
Mayor  Lindsay’s  Task  Force  on  Child  Abuse 
and  Neglect,  kicked  off  one  of  the  Auxiliaries 
priority  programs.  In  urging  preventive  ac- 
tion, Dr.  Fontana  said,  “Child  abuse,  a symp- 
tom of  the  violence  running  rampant  in  our 
communities,  results  in  social  disorganization 
and  distintegration.  This  generation’s  battered 
children,  if  they  survive,  will  be  the  next  gen- 
eration’s battering  parents.” 

Preventing  child  abuse  was  selected  as  a key 
Auxiliary  goal  during  the  annual  program 
forecast.  Other  priority  programs  are  political 
action  and  legislation  and  promoting  AMA 
membership.  $1,000,000  was  set  as  the  goal 
for  AMAERF  and  attention  was  brought  to 
the  dire  financial  needs  of  the  medical  schools. 

During  the  Idea  Exchange  of  State  Reports, 
the  Virginia  Report  dealt  with  our  “Commit- 
ment and  Involvement  with  Other  Organiza- 
tions in  the  Field  of  Health  Education”. 

Mrs.  Donald  Fletcher  nominated  Mrs.  Wil- 
liam Reardon  for  the  nominating  committee. 
Following  the  voting,  Mrs.  Reardon  was  one 
of  the  five  selected  for  this  committee. 

Membership  was  another  area  to  receive  a 
National  award  for  Virginia’s  increase  over 
last  year.  In  the  Program  Forecasts  by  Na- 
tional Chairmen,  two  Virginia  counties  were 
singled  out  for  their  contributions  this  past 
year.  Tazewell  in  the  area  of  Volunteer  Health 
Services  for  manning  the  local  hospital  during 
a strike  and  Northampton-Accomac  for  its  In- 


ternational Health  Project  in  conjunction  with 
Doctors’  Day. 

It  was  indeed  a proud  Virginia  Delegation— 
to  be  representing  such  an  outstanding  State. 
We  were  proud  of  our  National  Director, 
Mrs.  Daniel  Anderson  of  Norfolk  who  was  a 
member  of  the  Bylaws  Revision  Committee 
and  will  handle  the  Reports  Committee  this 
coming  year.  She  will  continue  as  a National 
Director  for  1973-74. 

Mrs.  William  Reardon  was  appointed  as  the 
Eastern  Regional  AMAERF  Chairman  for  the 
1973-74  year. 

Mrs.  Willard  C.  Scrivner  was  installed  as 
President.  In  her  inaugural  address  she  said 
“Our  goal  is  clear— to  aid  the  medical  profes- 
sion in  its  objectives  and  work  for  improve- 
ment in  the  quality  of  life  through  better 
health  care  for  every  American”. 

Mrs.  Margaret  Wolfe,  executive  director  of 
the  Auxiliary  was  honored  on  her  retirement 
after  3 1 years  of  service.  Miss  Hazel  Lewis  will 
succeed  her  in  this  office. 

The  newest  fashion  note  is  the  special 
Frankie  Welch  designed  AMAERF  scarf. 
These  are  now  available  from  Mrs.  William 
Beckenstein  your  State  AMAERF  Chairman. 
There  are  numbered  scarves  at  $25.00  (50  of 
the  1,000  were  numbered  and  we  do  have  three 
left  in  Virginia) ; the  unnumbered  scarves  will 
be  sold  for  $10.00.  All  have  been  imprinted 
“First  Edition”  and  are  being  sold  throughout 
the  United  States  by  the  AMAERF  Chairman. 
The  colors  are  navy  blue,  yellow,  green,  white 
in  a dogwood  design.  We  will  have  these  at  the 
Workshops  in  September  and  at  the  conven- 
tion. Don’t  miss  out,  let  Naomi  hear  from  you. 
Each  county  receives  the  credit  for  the  scarf 
sold.  Each  county  auxiliary  is  invited  to  sell 
for  AMAERF  at  the  State  Convention.  Please 
contact  Naomi  Beckenstein  for  space. 
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Editorial 


PSRO  and  Its  Ramifications 

IT  ALL  BEGAN  LAST  YEAR  when  Senator  Wallace  F.  Bennett  (R. 

Utah)  sponsored  Public  Law  92-603  (Section  294  F,  beginning  on  page 
101)  which  “provides  . . . HEW  with  the  mandate  to  administer  those 
portions  of  the  law  that  pertains  to  Professional  Standards  Review  Organiza- 
tions (PSRO).”  P.L.92-603,  at  the  present  time,  deals  specifically  with 
Medicare,  Medicaid  and  maternal  and  child  health  program  patients.  We 
are  advised  Director  William  I.  Bauer,  M.D.,  “will  be  working  with  the 
National  Professional  Standards  Review  Council  and  with  state  and  local 
organizations  which  are  involved  in  establishing  . . (such)  . . review  mech- 
anisms.” 

This  sounded  serious  and  at  The  Medical  Society  of  Virginia  meeting  in 
November  1972,  an  ad  hoc  Peer  Review  Committee,  with  Robert  L.  Keeley, 
M.D.,  of  Roanoke,  as  chairman,  was  appointed  for  the  purpose  of  developing 
a Virginia  plan  for  PSRO  with  the  request  that  this  information  and  the  com- 
mittee recommendations  be  presented  to  the  House  of  Delegates  at  the  Nor- 
folk meeting  of  the  Society  in  October.  Dr.  Keeley  and  his  committee  mem- 
bers have  devoted  a world  of  time  to  this  matter.  On  July  8 they  presented 
definitive  recommendations  and  by-laws  to  implement  these  suggestions  to 
Council.  The  proposed  plan  will,  in  part,  designate  Virginia  as  one  geo- 
graphic area  with  five  subdivisions.  These  recommendations  in  turn  were 
forwarded  to  component  societies  for  consideration  before  the  Norfolk  meet- 
ing this  October.  A copy  of  the  plan  may  be  found  in  this  issue  of  the 
journal.  All  delegates  are  urged  to  review  this  material. 

Meanwhile  various  actions  dealing  with  PSRO  have  been  taken  by  the 
50  state  societies  and  the  District  of  Columbia.  A questionnaire  prepared  by 
the  AM  A was  sent  to  the  51  societies  during  the  early  summer  in  order  to 
determine  what  decision,  if  any,  these  groups  had,  reached.  Every  society 
responded  to  the  query.  A response  of  100  percent  is  virtually  unheard  of, 
and  reflects  the  significance  of  the  poll. 

The  July  23  issue  of  the  American  Medical  News  summarized  these  find- 
ings, and  stated  “43  state  medical  societies  have  decided  to  sponsor  or  support 
some  type  of  formal  affiliation  with  the  government’s  new  PSRO  program.” 
Seven  societies  did  not  plan  to  take  any  action  on  PSRO  status.  Of  these 
seven  societies  five  “prefer  to  remain  independent  of  the  federal  government, 
operating  state  level  information  centers  for  locally  based  PSRO  contractors.” 
Texas  and  Oklahoma  are  undecided,  but  hope  that  P.L.92-603  may  be  re- 
pealed. Louisiana  wants  no  part  of  it  and  rejected  PSRO  on  the  basis  that 
“The  mechanics  of  the  law  do  not  permit  local  regulation  . . (and) 

. . all  control  is  vested  in  federal  powers  that  flow  from  the  top  down.” 
Louisiana  also  envisions  “No  single  organization  could  possibly  serve  the 
dual  role  of  representing  . . . the  patient’s  interest  and  the  physician’s  interest 
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on  one  hand,  and,  on  the  other  the  government’s  interest  to  effect  economy 
by  rationed  health  care.” 

Louisiana  has  four  supporters  in  Illinois  in  the  form  of  three  physicians 
and  the  Association  of  American  Physicians  and  Surgeons.  They  have  filed 
a federal  court  suit  “challenging  the  constitutionality  of  last  year’s  federal 
mandate  for  peer  review  in  the  Medicare  and  Medicaid  programs  . . (charg- 
ing) . . that  PSRO  will  violate  the  First,  Fourth,  Fifth,  Seventh  and  Ninth 
Amendments.” 

Senator  Bennett  has  surfaced  again,  claiming  that  PSRO  operating  areas 
“generally”  should  include  a minimum  of  300  and  a maximum  of  2500 
licensed  practicing  physicians.  According  to  the  senator,  this  yardstick  is 
designed  to  implement  the  “intent  of  the  law  (which)  is  to  prohibit  state-level 
PSRO  in  all  but  15  to  19  small  states.”  By  a happy  coincidence,  in  terms  of 
the  number  of  physicians,  Utah  is  fifteenth  from  the  bottom  in  the  50  states 
and  the  District  of  Columbia.  This  serves  to  remind  us  that  physicians  vote 
also,  and  perhaps  the  senator  from  Utah  comes  about  as  close  as  one  can  to 
having  his  cake  and  eating  it  too. 

A major  factor,  of  course,  depends  upon  how  adamantly  HEW  continues 
to  regard  the  role  the  states  as  a whole  are  permitted  to  play,  or  whether 
smaller  geographic  areas  within  the  states  may  become  the  controlling  factors. 
Our  President  Carl  E.  Stark,  in  a meeting  with  Dr.  George  Gardiner,  Health 
Director  of  Region  III,  (in  which  region  Virginia  finds  itself)  presented  the 
recommendation  of  the  ad  hoc  Committee  on  Peer  Review  that  proposed 
one  state  district  with  five  subdivisions.  The  press  account  of  this  interview 
has  not  been  entirely  reassuring.  We  doubtless  will  learn  more  about  this 
before  the  October  meeting. 

In  an  effort  to  bring  as  much  information  as  possible  to  the  delegates  who 
must  vote  on  the  various  aspects  of  this  matter,  two  articles  dealing  with 
PSRO  have  been  prepared  for  publication  in  this  issue  of  the  Virginia 
Medical  Monthly.  Dr.  James  C.  Respess  of  Charlottesville  and  associates, 
have  presented  the  affirmative  side  and  Dr.  W.  Leonard  Weyl  of  Arlington 
has  given  the  negative.  All  members  of  the  society,  and  especially  the  dele- 
gates, are  urged  to  read  these  articles  before  they  attend  the  Norfolk  meeting. 
The  practice  of  medicine  in  America,  as  we  know  it  today,  will  probably 
hinge  upon  the  decisions  made  by  our  delegates  and  those  of  the  other  50 
societies.  May  their  decisions  be  wise  ones! 

H.  J.  W. 
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Calendar  of  Events 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy  and  Surgery— 
Duke  University  Medical  Center— Durham,  North  Carolina— September  21-22, 
1973. 

Tennessee  Valley  Medical  Assembly— Read  House— Chattanooga,  Tennessee— 
October  1-2,  1973. 

National  Conference  on  Physicians  and  Schools— Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel— Chicago— October  4-6,  1973. 

American  Psychiatric  Association,  Southeastern  Divisional  Meeting— Spon- 
sored by  Neuropsychiatric  Society  of  Virginia— Conference  Center— Wil- 
liamsburg—October  7-10,  1973. 

Annual  Cardiovascular  Symposium— Sponsored  by  Council  on  Clinical  Cardiol- 
ogy—American  Heart  Association— Colony  Inn— Williamsburg— October  11- 
13,1973. 

The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

AM  A National  Leadership  Conference— Marriott  Motor  Hotel— Chicago— Jan- 
uary 25-27,  1974. 

AMA-AMPAC  Public  Affairs  Workshop— Washington-Hilton  Hotel— Washing- 
ton, D.  C.— March  15-17,  1974. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  new  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  June: 


Richard  D.  Alderfer,  M.D.,  Radford 
Mathias  John  Coleman,  M.D.,  Arlington 
William  Malcolm  Crouch,  M.D.,  Richmond 
Robert  Neal  DeAngelis,  M.D.,  Springfield 
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Paul  Jay  Fink,  M.D.,  Norfolk 
Janice  F.  Gable,  M.D.,  Damascus 
Richard  Thomas  Griffey,  M.D.,  Norfolk 
Michel  N.  Haddad,  M.D.,  Newport  News 
Stuart  H.  Hamilton,  Jr.,  M.D.,  Richmond 
Richard  Joseph  Hart,  Jr.,  M.D.,  Annandale 
Herbert  Whitley  Harvey,  M.D.,  Danville 
Donald  David  Haut,  M.D.,  Baileys  Cross- 
roads 

Marion  K.  Humphries,  III,  M.D.,  Roanoke 
Sung  Yong  Kim,  M.D.,  Portsmouth 
James  Nicholas  Lampros,  M.D.,  Roanoke 
Kenneth  T.  Larsen,  Jr.,  M.D.,  Warrenton 
Charles  W.  Nickerson,  M.D.,  Newport 
News 

Gerald  A.  Ravitz,  M.D.,  Portsmouth 
Vicente  N.  Rono,  Jr.,  M.D.,  Chesapeake 
Carl  Franklin  Root,  M.D.,  Wytheville 
Rolando  J.  Santos,  M.D.,  Springfield 
David  William  Scott,  III,  M.D.,  Charlottes- 
ville 

James  Asa  Shield,  Jr.,  M.D.,  Richmond 
Richard  Hugh  Tabor,  M.D.,  Virginia  Beach 
Mitsunobu  Toyama,  M.D.,  Galax 
Young-Ok  Youn,  M.D.,  Richmond 

Another  Trip  is  in  the  Offing — 

At  the  last  meeting  of  the  Council,  it  was 
decided  the  next  travel  adventure  for  members 
of  The  Medical  Society  of  Virginia  would  be 
to  Europe  on  July  8,  1974.  This  trip  is  again 
sponsored  by  INTRAV. 

The  European  Adventure  is  to  Geneva, 
Vienna  and  West  Berlin,  with  side  trips  to 
Paris  and  Italy.  In  Geneva  the  hotel  is  the  In- 
ter-Continental, in  Vienna  also  the  Inter-Con- 
tinental and  in  West  Berlin  the  Hilton. 

Full  information  will  be  mailed  early  in  the 
year,  so  be  on  the  look-out  for  it.  This  will 
also  be  a never-forgotten  Adventure  and  will 
prove  to  be  very  popular. 

Dr.  McGuire  Outstanding  Ophthalmolo- 
gist. 

Each  year  the  Section  on  Ophthalmology 
at  the  annual  meeting  of  the  Southern  Medical 
Association  honors  an  outstanding  ophthalmol- 


ogist who  has  made  important  contributions  to 
American  Ophthalmology. 

This  year,  Dr.  William  P.  McGuire,  Win- 
chester, has  been  chosen.  He  has  contributed 
significantly  to  contemporary  American  Oph- 
thalmology. He  will  be  presented  a plaque  at 
the  San  Antonio  meeting  on  November  13th 
which  has  been  designated  “William  P.  Mc- 
Guire Day”. 

Dr.  Nina  Bencich  Woodside, 

Haymarket,  will  be  the  first  director  of  the 
newly  established  Center  for  Women  in  Medi- 
cine at  The  Medical  College  of  Pennsylvania. 
She  is  a cum  laude  graduate  of  the  College  in 
1957.  Dr.  Woodside  is  the  first  woman  in  the 
Washington,  D.  C.  Government  to  receive  the 
highly  respected  Federal  Woman’s  Award. 
She  is  a member  of  the  Secretary’s  Advisory 
Committee  on  the  Rights  and  Responsibilities 
of  Women  in  HEW. 

Seaboard  Medical  Association. 

At  the  annual  meeting  in  Raleigh,  Dr.  A.  A. 
McLean,  Jr.,  Murfreesboro,  N.  C.,  was  in- 
stalled as  president.  Vice-presidents  are  Drs. 
Charles  J.  Sawyer,  Ahoskie,  N.  C.,  Albert  Ty- 
son Jennette,  Wilson,  N.  C.,  Julian  W.  Selig, 
Norfolk,  and  Richard  K.  Neal,  also  of  Nor- 
folk. Dr.  Richard  A.  Mladick,  Norfolk,  was 
re-elected  secretary-treasurer. 

The  1974  meeting  of  this  Association  will 
be  held  at  the  Holiday  Inn,  Nags  Head,  June 
13-16. 

Stuart  Medical  Society  Teaches  E.  M.  T. 

Course. 

In  January  of  1973,  The  Medical  Society  of 
Virginia’s  newest  component  chapter,  Stuart 
Medical  Society,  began  its  first  project.  We 
were  approached  by  the  Patrick  Henry  Com- 
munity College  and  asked  to  teach  a training 
course  for  our  local  Rescue  Squads.  All  mem- 
bers of  the  society  agreed  that  this  would  be  a 
worthwhile  project  for  our  community,  the 
hospital  and  the  society.  We,  of  course,  did 
not  know  that  the  program  involved  seventy- 
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five  hours  of  intensive  lectures,  movies,  slide 
presentations,  practical  demonstrations  of 
bandaging,  splinting  and  many  other  items  of 
which  we  were  only  vaguely  aware  were 
necessary  for  the  proper  training  of  Emer- 
gency Medical  Technicians. 

We  are  a small  group  of  doctors  living  in  a 
truly  rural  area.  We  need  all  the  help  we  can 
get  in  the  care  of  our  widely  scattered  pa- 
tients. Many  of  our  house  calls  may  be  as  far 
away  as  twenty  miles.  Many  of  those  miles 
are  on  poor  gravel  roads,  or  worse.  The  help 
these  volunteer  rescue  workers  have  given  has 
been  great  in  the  past  and,  after  this  training 
course,  we  believe  it  will  be  even  greater. 

The  course  was  designed  by  the  American 
Academy  of  Orthopedic  Surgeons  and  consists 
of  twenty-five  lessons,  each  lasting  approxi- 
mately three  hours.  The  State  Health  Depart- 
ment was  helpful  in  supplying  much  of  the 
needed  equipment  and  films  for  the  course. 
Each  member  of  the  society  was  assigned  lec- 
tures which  were  related  to  his  specialty  or 
special  interest.  We  were  ably  guided  and 
assisted  by  a field  representative  for  the  State 
Health  Department,  Mr.  Thomas  O’Neil,  who 
was  invaluable. 

In  August  we  graduated  some  3 8 Emergen- 
cy Medical  Technicians.  We  feel  that  this 
project  was  worthwhile,  fulfilling  and  that  it 
gave  us  the  feeling  that  the  people  of  our 
county  are  united  behind  their  doctors  and  do 
appreciate  what  we  have  done.  This  last  feel- 
ing is  the  best. 

If  any  other  group  of  doctors  be  asked  to 
teach  this  course,  we  heartily  recommend  that 
they  teach  it.  It  will  help  their  community, 
their  patients,  their  hospital  and  themselves. 

Edwin  T.  McNamee,  Jr.,  M.D.,  Secretary 

McGuire  Lecture  Series. 

The  45th  Annual  McGuire  Lecture  Series 
will  be  held  at  the  Medical  College  of  Virginia, 
November  8-9.  This  year  the  subject  will  be 
Immunology  and  the  Rheumatic  Diseases  and 
is  being  presented  by  the  Department  of  Con- 
tinuing Education,  Division  of  Connective  Tis- 


sue Diseases  and  the  Virginia  Chapter  of  the 
Arthritis  Foundation. 

Dr.  Morris  Ziff,  professor  of  Internal  Medi- 
cine and  Director  of  the  Arthritis  Unit  of  the 
University  of  Texas  Southwestern  Medical 
School,  Dallas,  will  be  the  McGuire  Lecturer. 
His  lectures  will  be  on  Synovial  Membrane 
and  Viruses  and  the  Connective  Tissue  Dis- 
eases. 

The  Guest  Faculty  will  be  Drs.  John  Baum, 
University  of  Rochester,  Rochester,  N.Y.; 
Richard  S.  Bryan,  University  of  Minnesota, 
Rochester;  Rebecca  Buckley,  Duke  University, 
Durham;  John  J.  Calabro,  University  of  Massa- 
chusetts, Worcester;  John  S.  Davis,  IV,  Uni- 
versity of  Virginia;  Edward  C.  Franklin,  New 
York  University,  New  York;  David  A.  Hor- 
witz,  University  of  Virginia;  William  M. 
O'Brien,  University  of  Virginia;  Naomi  Roth- 
field,  University  of  Connecticut,  Hartford; 
Gene  H.  Stollerman,  University  of  Tennessee; 
and  Roby  C.  Thompson,  Jr.,  University  of 
Virginia.  The  Medical  College  of  Virginia  fac- 
ulty will  be  Drs.  W.  Kenneth  Blaylock;  Char- 
les L.  Cooke;  W.  Robert  Irby;  Charles  L.  Mc- 
Dowell; Charles  W.  Moncure;  P.  Franklin 
Mullinax;  Duncan  S.  Owen,  Jr.;  Warren  H. 
Pearse;  Elam  C.  Toone,  Jr.,  and  Marion  V. 
Waller. 

Further  information  may  be  obtained  from 
the  Department  of  Continuing  Education, 
School  of  Medicine,  Medical  College  of  Vir- 
ginia, Box  91,  MCV  Station,  Richmond,  Vir- 
ginia 23298. 

Neurologic  Problems  of  Infancy  and 
Childhood. 

This  postgraduate  course  is  being  cospon- 
sored by  Pediatric  (Child)  Neurology  of  the 
University  of  Virginia,  Medical  College  of 
Virginia,  and  King’s  Daughters  Hospital,  Nor- 
folk, and  will  be  held  at  the  Cascades  Meeting 
Center,  Williamsburg,  December  7-8. 

Members  of  the  Faculty  are  Drs.  Donald  P. 
Becker,  Medical  College  of  Virginia;  Miriam 
Carmichael,  State  Department  of  Health;  Fritz 
E.  Dreifuss,  University  of  Virginia;  James  E. 
Etheridge,  Jr.,  King’s  Daughters;  Richard 
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Johnson,  Johns  Hopkins  Hospital;  William 
Logan,  University  of  Virginia;  Joan  Meiller, 
Medical  College  of  Virginia;  and  Edwin  C. 
Myer,  Medical  College  of  Virginia. 

Enrollment  is  limited  to  sixty.  Full  informa- 
tion may  be  obtained  from  Dr.  Ronald  B. 
Davis,  Medical  College  of  Virginia,  Box  211, 
MCV  Station,  Richmond  23298. 

Leukemia  Society  Offers  Booklet. 

In  line  with  its  broadening  professional  edu- 
cation program,  the  Leukemia  Society  of 
America  has  produced  a new  booklet  designed 
to  serve  as  a study  aid  for  advanced  students, 
nurses  and  paramedical  personnel.  The  pub- 
lication, titled  “Leukemia— The  Nature  of  the 
Disease”  may  be  had  without  cost  from  the 
Leukemia  Society  of  America,  Inc.,  211  East 
43rd  Street,  New  York,  N.  Y.  10017. 

Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U.  S. 
licensure  required.  875-bed  GM&S  Hospital  af- 


Obituary. , . 

Dr.  Wilbur  Ross  Southward,  Jr., 

Richmond,  died  July  25  at  the  age  of  seven- 
ty. He  was  a graduate  of  the  Medical  College 
of  Virginia  in  1928.  Dr.  Southward  was  in 
private  practice  in  Richmond  for  12  years  un- 
til World  War  II  when  he  commanded  the 
264th  Amphibious  Medical  Battalion  in  the  Pa- 
cific and  rose  to  the  rank  of  Colonel.  In  1946 
he  became  chief  of  professional  services  for  the 
V eterans  Administration  southeast  district.  Dr. 
Southward  was  also  chief  of  emergency  health 
services  of  the  State’s  Office  of  Civil  Defense 
and  received  the  National  Pfizer  Award  of 
Merit  in  1966  for  his  work  in  civil  defense 
medical  care.  He  joined  the  State  Health  De- 
partment in  1954  as  director  of  the  bureau  of 


filiated  with  medical  school.  Excellent  retire- 
ment and  leave  benefits.  Nondiscrimination  in 
employment.  Contact  Chief,  Spinal  Cord  In- 
jury Service,  VA  Hospital,  Richmond,  Vir- 
ginia 23249.  Telephone  804-233-9631,  Ext. 
272.  Equal  Opportunity  Employer.  ( Adv .) 

Emergency  Room  Physician. 

Accredited  280-bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 
Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  Street, 
Huntington,  West  Virginia  25701.  (Adv.) 

General  Practitioner 

Needed  to  associate  with  young  GP  on 
Eastern  Shore  near  Easton.  Fully  equipped  of- 
fice. Hospital  privileges  available.  Financial  Ar- 
rangements flexible.  Excellent  family  living, 
hunting,  fishing,  sailing.  Write  or  call  Ronald 
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chronic  disease  control  and  retired  in  January 
as  director  of  the  bureau  of  preventive  medical 
services. 

Dr.  Southward  was  an  active  member  of  The 
Medical  Society  of  Virginia,  having  joined  in 
1931. 

His  wife  and  two  sons  survive  him. 

Dr.  Louis  Philip  Bailey, 

Nathalie,  died  August  5.  He  was  sixty- 
seven  years  of  age  and  graduated  from  the 
Medical  College  of  Virginia  in  1933.  Dr. 
Bailey  had  been  a member  of  The  Medical 
Society  of  Virginia  for  thirty-eight  years. 

His  wife  and  a son  survive  him. 
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Guest  Editorial 


Physician  Heal  Thyself! 

(That  is,  if  you  want  care!) 

THIS  QUOTATION  had  a different  original  meaning,  but  is  apropos  to 
the  current  status  to  which  physician  medical  care  has  sometimes  degen- 
erated. Some  years  ago  it  was  considered,  by  some  at  least,  to  be  a compli- 
ment to  be  asked  by  a colleague  to  care  for  him  or  a member  of  his  family. 
It  was,  and  still  is,  considered  by  many  to  be  very  poor  ethics  for  a physician 
to  treat  his  own  family;  if  this  is  poor  ethics  then  it  should  be  abundantly 
poorer  judgment  for  him  to  attempt  to  treat  himself.  This  is  an  area  where 
no  circumspect  physician  should  trust  his  own  judgment.  The  self-adminis- 
tration of  drugs  and  narcotics  is  the  fundamental  step  in  physician  addiction 
and  certainly  a tragedy  for  anyone,  even  to  a non-professional.  Medical  per- 
sonnel addiction  and  abuse  of  drugs  is  a major  if  often  ignored  problem. 

How  can  a physician  be  so  blind?  Our  country  has  (supposedly)  the  finest 
medical  care  available  in  the  World.  Of  growing  concern  to  many,  both  in 
and  out  of  the  profession,  is  this  “superb  care”  not  being  available  to  the 
masses  of  people  needing  it  most,  but  readily  available  to  the  financially  secure. 
The  good  health  of  those  providing  this  care  should  receive  some  attention 
if  they  are  to  function  optimally  and  care  for  the  maximum  number  of  people 
most  effectively. 

Too  often  a physician,  ill  with  a simple  upper  respiratory  infection  or  a 
vague  pain  here  or  there,  either:  (1)  doesn’t  want  to  bother  a colleague; 
(2)  would  prefer  to  treat  himself  with  a self-administered  antibiotic  and 
antihistamine  or  other  Rx— and  by  treating  himself— “remain  in  complete  con- 
trol of  the  situation”;  (3)  is  embarrassed  by  having  to  admit  to  someone  else 
that  it  is  possible  for  him— “the  great  healer”— ever  to  have  an  illness  or  phys- 
ical indiscretion  himself;  (4)  was  rebuffed  once  or  more  times  after  having 
asked  a colleague  to  “give  him  a check-up”— to  have  been  told— “Oh,  there’s 
nothing  wrong  with  you— come  back  to  see  me  any  time  you’re  sick”;  (5) 
or  perhaps  he  did  decide  to  have  a “check-up”,  and  found  a colleague  to  do 
it,  and  was  then  asked  “what  tests  he  wanted  to  have  done”— yes,  it  happened 
to  me— and  my  “physical  exam”  included  nothing  below  the  belt— certainly 
not  a rectal  examination  or  sigmoidoscopic  examination.  Was  this  physician 
too  embarrassed  to  ask  a colleague  to  drop  the  pants  and  assume  knee-chest? 
If  this  is  true  it  is  the  first  time  I have  seen  him  embarrassed;  (6)  perhaps  the 


“non-paying”  colleague  doesn’t  deserve  anything  better  than  “free  medical 
care”— but  many  free  clinics  in  which  I have  had  the  privilege  of  serving 
have  given  their  clients  much  better  medical  care.  The  physician  asking  a 
colleague  to  help  in  his  medical  care  would  likely  much  prefer  to  pay  the 
usual  and  customary  fees  of  his  peer  and  skip  the  bother  of  searching  for  a 
gift,  probably  more  expensive  than  the  care  costs  would  have  been  to  begin 
with,  and  certainly  very  likely  to  be  either  unwanted,  inappropriate,  wrong 
color  or  texture,  or  something  he  is  allergic  to  or  finds  distasteful— and  end  up 
either  given  to  someone  else,  or  high  on  the  shelf  of  a dark  closet,  garage  or 
attic. 

“Poor  care  is,  in  this  instance,  worse  than  no  care”,  I believe  would  be  an 
acceptable  assumption.  If  one  had  rather  not  be  bothered,  then  have  the 
courage  to  say  so,  and  advise  your  colleague  to  seek  help  from  someone  who 
is  emotionally  better  geared  to  function  in  this  sensitive  area. 

It  has  been  my  privilege  to  have  had  a part  in  the  medical  care  of  some- 
where between  100  and  200  colleagues,  and  their  families  and  close  relatives; 
I do  not  keep  a separate  record  of  this.  These  people  get  exactly  the  same 
care  I give  my  other  private  patients,  and  they  get  fussed  at,  pleaded  with, 
or  threatened— “just  like  anybody  else”— and  if  they  want  or  demand  pref- 
erential or  scarlet  carpet  treatment,  or  handled  in  special  ways,  then  perhaps 
they  would  be  happier  elsewhere,  especially  if  their  modesty  is  offended  by 
a sigmoidoscopic  or  a digital  rectal  examination.  If  I feel  they  should  quit 
smoking,  or  quit  drinking,  or  lose  50  pounds,  or  some  other  such  important 
project,  I feel  it  is  a waste  of  time  to  tell  them  to  “try  to  reduce  your  smok- 
ing, that  is  if  it  doesn’t  make  you  tense  or  nervous,”  or  “if  omitting  your 
six  highballs  a night  doesn’t  interfere  with  your  routine”,  or  “try  to  lose  a few 
pounds”.  Hogwash,  and  waste  of  both  your  and  my  time! 

The  next  time  a colleague,  who  probably  has  stewed  with  the  idea  for 
some  time,  asks  you  to  give  him  a physical  examination  or  treat  his  cold,  or 
consult  with  him  about  his  weight,  or  blood  pressure  problem— I hope  you 
will— shades  of  Hippocrates— try  to  help  him.  He  probably  would  prefer  to 
pay  your  usual  fee  if  you  would  let  your  bookkeeper  inadvertently  “bill  him” 
—that  is,  if  the  $ $ are  that  important  to  you.  Also,  it  may  be  really  that  he 
needs  someone  to  talk  to  about  an  entirely  different  kind  of  problem  than 
what  he  asks  you  about  initially.  A physician  can  need  emotional  support 
too— he  also  has  tensions  and  frustrations,  and  perplexing  problems.  It  might 
just  be  that  your  listening  to  his  problem  might  be  the  key  to  prolonging 
his  useful  life.  Everyone  has  at  times  been  overly  curt,  not  only  with  patients, 
wives,  families,  colleagues,  children,  parents,  siblings,  and  even  pet  dogs;  such 
is  the  penalty  of  our  tension  settings,  but  think  for  a minute— is  the  above 
individual  you?  And  do  you  have  any  desire  to  change? 

There  are  many  areas  of  criticism  our  profession  is  subject  to,  and  much 
criticism  is  fully  justified— we  must  make  every  effort  to  clean  it  up  in  all 
ways  we  can;  this  is  only  one. 

Anonymous 

(Editor:  F or  obvious  reasons. ) 
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Adolescent  Competence 

A Different  Point  Of  View 


THOSE  OF  YOU  who  are  here  work  with 
adolescents  daily  and  with  the  problems  that 
they  create  for  society  and  that  society  creates 
for  them.  It  would  seem  ill  considered  for  me 
to  suggest  that  I know  more  of  your  business 
than  you  do.  It  would  be  presumptuous  for 
me  to  assert  that  the  problems  of  delinquency 
are  really  very  simple— that  all  you  need  is  a 
little  compassion  for  the  young,  or  that  the 
problems  are  all  due  to  too  much  permissive- 
ness-just get  firm  and  they’ll  go  away.  You 
know  far  better  than  I how  complex  and  in- 
soluble are  many  of  the  problems  of  youth 
and  society. 

What  little  I may  have  to  offer,  I can  only 
offer  from  the  perspective  of  someone  a little 
distant  from  these  problems.  I have  thought 
about  them  in  a general  context,  so  I may  be 
able  to  provide  you  with  a slightly  different 
way  of  looking  at  these  problems.  After  all, 
no  one’s  effectiveness  rests  on  knowing  all  of 
the  answers.  Our  effectiveness  stems  from 
having  some  skills  at  analyzing  problems  and 
at  adjusting  our  approach  as  we  work  with 
these  problems  until  we  find  effective  solu- 
tions. 

After  this,  I will  go  back  to  being  a college 
professor  and  you  will  go  back  to  dealing  with 
the  nitty-gritty  day  to  day  problems  of  your 
work.  If  the  crossing  of  our  paths  is  to  mean 
anything,  hopefully  it  will  mean  that  I’ve  given 
you  an  additional  thought  or  two  that  may 
make  your  task  a little  more  understandable 
and  your  efforts  a little  more  effective.  If  I 

Presented  as  part  of  a symposium  sponsored  by 
the  Clinic  of  the  Mental  Health  Center  of  Nor- 
folk and  Chesapeake. 

Tyler,  Forrest  B.,  Ph.D.,  Professor  and  Direc- 
tor, Clinical  Psychology  Training  Program , Uni- 
versity of  Maryland. 


FORREST  B.  TYLER,  Ph.D. 

College  Park,  Maryland 

contribute  that,  then  I too  will  have  been  effec- 
tive. If  I leave  you  muttering  about  stupid 
professors,  or  with  bored  looks  on  your  faces, 
then  I will  have  failed  to  be  effective  in  my 
self-appointed  task.  My  task  is  that  of  trying 
to  approach  the  human  condition  from  a psy- 
chological perspective,  and  perchance  con- 
tribute a little  to  making  all  of  our  lives  more 
pleasant  and  livable.  And  when  I say  all , I 
include  you , me,  and  the  delinquent. 

So  let  me  talk  to  you  about  three  strands 
of  thought  which  are  evolving  in  psychology. 
It  seems  to  me  that  they  can  be  twined  together 
to  provide  a perspective  from  which  to  think 
more  effectively  about  adolescents,  and  from 
which  to  interact  more  effectively  with  them 
whether  from  your  view  they  be  delinquents 
or  just  incomprehensible.  Considering  the  title 
of  my  talk,  it  may  come  as  no  surprise  to  you 
that  the  first  organizing  concept  and  idea  that 
I would  like  to  introduce  is  that  of  competence. 
The  second  is  that  of  identity.  The  third  is 
that  of  pro -social  behavior. 

Psychologists  have  their  fancy  terms  and  I 
shall  rely  on  them  since  I’ve  wandered  in  that 
land  for  many  years  and  speak  the  language. 
In  fact,  to  speak  of  competence,  I have  to 
speak  of  other  terms  that  the  natives  consider 
basic.  It’s  a common  observation  apparent  to 
most  anyone  that  people  behave  in  certain 
ways  because  they  seem  to  want  something, 
to  be  impelled  by  something,  or  to  want  to 
get  away  from  something.  Psychologists  call 
these  operating  forces  in  human  behavior  mo- 
tivation. Sometimes  we  make  a distinction  and 
speak  of  drives  when  we  refer  to  raw,  un- 
learned forces  such  as  hunger  in  the  newborn 
baby,  and  of  motives  when  we  speak  of  highly 
elaborate  and  learned  patterns,  such  as  the  food 
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seeking  and  food  consumption  of  adults  in 
civilized  society.  For  our  purposes,  it  is  enough 
to  draw  this  general  distinction. 

Some  ten  years  ago  one  of  the  more  thought- 
ful scholars  in  our  field,  Robert  W.  White,  re- 
viewed (1959)  the  thinking  and  research  of 
psychologists  up  to  that  time,  with  regard  to 
the  concept  of  motivation.  He  noted  that  gen- 
erally speaking,  psychologists  have  tried  to 
account  for  human  motivation  on  the  basis  of 
certain  fundamental  primary  drives.  They 
have  argued  that  activities  as  diverse  as  run- 
ning for  President,  scaling  mountains,  sitting 
and  whittling,  birdwatching,  playing  contract 
bridge,  and  anything  else  you  can  think  of, 
are  all  simply  elaborations  of  a few  primary 
drives  such  as  hunger,  thirst,  and  sex.  He  then 
noted  that  it  just  didn’t  seem  particularly  feas- 
ible to  fit  all  of  human  behavior  into  that  par- 
ticular mold.  He  argued,  rather,  that  observa- 
tion of  infants  chewing  on  their  rattles,  biting 
on  their  toes,  dropping  their  toys,  poking  their 
own  eyes  and  other  people’s,  and  what  not  and 
of  even  more  elaborate  behaviors,  including 
much  of  the  playfulness  of  children  and  adults, 
simply  couldn’t  be  accounted  for  in  those  ways. 
He  suggested,  rather,  that  an  important  charac- 
teristic of  all  people  is  that  they  are  generally 
active.  Further,  an  important  motivational  as- 
pect of  that  activeness,  aside  from  the  obvious 
concern  with  satisfying  basic  drives,  is  the  urge 
to  develop  a capacity  to  interact  effectively 
with  the  environment;  that  is,  to  develop  com- 
petence. White  spoke  of  the  urge  to  develop 
competence  as  effectance  motivation  and  the 
achievement  of  it  as  satisfying  in  that  it  pro- 
vides a sense  of  efficacy.  Otherwise  translated, 
he  advanced  the  notion  that  kids  are  curious, 
if  you  will;  that  when  not  driven  by  compell- 
ing basic  forces  such  as  hunger  or  exhaustion, 
babies,  kids,  adolescents  and  adults  are  moved 
to  explore  their  world  and  to  develop  a sense 
of  competence  in  dealing  with  it.  Further, 
they  enjoy  becoming  competent  and,  in  addi- 
tion, learn  much  from  doing  so.  I will  not 
bore  you  with  the  details  of  his  reasoning  and 
analysis  of  other  points  of  view.  Let  me  just 
say  that  I find  his  argument  a convincing  one, 


and  I find  much  evidence  to  support  it  as  a 
useful  way  of  thinking  about  people  and  their 
behavior. 

Let  me  point  to  some  pertinent  implications 
of  this  view  of  man.  Man  is  exceedingly  un- 
skilled and  ineffective  at  birth,  but  he  is  also 
exceedingly  plastic.  He  is  motivated  to  seek 
efficacy,  effectiveness,  and  understanding  in 
relation  to  his  environment,  that  is,  to  become 
competent.  As  a consequence,  he  learns  many 
things.  White  emphasizes,  however,  that 
“Strong  motivation  reinforces  learning  in  a 
narrow  sphere,  whereas  moderate  motivation  is 
more  conducive  to  an  exploratory  and  experi- 
mental attitude,  which  leads  to  competent  in- 
teractions in  general,  without  reference  to  an 
immediate  pressing  need.”  (1959,  p.  330)  In 
other  words,  if  the  internal  or  external  driving 
forces  are  too  strong,  the  exploration,  the  cu- 
riosity, and  the  development  of  general  com- 
petence in  a person  will  be  reduced.  In  that 
sense,  playfulness  and  time  for  it  are  critical, 
and  in  that  sense  all  work  and  no  play  does 
make  Jack  a dull  boy. 

Further,  one  issue  which  does  loom  large  in 
juvenile  delinquency,  and  in  fact  our  whole 
generational  gap  today  is  the  issue  of  permis- 
siveness versus  control.  The  battle  rages  back 
and  forth,  shedding  much  heat  and  little  light. 
On  the  one  side  we  have  those  who  swear  that 
all  the  problems  of  our  youth  are  due  to  per- 
missive child  rearing.  “Down  with  Dr.  Spock 
and  back  to  the  wood  shed,”  they  cry.  (Of 
course  they  haven’t  read  Dr.  Spock).  On  the 
other  side  we  have  the  cry  that  society  is 
repressive,  schools  are  over-controlling,  and 
that  all  of  the  evils  stem  from  too  much  con- 
trol, too  much  discipline.  So  down  with  the 
establishment  and  up  with  humanity.  (They 
haven’t  read  much  history.) 

If  what  White  has  to  say  has  any  validity 
at  all,  and  frankly  I think  it  has  considerable, 
then  both  of  these  extreme  points  of  view  are 
unsupportable  for  clear  and  substantial  rea- 
sons. Consider  the  position  of  the  return  to 
stern  authority.  Remember  just  a moment  ago 
we  said  that  strong  motivation  reinforces 
learning  in  a narrow  sphere;  moderate  moti- 
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vation  is  more  supportive  of  exploratory  and 
experimental  interactions  which  lead  to  broad- 
er learning.  The  moderate  motivation  of  play- 
fulness and  play  is  critical  to  broad,  general 
development  of  competent  interaction  with 
the  environment. 

The  strong  motivation  and  stern  control  of 
authority  readily  become  too  strong  and  there- 
by limit  the  development  of  competence. 
Therein  lies  the  greatest  danger.  What  then  of 
permissiveness?  Isn’t  that  ideal?  No,  competent 
mastery  of  the  environment  is  impossible  unless 
the  environment  is  responsive.  Unless  behavior 
has  consequences,  how  do  you  learn?  If  all  is 
permissiveness  and  all  is  sunshine  and  light, 
regardless  of  your  skill  or  what  you  do,  how 
do  you  learn?  You  don’t.  That’s  hardly  the 
answer  either.  Moderate  motivation  in  the 
spirit  of  playfulness  doesn’t  mean  that  your 
behavior  has  no  consequences,  whether  you’re 
three  months  old  or  thirty-nine.  What  it 
means  is  that  the  consequences  are  moderate 
so  that  you  can  try  out  new  approaches,  and 
develop  a general  sense  of  mastery.  Then 
when  you  face  serious  problems  you  will  have 
the  competence  to  cope  with  them. 

I’m  sorry,  but  for  those  who  would  like  a 
simple  answer,  White’s  concept  of  competence 
is  of  little  comfort.  His  concept  of  motivation 
suggests  that  we  need  a more  complex  ap- 
proach to  the  effective  socialization  of  youth 
than  either  simple  permissiveness  or  absolute 
control. 

So  let’s  move  on  to  our  second  strand  of 
thought  and  see  what  the  concept  of  identity 
adds  to  what  White  has  given  us  as  a begin- 
ning. Here  I want  to  appeal  to  the  thought  and 
work  of  one  of  the  most  distinguished  schol- 
ars in  our  field,  Eric  Erikson,  who  has  writ- 
ten much  about  youth  in  this  modern  age. 
Erikson’s  work  has  been  primarily  observa- 
tional and  therapeutic.  He  is  not  an  experi- 
menter in  the  sense  that  many  behavioral 
scientists  are  but  he  is  an  exceedingly  astute 
student  of  behavior  who  finds  more  comfort 
in  checking  out  his  conclusions  by  further 
observation  than  in  arguing  that  we  know  all 
of  the  answers.  His  work  has  ranged  from 


the  study  of  the  morale  of  submarine  crews 
in  combat  to  the  analysis  of  the  psychological 
development  and  adjustment  of  people  in  dif- 
ferent societies.  It  has  also  included  years  of 
intensive  therapy  with  children  and  adults  in 
our  society.  He  has  organized  his  thinking 
about  man  and  youth  from  the  perspective  of 
the  thoughtful  observer,  scholar  and  therapist. 

Erikson  emphasizes  (1968,  p.  50)  as  a unique 
characteristic  of  the  human  among  all  animals 
the  characteristic  which  he  calls  identity.  That 
is,  humans  have  an  awareness  of  the  uniqueness 
and  continuity  concerning  the  way  they  put 
together  their  experiences.  Each  person  has  a 
sense  of  the  style  of  his  mdividuality . To  have 
personal  identity  is  to  perceive  this  continuity 
in  your  existence  and  to  perceive  also  that 
others  recognize  but  don’t  share  the  meaning 
that  you  assign  to  that  continuity.  To  have 
ego  identity  is  to  be  aware  that  you  have  a 
particular  style  to  your  own  individuality  and 
that  this  style  coincides  with  what  you  mean  to 
the  significant  others  in  your  life. 

This  distinction  is  confusing  but  it’s  im- 
portant. For  example,  the  American  Indian 
youth  may  have  a personal  identity.  He  knows 
that  he  is  an  Indian  and  he  knows  his  own 
heritage.  He  also  knows  that  the  culture  in 
which  he  lives  knows  his  identity  and  rejects 
it  as  worthless.  How  can  he  be  anything  other 
than  thwarted?  If  he  is  true  to  the  sense  of 
cultural  continuity  which  he  derives  from  his 
parents  and  his  heritage,  then  he  is  worthless 
in  the  eyes  of  his  westernized,  civil  service 
schoolteacher  or  his  white  boss. 

The  same  problem  may  be  seen  in  the  cry 
of  the  black  youth  of  today.  He  has  a personal 
identity.  He  knows  what  it  means  to  him  to 
be  black  and  he  knows  what  society  thinks  of 
him.  What  he  is  crying  for  is  an  ego  identity. 
That  is,  he  wants  his  style  of  individuality  to 
be  recognized  as  worthwhile  by  the  society  in 
which  he  lives.  Thus,  he  cries  out  that  he 
doesn’t  want  to  become  white,  that  black  is 
beautiful.  To  him  it  is  not  he  who  should 
change,  but  the  world  should  accept  the  va- 
lidity of  his  blackness  and  the  worth  of  the 
values  in  the  black  world  that  have  given  him 
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the  strength  to  survive.  This  adolescent  cry 
for  an  ego  identity  and  the  resultant  adolescent 
sense  of  frustration  was  perhaps  best  expressed 
in  1741  by  the  young  William  Pitt  speaking 
to  the  English  House  of  Commons.  He  de- 
clared that  he  was  indeed  guilty  as  charged 
of  the  “atrocious  crime  of  being  a young  man”. 
(Bartlett,  1968,  p.  425).  The  thought  is  a pro- 
vocative one.  Do  we  in  fact  assume  that  our 
youth  are  guilty  just  because  they’re  young? 
Frankly,  I fear  that  we  do  far  more  often  than 
we  realize. 

But  let  us  step  back  from  this  elaboration 
on  the  concept  of  identity  and  look  in  a little 
more  detail  at  what  Erikson  has  to  say.  We  all 
know  that  the  human  is  characterized  by  a 
long  period  of  development  and  that  we  desig- 
nate as  adolescence  the  period  of  transition 
from  childhood  to  adulthood.  Further,  as  our 
society  has  become  more  technological  and 
complex,  we’ve  lengthened  that  transition  pe- 
riod. Time  was  when  there  wasn’t  much  dis- 
tance between  biological  puberty  and  psycho- 
logical adulthood.  Even  in  the  musical  Okla- 
homa, which  romanticizes  a time  not  so  long 
ago,  we  laugh  at  the  gossip  about  one  girl  who 
was  obviously  going  to  be  an  old  maid— after 
all,  she  was  seventeen  and  not  yet  married  or 
engaged.  Now,  of  course,  with  jobs  only  for 
the  technically  trained,  with  college  and  this, 
that,  and  the  other,  we  extend  adolescence  into 
the  twenties.  At  any  rate,  during  this  period 
of  adolescence,  this  period  of  becoming,  this 
period  of  change,  in  which  the  biological 
nature  of  each  of  us  is  going  through  drastic 
upheavals,  there  are  also  a number  of  identity 
issues  which  come  to  the  fore.  Their  resolu- 
tion—or  lack  of  it— of  these  identity  issues  or 
crises  is  exceedingly  critical  for  maturation 
into  adulthood. 

Erikson  focuses  on  four  stages  of  identity 
development  through  adolescence.  He  sug- 
gests that  the  first  stage  in  the  identity  crisis 
is  marked  by  “an  important  need  for  trust  in 
oneself  and  in  others”.  He  sees  this  desperate 
need  as  the  one  which  leads  adolescents  to  seek 
fervently  for  men  and  ideas  to  have  faith  in, 
and  for  an  opportunity  to  prove  themselves 
trustworthy  in  the  service  of  these  men  and 


ideals.  This  facet  of  identity  development  is 
indeed  a mixed  blessing  from  our  point  of 
view  as  adults.  We  reward  it  generously  in 
the  service  of  the  roles  we  assign  to  the  ado- 
lescent. If  he  believes  in  the  team  spirit  and 
is  a good  athlete,  that’s  fine.  If  he  believes  in 
his  teachers  and  is  a good  and  well  behaved 
scholar,  that’s  fine.  If  he  respects  his  parents 
and  is  a selfless  and  conforming  helper  at 
home,  that’s  fine.  If  he  believes  in  his  country 
and  is  a good  soldier,  that’s  fine.  All  of  these 
are  in  the  service  of  what  we  would  like  the 
adolescent  to  be.  On  the  other  hand,  if  his 
athletic  skills  are  oriented  towards  outrunning 
the  police,  and  he  is  oriented  towards  develop- 
ing trust  in  what  we  choose  to  call  an  ado- 
lescent gang  and  in  its  leaders  whose  values  are 
different  from  ours,  then  we’re  dubious.  If 
he  studies  not  what  we  subscribe  to  in  the 
school  books,  but  rather  the  skills  of  surviving 
on  the  underside  of  society  as  described  so 
brilliantly  by  Malcolm  X (1966)  and  Claude 
Brown  (1965)  and  if  his  idealism  is  to 
those  heroes,  then  we’re  even  more  dubious. 
Then  we  have  a clash  between  him  and  society 
because  society  will  not  legitimize  his  personal 
identity  and  give  him  an  ego  identity.  He 
must  give  up  and  be  beaten  or  reject  society 
and  line  up  with  its  outcasts  and  enemies  to 
find  someone  he  can  trust  and  who  can  trust 
him. 

Now  suppose  he  does  learn  to  trust,  what 
lies  ahead  in  the  development  of  an  ego  iden- 
tity? Erikson  suggests  that  after  learning  to 
trust  oneself  and  others,  the  second  stage  of 
identity  development  is  the  stage  of  learning 
to  will  freely  or  decide  freely.  Not  in  an 
irresponsible  sense,  no,  but  to  decide  with  free 
assent,  free  acceptance,  on  which  of  the  avail- 
able or  unavoidable  avenues  of  life’s  service 
one  shall  pursue.  Essentially,  then,  there's  the 
right  and  the  desire  to  seek  your  own  style 
of  life , your  own  path  within  the  many  avail- 
able. Of  course,  that’s  hard  enough  for  the 
child  or  the  adolescent  who’s  part  of  the  dom- 
inant society  and  its  values— the  group  that  has 
come  to  be  called  the  WASPS— White  Anglo- 
Saxon  Protestants.  It’s  difficult  enough  for 
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them  because  their  parents  want  them  to 
choose  paths  that  are  more  prestigious  than 
those  of  the  parents.  But  then  they  also  want 
them  not  to  choose  more  prestigious  paths. 
They  want  their  children  to  reflect  their  own 
success  by  being  better  than  their  parents,  but 
not  to  reflect  the  parent’s  unsuccess  by  acting 
superior  to  or  more  knowledgeable  than  the 
parents.  That  dilemma  may  be  at  least  partially 
resolvable,  but  what  of  the  dilemma  of  the 
youth  who  is  black,  Indian,  poor  white,  or 
what  have  you?  How  can  he  achieve  an  ego 
identity  in  a world  that  doesn’t  seem  to  offer 
him  any  particularly  meaningful  choices  at 
this  point?  This  dilemma  and  problem  have 
been  summed  up  in  Paul  Goodman’s  book  with 
an  appropriate  title.  He  calls  it  Growing  Up 
Absurd  (1960)  and  raises  seriously  the  ques- 
tion of  whether  modern  urban-technological 
society  provides  an  opportunity  for  the  ordi- 
nary youth  to  develop  an  identity. 

The  third  stage  Erikson  suggests  in  devel- 
oping an  ego  identity  is  the  stage  of  unlimited 
imagination  as  to  what  one  might  become. 
Part  of  developing  identity  is  the  right  to 
aspire.  The  right,  in  the  words  of  the  song 
from  The  Man  of  LaMancha,  is  to  “Dream  the 
Impossible  Dream”.  This  same  issue  may  also 
be  seen  in  the  cry  of  the  black  youth  today. 
He  has  a personal  identity,  yes;  he  knows  that 
he  is  black,  and  he  knows  what  society  thinks 
of  it.  What  he  is  crying  out  for  is  an  ego 
identity,  for  acceptance  as  a meaningful  human 
being.  That  has  been  an  impossible  dream  for 
the  black  man  for  centuries.  Dreaming  impos- 
sible dreams  may  seem  crazy  and  wild-eyed  to 
you  and  you  may  begin  to  laugh,  but  look  at 
the  dilemma  of  youth  today  growing  up  with 
an  unpopular  war  and  an  uncertain  future. 
Someone  drew  some  numbers  last  month  and 
many  youths  lost  their  future.  Someone  may 
drop  a hydrogen  bomb  tomorrow,  and  all  of 
us  will  lose  our  futures.  Today’s  youth  find  it 
difficult  to  dream  even  possible  dreams. 

My  own  experiences  are  most  directly  with 
college  students  whom  I find  struggling  with 
many  of  the  same  questions  I had  in  college. 
I doubted  myself  every  day;  who  doesn’t? 


Yet,  I knew  the  doubts  were  in  me  and  I 
could  run  away  from  college  if  I wanted.  Of 
course,  there  was  a war  then  that  seemed  valid 
and  just  and  out  of  college  I went  with  many 
others.  When  the  war  was  over,  so  were  my 
impossible  dreams.  Many  of  my  doubts  were 
resolved  and  college  and  growing  up  made 
more  sense.  But  the  youth  of  today  doesn’t 
even  have  the  choice  of  an  honorable  war. 
He  can’t  even  find  ideals  in  which  he  can 
believe  so  that  he  might  dream  his  impossible 
dreams  in  battle  and  come  to  terms  with  grow- 
ing up.  In  effect,  he  has  no  reasonably  honor- 
able course  of  dreaming.  He  can’t  even  dream 
of  selflessness.  If  he  drops  out  of  school  to  go 
to  the  Peace  Corps  or  VISTA  or  the  poverty 
program  or  to  work,  he  may  be  drafted.  If 
stays  in  school,  he  has  to  look  in  the  mirror 
and  wonder  if  he’s  a draft  dodger.  If  he  goes 
off  to  the  war,  he  has  to  wonder  if  he’s  fighting 
a fruitless  war  in  lieu  of  someone  more  priv- 
ileged. Where  is  the  honor  there?  Where  is 
the  chance  to  “Dream  the  Impossible  Dream” 
and  find  a reality  behind  it  and  grow  up? 

Finally,  Erikson  adds  a fourth  stage  as  he 
speaks  of  the  desire  “to  make  something 
work”,  and  we’re  back  with  White’s  concept 
of  competence.  Yes,  Erikson  suggests  that 
competence  in  that  sense  is  part  of  the  ego 
identity.  He  suggests  that  competence  is  the 
end  product  presumably  of  the  school  process, 
and  so  the  choice  of  an  occupation  becomes  a 
significant  part  of  one’s  ego  identity.  He  notes 
that  it’s  for  that  reason  that  adolescents  fre- 
quently prefer  not  to  work  at  all  for  awhile, 
rather  than  to  make  a premature  choice  that 
they  think  is  wrong. 

From  our  point  of  view,  we’d  rather  they 
made  the  premature  choice.  After  all,  if  the 
adolescent  applies  his  motivation  to  playful 
exploration  in  the  search  of  developing  com- 
petence or  delays  his  choice  while  he  thinks 
about  it,  we  adults  consider  him  idle,  vagrant, 
foolish,  or  worse.  Interestingly  enough,  in  a 
time  not  so  long  ago,  it  was  considered  legi- 
timate to  “sow  one’s  wild  oats”.  Yes,  to  play 
at  things  in  the  search  of  finding  one’s  compe- 
tence has  been  legitimized  from  time  to  time. 
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In  fact,  legitimized  in  forms  far  less  responsible 
than  much  of  the  youthful  rebellion  and  “de- 
linquency” we  see  today. 

Before  leaving  Erikson,  let’s  summarize  what 
he  has  said.  The  search  for  an  ego  identity, 
for  one’s  own  individual  style  of  existence  and 
for  acceptance  of  that  as  valid  by  some  com- 
munity or  group,  comes  to  a final  develop- 
mental crisis  in  adolescence.  That  crisis  in- 
cludes the  issue  of  trust  in  oneself  and  others; 
a sense  of  freedom  to  choose  one’s  own  style 
and  way;  a sense  of  the  right  to  aspire  to  what 
one  wishes;  and  a sense  of  the  right  to  develop 
competence.  These  are  major  issues  for  any- 
one and  their  resolution  is  critical  in  shaping 
the  nature  of  one’s  adult  existence.  Our  un- 
derstanding of  them  is  essential  to  influencing 
the  development  of  desirable  rather  than  crim- 
inal identities. 

To  add  to  that  understanding,  let  me  turn 
to  some  “hard  nosed”  experimental  type  psy- 
chological research  and  introduce  a third 
strand  of  thought— that  pertaining  to  pro-social 
behavior.  Pro-social  behavior  is  thought  of  as 
including  helping,  sharing,  comforting,  etc. 
and  is  contrasted  with  aggressive,  destructive 
behavior  which  is  called  anti-social.  What  are 
the  factors  involved  in  the  development  of 
pro-social  behavior?  One  of  these  investiga- 
tors, Staub  (1969,  in  press),  has  studied  the 
determinants  of  children’s  willingness  to  help 
others  in  distress  using  subjects  who  ranged 
from  kindergarten  through  the  seventh  grade. 
He  has  found  that  children  are  more  likely  to 
be  helpful  when  they  have  been  assigned  more 
responsibility  to  help;  when  they  have  been 
given  permission  to  go  into  the  situation  where 
help  is  needed;  when  they  have  younger 
siblings  and  presumably  have  had  more  ex- 
perience with  and  more  training  in  helping; 
and  among  younger  children,  when  they  are  in 
pairs.  Interestingly  enough,  he  found  an  in- 
crease in  helping  behavior  through  the  second 
grade,  but  then  a drop  in  it  until  the  sixth 
grade,  where  it  was  at  a slightly  lower  level 
than  in  kindergarten.  Explorations  of  that 
drop  suggested  that  fear  of  disapproval  or  of 
inappropriate  behavior  may  have  inhibited 


older  children’s  willingness  to  take  action  or 
to  help.  In  short,  his  findings  suggest  that 
children  develop  and  exhibit  more  pro-social 
behavior  as  they’re  given  more  responsibility 
or  as  it’s  socially  supported.  Unfortunately, 
by  the  fourth  grade  fear  of  inappropriate  help- 
ing behavior  has  begun  to  inhibit  the  tendency 
to  help,  and  by  the  sixth  grade  it  is  below 
kindergarten  level.  That  in  itself  is  distressing. 

Can  we  generalize  about  the  conditions  that 
produce  and  inhibit  pro-social  and  anti-social 
behavior?  Staub  reviewed  other  research  and 
explored  this  issue  in  a more  general  form  (in 
press).  He  suggests  that  one  of  the  general 
principles  of  behavior  we  might  invoke  is  an 
overall  concept  of  fairness  of  justice.  People 
may  well  judge  and  balance  their  relationships 
to  the  world.  Thus,  either  helpfulness  or  ag- 
gression may  be  in  part  motivated  by  a need 
to  reciprocate  for  the  way  one  has  been 
treated.  If  a youth  or,  for  that  matter,  an 
adult  has  been  too  harmed  or  thwarted,  he 
may  cease  to  be  able  to  perceive  others  as 
entitled  to  a friendly  response,  or  to  be  able 
to  behave  in  a pro-social  way  in  some  situa- 
tion, towards  some  kinds  of  people,  or  toward 
society  at  large. 

Research  on  intergroup  conflict  also  sup- 
ports this  view.  Sherif  and  his  colleagues 
(1961)  studied  intergroup  competition  and 
cooperation  in  a youth  camp.  They  selected 
22  well  adjusted  boys  for  the  camp  and  di- 
vided them  into  two  groups  situated  at  sep- 
arate campsites  so  arranged  that  the  boys  could 
be  kept  separate,  or  put  in  a competitive  or 
cooperative  relationship  to  each  other. 

They  found  very  quickly  that  each  group 
formed  strong  bonds  within  itself.  Then  the 
experimenters  set  up  competitive  situations. 
The  groups  began  to  develop  hostility,  preju- 
dice, and  negative  stereotypes  about  each  oth- 
er. This  behavior  increased  systematically. 
The  investigators  then  tried  to  reverse  this 
trend.  Their  approach  was  a relatively  simple 
one.  They  introduced  pleasant  joint  activities, 
but  with  little  success.  Next  they  introduced 
the  need  to  cooperate.  For  example,  it  was 
arranged  for  a truck  to  break  down.  The  boys 
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had  to  cooperate  in  pulling  the  truck  to  get 
it  started  so  that  food  could  be  obtained  for 
both  groups.  By  applying  such  overriding 
goals,  cooperation  was  made  important.  The 
rivalry  and  the  name  calling  began  to  drop 
away.  The  boys  became  friendly,  began  to 
see  each  other  as  individuals,  and  became  co- 
operative and  helpful  to  each  other  and  as 
groups. 

What’s  the  point  of  the  two  sets  of  studies 
and  of  putting  them  together?  If  we  take  the 
one  set  of  Sherif’s  conditions  in  which  we  put 
people  in  opposition  to  each  other,  then  we 
see  hostile  stereotyped  angry  behavior  develop. 
If  we  take  Staub’s  thoughts  about  reciprocity, 
then  we  ask  the  question,  how  long  must  you 
be  mistreated,  how  long  must  you  live  in  a 
hostile  world  that  denies  you,  fights  you,  re- 
jects you,  before  you’ll  make  the  judgment 
that  this  is  a world  in  which  pro-social  be- 
havior doesn’t  work?  How  long  before  the 
world,  or  teachers,  or  police,  or  parents  be- 
come the  enemy  and  you  become  incapable 
of  kind  feelings,  helpfulness  towards  them,  or 
sympathy  or  cooperation  with  them?  How 
long  before  your  ego  identity  must  be  a nega- 
tive one,  must  be  oriented  to  the  outcast,  the 
outlaw,  to  anyone  who  is  anti-establishment? 

How  long  before  your  competence,  your 
play,  your  exploration  of  possibilities  turn  in 
the  direction  of  developing  increasing  skill  at 
fighting,  outwitting,  and  destroying?  These 
would  seem  to  be  questions  that  are  crucial  to 
understanding  adolescents,  understanding  de- 
linquents, and  understanding  how  to  change 
conditions  and  delinquent  youth  so  that  we 
can  increase  the  development  of  pro-social  be- 
havior. What  can  we  do  to  increase  the  time 
spent  by  youth  in  exploring  the  competence 
possibilities  within  society  instead  of  against 
it?  How  can  we  increase  the  effort  spent  in 
striving  to  develop  an  ego  identity  that  permits 
helping  behavior  and  maturation  into  respon- 
sible adult  citizenship? 

Don’t  get  me  wrong;  I’m  not  saying  that  all 
kids  are  good  guys  and  we’re  all  bad  guys.  I 
haven’t  the  slightest  doubt  but  that  a reason- 
ably determined  and  vigorous  adolescent  can 


be  mean  as  hell.  All  I’m  saying  is  that  if  it  is 
only  in  being  anti-establishment  that  adoles- 
cents have  a valid  ego  identity,  then  to  them 
the  development  of  that  identity  requires  that 
they  seek  their  ideals  and  spend  their  play 
time,  their  work  time,  and  their  fantasy  time 
at  improving  their  skills  at  being  mean  and 
ornery.  Those  same  skills,  those  same  fan- 
tasies, those  same  capacities  cannot  be  em- 
ployed in  the  service  of  pro-social  ego  iden- 
tity unless  we,  our  schools,  and  our  society 
more  generally  permit  and  support  the  chan- 
neling of  their  struggle  into  socially  acceptable 
paths. 

In  a recent  column  in  the  Washington  Post , 
William  Raspberry  (1969),  a young  Negro 
columnist  who  writes  much  of  the  strug- 
gles of  the  Negro  community,  discusses  the 
problems  of  selling  programs  for  federal  sup- 
port, and  elaborates  on  the  problems  of  the 
District  of  Columbia  Neighborhood  Youth 
Development  Center.  He  notes,  “It’s  easy 
when  you  send  a black  student  to  Harvard”, 
but  it’s  much  more  important,  although  harder 
to  justify,  when  you  merely  increase  the  num- 
ber of  Negro  youth  who  are  reading  the  paper. 
He  reports  on  an  interview  with  Lacy  Streeter, 
Director  of  the  D.C.  Neighborhood  Develop- 
ment Youth  Program  which  will  have  ended 
by  now,  as  funds  ran  out  January  3,  1970, 
unless  something  or  someone  has  intervened. 
Streeter  says,  “You  know,  it’s  really  very  dif- 
ficult to  measure  the  kind  of  success  I see.  I 
mean  things  like  young  people  sitting  around 
talking  about  something  other  than  clothes  and 
cars,  youngsters  reading  newspapers  regularly 
for  the  first  time  in  their  lives. 

“I  countit  significant,  for  instance,  that  most 
of  the  youngsters  who  have  gone  back  to  school 
have  gone  with  the  specific  intention  of  return- 
ing to  do  something  for  the  community  from 
which  they  came.  And  you’ve  got  to  remember 
when  we  say  ‘youth’  we’re  not  just  talking 
about  ordinary  teenagers.  We’re  talking  about 
people  with  prison  records,  young  parents— 
married  or  otherwise.  We’re  talking  about 
people  that  society  has  written  off. 

“But  there  simply  isn’t  any  way  to  evaluate 
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formally  the  kind  of  motivation  that  is  taking 
place  in  NDYP.  I feel  certain  that  we’re  suf- 
fering as  a result  of  the  intangibility  of  some 
of  our  greatest  progress.” 

Raspberry  goes  on  to  say,  “The  program 
may  be  suffering,  too,  from  the  kind  of  cri- 
teria we’ve  come  to  use  to  judge  youth  pro- 
grams. If  a program  will  prevent  riots  or 
diminish  crime,  we  will  find  it  in  a minute. 
If  all  it  does  is  help  a boy  to  find  his  manhood, 
we’ll  find  more  pressing  things  to  do  with  the 
money.” 

Let  me  close  where  I began.  As  White 
notes,  strong  motivation  makes  for  narrow 
learning.  The  broad  learning  that  goes  with 
general  competence  requires  less  extreme  con- 
ditions. I will  grant  you  that  juvenile  delin- 
quents are  mean,  vicious,  organized  criminals 
at  times  and  it  may  well  be  that  some  have  to 
be  written  off;  in  some  the  capacity  for  pro- 
social behaviors  and  identities  have  been  de- 
stroyed before  we  come  into  contact  with 
them.  All  I’m  trying  to  emphasize  is  that 
delinquents  don’t  just  happen.  There  will  be 
fewer  of  them  and  fewer  will  become  hard- 
ened criminals  to  the  extent  that  we  can 
temper  our  control  and  our  demands  on  them, 
and  increase  the  rewards  and  potentials  we 
offer  them  for  developing  pro-social  identi- 
ties and  pro-social  competences. 

Of  course,  it  is  also  true  that  psychologists, 
psychiatrists,  judges,  social  workers,  and  po- 
licemen have  identity  problems  too.  That  fact 
must  also  be  part  of  our  concern.  It  must  enter 
into  our  efforts  and  plans  to  cope  with  delin- 
quency. While  we’re  developing  ways  to  en- 
courage pro-social  ego  identities  in  youth,  we 
must  also  develop  the  support  needed  for  the 
caretakers  and  security  agents  of  society  to 
maintain  a positive  ego  identity.  After  all, 
most  of  the  people  who  enter  the  mental  health 
and  corrections  fields  want  to  be  helpful,  at 
least  early  in  their  careers.  We  must  not 
countenance  society  at  large  or  our  own  frus- 
trations, destroying  our  capacity  for  helpful 
pro-social  behavior.  But  that  is  a topic  which  is 
big  enough  and  important  enough  for  another 
workshop.  You  might  call  it,  “How  to  Save 


the  Sanity  of  Society’s  Helpers  While  Youth 

Goes  Marching  On.”  When  you  have  that 

workshop,  let  me  know.  I need  it  too. 
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The  History  of  Neurology  in  the 
State  of  Virginia  (1854-1973) 


The  development  of  neurol- 
ogy in  Virginia  began  in  1854  and  1855 
at  the  Medical  College  of  Virginia  in  Rich- 
mond. The  French  Physiologist  Brown-Se- 
quard  was  then  Professor  of  Institutes  of  Med- 
icine, the  now  Chair  of  Physiology.  The  his- 
tory of  Charles  Edouard  Brown-Sequard  has 
been  sketched  by  Beverley  R.  Tucker,  M.D., 
and  I have  taken  from  his  papers. 

Brown-Sequard’s  experiments  were  done  in 
the  basement  of  the  Egyptian  Building.  Many 
experiments  were  carried  out  on  fowl  and 
animals  leading  to  the  discovery  on  the  adrenal 
glands,  published  in  1856.  He  later  described 
the  findings  in  hemisection  of  the  cord  that 
has  become  known  as  “Brown-Sequard  Paraly- 
sis”. Later  he  traced  the  origin  of  the  sympa- 
thetic nervous  fibers  to  the  spinal  cord. 

Dr.  William  H.  Taylor,  a Professor  of  Chem- 
istry, told  Beverley  R.  Tucker  that  Brown- 
Sequard  lectured  in  Room  400  of  the  Egyptian 
Building,  but  other  professors  had  difficulty 
in  lecturing  due  to  the  commotion  of  Brown- 
Sequard’s  animals.  He  also  tells  the  story  of 
saving  Brown-Sequard’s  life.  Brown-Sequard, 
studying  the  function  of  the  skin  varnished  his 
whole  body  including  the  face.  Dr.  Taylor 
found  him  unconscious  on  the  floor,  and  with 
alcohol  washed  the  varnish  from  his  body  sav- 
ing his  life.  In  1855,  he  wrote  his  great  paper 
“Experimental  and  Clinical  Research  on  the 
Physiology  of  the  Spinal  Cord”.  In  1856,  in 
Paris,  he  published  his  original  endocrinology 
paper  “Experimental  Research  on  the  Physi- 
ology of  the  Superenal  Cortex”. 

Hans  Berger  Day  Lecture  at  the  Medical  Col- 
lege of  Virginia,  May  21,  1973. 

Tucker,  Weir  M.,  M.D.,  Clinical  Professor  of 
Neurology,  Medical  College  of  Virginia. 


WEIR  M.  TUCKER,  M.D. 

Richmond,  Virginia 

Dr.  John  S.  Wellford,  who  had  studied  in 
France,  returned  before  the  War  between  the 
States,  to  become  Professor  of  Diseases  of 
Women  at  the  Medical  College  of  Virginia 
and  made  the  first  diagnosis  of  locomotor 
ataxia,  probably  the  first  diagnosis  of  this  dis- 
ease in  the  South. 

At  the  University  College  of  Medicine  1896 
to  1910,  Dr.  J.  Allison  Hodges  was  Professor 
of  Nervous  Disease.  In  1910  the  University 
College  of  Medicine  amalgamated  with  the 
Medical  College  of  Virginia.  From  1910  to 
1912  under  the  Chair  of  Medicine  a lecture 
course  was  taught  by  Dr.  H.  H.  Levy  on  nerv- 
ous disease. 

In  1907,  the  first  neurological  outpatient 
clinic  was  started  by  Dr.  Beverley  R.  Tucker. 
In  1912  he  was  appointed  the  first  Professor 
of  Nervous  and  Mental  Diseases.  Dr.  Tucker 
was  trained  by  Dr.  Weir  Mitchell  in  Philadel- 
phia. In  1904  Dr.  Mitchell  wrote  Dr.  Tucker 
as  “My  dear  kinsman”  and  to  quote,  “I  believe 
if  you  are  properly  equipped  in  January  of 
this  year  you  can  enter  the  Hospital  for  Nerv- 
ous Disease  as  a resident;  then  I think  the 
service  is  two  years.”  The  resident  service  was 
then  two  years  and  a third  year  assigned  ap- 
prenticeship-type experience. 

The  Department  of  Neuropsychiatry  con- 
ducted bedside  lectures,  bedside  clinics  in  the 
hospital  division  and  outpatient  clinics.  Di- 
dactic courses  were  given  as  separate  lectures 
in  neurology  and  psychiatry.  The  department 
by  1940  had  a Professor,  a Clinical  Professor, 
and  seven  other  teachers.  In  1907,  the  first 
spinal  puncture  in  the  South  was  performed  at 
the  Memorial  Hospital.  The  first  intra-spinal 
treatments  in  this  part  of  the  country  were 
given  in  the  Department  of  Neuropsychiatry. 
Research  was  done  in  pellagra,  in  pituitary 
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gland  disorders,  encephalitis,  in  manganese 
poison,  familial  disseminated  sclerosis,  in  hy- 
perastosis  frontal  interna,  disseminated  sclero- 
sis, criminology,  and  child  psychiatry. 

In  World  War  I,  Dr.  Beverley  R.  Tucker 
was  appointed  to  the  State  Medical  Advisory 
Board  and  was  special  examiner  on  the  Nerv- 
ous and  Mental  Board  to  the  army  and  sta- 
tioned at  Camp  Lee.  Dr.  Tucker  introduced 
a seven  minute  test  to  eliminate  psychiatrically 
and  neurologically  unfit  draftees.  Dr.  R.  Fin- 
ley Gayle  in  World  War  I,  having  trained  at 
New  York  Neurological  Institute,  served  with 
the  Third  Division  in  France  with  the  rank  of 
Captain.  In  1940  Dr.  Tucker  was  made  Emeri- 
tus Professor  and  Dr.  Gayle  was  appointed 
Professor,  the  Chair  then  became  the  Depart- 
ment of  Psychiatry  and  Neurology. 

At  the  University  of  Virginia,  Charlottes- 
ville, about  1906,  Neurology  was  taught  by 
Dr.  John  Stage  Davis  of  the  Department  of 
Medicine  and  the  senior  class  was  taken  to 
Staunton  to  observe  and  examine  chronic  cases 
of  neurology  and  forms  of  insanity.  Dr.  James 
C.  Flippin  of  the  University  and  Dr.  Paul  V. 
Anderson  of  Westbrook  in  Richmond  gave 
lectures  in  nervous  and  mental  disease  until 
September,  1929,  when  Dr.  David  C.  Wilson 
was  appointed  the  first  Professor  of  Neurology 
and  Psychiatry  at  the  University  of  Virginia. 

Dr.  Gayle  established  in  the  Medical  Col- 
lege of  Virginia  one  of  the  original  and  first 
physically  located  psychiatric  hospital  bed 
services  in  a general  medical/surgical  hospital 
or  medical  school.  A fine  neurologist,  with 
increasing  psychiatric  developmental  interests 
attracted  him  away  from  neurological  inter- 
ests. In  1950,  he  invited  Dr.  Weir  M.  Tucker 
to  develop  neurology  as  a specific  field.  A neu- 
rology clinic  was  started  and  formal  lectures 
in  neurology  were  developed  in  all  four  years 
of  medical  school  with  ancillary  teaching 
schedules  in  the  Dental  School,  Physical  Ther- 
apy School,  and  Occupational  Therapy 
School.  In  1952,  a Muscular  Dystrophy  Asso- 
ciation was  formed  and  a Muscular  Dystrophy 
Clinic  was  started  by  fund-raising  and  later  a 
Multiple  Sclerosis  Association  was  formed. 
Through  a Junior  League  project  out  of  neu- 


rological interest,  a speech  clinic  was  devel- 
oped and  established  in  the  Medical  College. 
The  neurological  examinations  in  the  Cerebral 
Palsy  Child  Development  Collaborative  Study 
by  the  National  Institute  of  Health  Study  was 
conducted  by  the  neurological  service.  The 
Veterans  Administration  Cooperative  Study  on 
the  use  of  Isoniazid  in  the  treatment  of  Mul- 
tiple Sclerosis  was  done  through  the  McGuire’s 
Veterans  Neurological  Service,  and  this  was 
the  first  cooperative  double  blind  study  by 
several  hospitals. 

Dr.  R.  Finley  Gayle  had  become  President 
of  the  American  Psychiatric  Association,  and 
in  November,  1957,  he  died.  In  this  year  vir- 
tually every  major  department  in  the  Medical 
College  of  Virginia  was  in  need  of  a chairman. 
Neurology  was  developed  as  a Division  of 
Medicine  in  1958,  and  Weir  M.  Tucker  was 
appointed  Chairman  of  the  Division  of  Neu- 
rology. A budget  was  obtained,  space  was 
allotted,  teaching  was  expanded,  and  a career 
residency  Neurology  training  program  was 
started.  The  in-patient  service  program  with 
25  neurology  beds  on  the  medical  service  was 
integrated  with  the  56  neurological  beds  at 
McGuire’s  Veterans  Administration  Hospital, 
creating  excellent  material  for  total  patient 
care.  The  several  out-patient  services  became 
a Clinic  for  Medical  Neurology,  a Clinic  for 
Child  Neurology,  a Clinic  for  Epileptic  Neu- 
rology, and  a recently  added  Clinic  for  Neuro- 
ophthalmology. 

In  July  of  1959,  Dr.  Cary  G.  Suter  joined 
the  neurological  staff  and  by  1963  the  divi- 
sional growth  was  such  that  Dr.  Weir  M. 
Tucker,  on  a part-time  appointment,  withdrew 
as  Chairman  to  establish  Dr.  Cary  G.  Suter  as 
the  first  full-time  Chairman.  In  1970,  Neurol- 
ogy at  the  Medical  College  had  appointed  Dr. 
Ronald  B.  David,  a pediatric  neurologist,  Dr. 
John  W.  Harbison,  a neuro-ophthalmologist; 
two  additional  full-time  clinical  neurologists 
were  added,  and  a neurochemistry  laboratory 
was  functioning  in  addition  to  a research  lab- 
oratory. 

In  January,  1973,  through  recommendation 
by  the  Dean  and  Chairman  of  the  Department 
of  Medicine,  neurology  was  given  a full  de- 
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partmental  status.  Through  committee  ap- 
pointment Dr.  Cary  G.  Suter  was  reappointed 
to  be  the  first  Chairman  of  the  Department  of 
Neurology  to  the  Virginia  Commonwealth 
University,  an  outgrowth  of  the  Medical  Col- 
lege of  Virginia. 

The  University  of  Virginia  Department  of 
Neurology  and  Psychiatry  was  chaired  by  Dr. 
David  C.  Wilson.  As  his  interests  became  more 
psychiatrically  involved,  he  appointed  Dr. 
Walter  Klingman  as  Professor  of  Neurology 
in  1948,  and  neurology  began  to  develop.  Dr. 
Klingman  moved  to  a position  in  Texas  in 
1957.  Dr.  Wilson  retired  in  1963,  and  Dr.  T. 
R.  Johns,  a Markel  fellow  was  then  appointed 
Chairman  with  neurological  departmental 
status  in  1967.  There  was  developed  36  in- 
patient beds,  a career  residency  program,  and 
out-patient  services  with  medical-neurological 
clinics,  epileptic  clinics,  and  other  research 
neurology  clinics. 

In  both  medical  schools,  specific  ancillary 
services  in  neuro-ophthalmology,  neuroroent- 
genology and  neurochemistry  has  developed 
since  1960  with  supportive  teaching  and  train- 
ing for  students  and  neurologists. 

The  Veterans  Administration  in  Virginia, 
out  of  impetus  of  World  War  II,  developed 
in  1940  neurological  services.  Dr.  Benedict 
Nagler  was  Chief  of  the  neuropsychiatric  serv- 
ice at  McGuire’s  Veterans  Hospital  and  also 
was  on  the  Medical  College  staff  until  he  was 
appointed  in  charge  of  neurological  affairs  in 
the  Veterans  Administration’s  Washington 
Central  office. 

Dr.  Warren  Huber,  as  Chief  of  Neurology 
at  McGuire’s  Veterans  Hospital  added  to  the 
development  of  neurology.  The  56  Veterans 
neurological  beds  were  divided  into  30  acute 
cases  and  nearly  30  chronic  neurological  cases. 
The  service  was  integrated  into  the  Medical 
College  neurological  program.  Dr.  Warren 


Huber  later  was  appointed  in  charge  of  neu- 
rological affairs  in  the  Veterans  Administration 
Central  Office  in  Washington  which  appoint- 
ment he  continues  to  administer. 

Dr.  Nagler  became  Director  of  the  Lynch- 
burg Training  School  in  Lynchburg,  which  is 
an  outgrowth  of  the  Virginia  Epileptic  Col- 
ony. It  is  an  institution  of  various  Neurologi- 
cal Chronic  Brain  Disorders. 

The  private  practice  of  neurology  before 
1960  including  certified  neurologists  in  the  two 
medical  schools  was  limited  to  approximately 
less  than  ten  neurologists.  In  1973,  the  first 
medical  neurologist  association  was  incor- 
porated as  the  Virginia  Neurological  Society. 
There  were  registered  36  neurologists  that 
became  founding  members  representing  the 
neurological  practices  in  the  four  corners  of 
the  State  of  Virginia.  There  are  approximately 
56  neurologists  including  northern  Virginia 
some  of  whom  practice  in  the  District  of 
Columbia. 

It  must  be  appreciated  that  this  remarkable 
growth  in  neurology  has  occurred  in  a state 
of  moderate  size  with  only  approximately  five 
million  people  and  approximately  5,000  physi- 
cians which  in  comparison  is  less  populated 
than  the  city  of  Philadelphia  and  with  fewer 
physicians  than  there  are  in  the  County  Med- 
ical Society  of  Philadelphia.  In  Philadelphia, 
there  are  five  medical  schools,  and  in  Virginia, 
two  small  medical  schools. 

The  star  of  neurology  began  bright  in  Vir- 
ginia with  Brown-Sequard  and  remains  bright 
through  the  continued  neurological  growth, 
educational  excellence,  contributions  in  re- 
search and  patient  services  contributed  by  the 
clinical  and  private  practice  of  neurology  in 
and  about  the  medical  schools  in  the  State  of 
Virginia. 

212  West  Franklin  Street 
Richmond , Virginia  23220 
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Tietze  s Syndrome 


ROBERT  S.  NEFF,  M.D. 
Norfolk,  Virginia 


Tietxe's  syndrome  is  a not  un- 
common entity  which  must  be 
considered  in  the  differential  di- 
agnosis of  painful  swelling  of  the 
anterior  chest  wall. 

"r  PONYMOUS  NOMENCLATURE  for 
t diseases  has  its  advantages;  it  is  a con- 
venient cover  for  ignorance  of  the  disease,  and 
it  avoids  the  too  ready  acceptance  of  an  etio- 
logical hypothesis  for  which  there  may  be 
little  or  no  evidence.”  13  Tietze’s  syndrome,  a 
not  uncommon  symptom  complex  which  occa- 
sionally presents  itself  to  physicians  involved 
in  all  areas  of  patient  care,  is  a good  example 
of  this  situation.  It  is  the  purpose  of  this  paper 
to  present  three  typical  patients  with  Tietze’s 
syndrome  and  a brief  review  of  its  clinical 
features. 

In  1921,  Tietze19  described  four  patients 
with  “swelling  of  costal  cartilages  of  unknown 
etiology,  insidious  in  onset,  spontaneously 
painful,  not  associated  with  constitutional  dis- 
turbances, and  of  a prolonged  fluctuating 
course.”  He  characterized  these  painful,  ten- 
der, non-suppurative  swellings  of  the  anterior 
chest  wall  as  being  neither  inflammatory, 
granulomatous,  or  neoplastic,  but  referred  to 
the  lesions  as  a “dystrophy”  of  the  costal 
cartilage.  Although  the  first  American  case 
was  described  in  195 3, 14  the  world  literature 
presently  exceeds  400  cases.  Tietze’s  syndrome 
is  believed  to  be  much  more  common  than  the 
number  of  case  reports  would  indicate.  Because 
of  the  benign,  self-limiting  nature  of  this  con- 
dition, it  is  important  that  the  physician  be 


aware  of  its  occurrence  and  familiar  with  the 
syndrome’s  uniform  clinical  features  in  order 
to  differentiate  it  from  the  more  serious  con- 
ditions that  produce  thoracic  pain  and  chest 
wall  masses. 

Clinical  Manifestations 

Pain  is  the  outstanding  clinical  feature.  It 
may  be  of  gradual  or  abrupt  onset  and  may 
vary  in  severity  and  character.  It  is  usually 
localized  to  the  site  of  the  affected  cartilage 
but  may  radiate  laterally  into  the  neck,  shoul- 
ders, or  arms.  It  is  often  aggravated  by  cough- 
ing or  exertion.  Duration  of  discomfort  varies 
from  a few  days  to  several  years,  although 
gradual  subsidence  over  a few  weeks  is  most 
frequently  seen.  Exacerbations,  however,  are 
not  uncommon,  and  attacks  may  occur  after 
several  years  of  quiescence. 

The  essential  physical  finding  is  a firm 
fusiform  or  bulbous  swelling  of  one  or  more 
of  the  costochondral  or  sternoclavicular  junc- 
tions. The  palpable  mass  forms  a one-half  to 
three  centimeter  prominence  over  the  involved 
site.  The  mass  is  generally  noted  after  the 
onset  of  pain.  Tenderness  is  usually  present, 
but  there  are  no  signs  of  inflammation.  The 
overlying  skin  is  freely  movable.  The  swell- 
ing rapidly  reaches  maximum  size  and  may 
remain  unchanged  or  regress  slowly  over  sub- 
sequent years  despite  total  subsidence  of 
tenderness. 

The  syndrome  occurs  in  all  age  groups,  with 
a predilection  for  the  third  and  fourth  decades. 
There  is  no  sex,  occupational,  or  racial  pre- 
disposition. Approximately  80%  of  patients 
have  single  lesions.  Although  bilateral  involve- 
ment has  been  described,  when  multiple  lesions 
occur,  neighboring  articulations  on  the  same 
side  are  generally  affected.  The  second  cos- 
tosternal  junction  is  most  frequently  affected; 
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other  junctions  are  involved  far  less  often. 
Involvement  of  the  sterno-clavicular  joint  has 
been  noted  by  several  authors.10 19,20 

Case  Histories 

Case  1.  R.G.,  a healthy  twenty  one  year  old 
male,  was  admitted  to  the  thoracic  surgery 
service  with  the  diagnosis  of  costal  chondritis, 
left  second  rib.  He  complained  of  an  inter- 
mittantly  painful,  tender  mass  in  the  left  an- 
terior chest  region  which  was  of  abrupt  onset 
one  year  prior  to  admission.  There  was  no 
history  of  trauma,  nor  was  there  antecedent 
cough,  upper  respiratory  infection,  or  consti- 
tutional symptomatology.  Although  the  initial 
pain  and  tenderness  gradually  subsided  within 
six  weeks  of  the  onset  of  symptoms,  the 
mass  remained  unchanged  in  size.  He  noted 
several  exacerbations  of  pain  and  tenderness 
over  the  ensuing  year.  These  episodes  were 
treated  conservatively  with  local  heat,  anal- 
gesics, and  two  local  injections  of  steroids  into 
the  tender  mass.  Despite  brief  symptomatic 
relief  after  episode,  pain  and  tenderness  re- 
curred. 

Physical  examination  was  normal  except  for 
a tender  swelling  involving  the  left  costochon- 
dral area  measuring  two  centimeters  in  width, 
four  centimeters  in  length  and  two  centimeters 
raised  in  height  above  the  adjacent  chest  wall. 
There  was  no  inflammation;  overlying  skin 
was  freely  moveable.  Routine  chest  x-rays 
were  normal.  Laboratory  data  including  com- 
plete blood  count  and  differential,  sedimenta- 
tion rate,  rheumatoid  factor,  serology,  uric 
acid,  tuberculin  test,  and  blood  chemistries 
were  normal. 

Because  of  the  recurrent  symptomatology, 
an  excisional  biopsy  was  performed.  Grossly, 
the  perichondrium  was  normal.  There  was 
diffuse  enlargement  of  the  involved  costo- 
chondral junction  with  the  suggestion  of  an- 
terior angulation  of  the  junction  being  re- 
sponsible for  the  palpable  prominence.  Micro- 
scopically, the  resected  cartilage  was  normal. 
Specifically,  there  was  no  evidence  of  inflam- 
mation, neoplasm,  or  trauma.  Postoperatively, 
the  symptoms  were  relieved  completely.  There 


has  been  no  subsequent  swelling,  tenderness,  or 
pain. 

Case  2.  N.E.,  a twenty  five  year  old  house- 
wife, presented  to  orthopedic  clinic  with  a 
one  week  history  of  a painful  swelling  of  the 
right  first  costochondral  junction.  There  was 
no  history  of  trauma  or  upper  respiratory  tract 
infection.  Symptoms  began  insidiously;  the 
swelling  reached  maximal  size  in  four  days. 
There  was  neither  constitutional  symptoma- 
tology nor  evidence  of  joint  involvement  else- 
where. 

Examination  revealed  a healthy  young 
woman.  She  was  afebrile;  general  physical 
examination  was  normal.  There  was  a moder- 
ately tender,  fusiform  swelling  measuring  two 
by  four  centimeters  at  the  right  first  costo- 
chondral junction.  There  was  no  erythema  or 
suggestion  of  inflammation.  Laboratory  data 
including  complete  blood  count  and  differen- 
tial, sedimentation  rate,  latex  fixation,  serum 
calcium  and  phosphorus,  serum  protein  elec- 
trophoresis, and  serology  were  normal.  Chest 
x-rays  were  normal. 

Treatment  consisted  of  local  heat,  mild  anal- 
gesics, rest,  and  reassurance.  Symptoms  disap- 
peared within  one  month.  When  last  seen 
eleven  months  later,  she  had  had  no  recurrence 
of  pain  or  tenderness,  no  change  in  size  of  the 
swelling,  and  normal  x-ray  examination. 

Case  3.  J.W.,  a fifty  seven  year  old  male 
office  worker  presented  to  orthopedic  clinic 
with  a six  month  history  of  a painful  swelling 
of  the  right  sternoclavicular  joint.  There  was 
no  history  of  trauma,  respiratory  disease,  or 
constitutional  illness.  The  painful,  tender 
swelling  had  initially  developed  over  a three 
day  interval.  There  was  no  suggestion  of  in- 
flammation. Although  the  symptoms  were 
intermittent  over  the  previous  six  months,  the 
size  of  the  mass  remained  unchanged.  The 
patient  had  maturity-onset  type  diabetes  mel- 
litus,  which  was  well  controlled  with  diet 
alone. 

Physical  examination  was  normal  except  for 
a minimally  tender,  diffuse  swelling  involving 
the  right  sterno-clavicular  joint.  There  wTas 
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no  evidence  of  inflammation.  There  was  full 
range  of  motion  of  the  right  upper  extremity. 
Laboratory  data  including  complete  blood 
count  and  differential,  urine  analysis,  sedimen- 
tation rate,  latex  fixation,  fasting  and  two  hour 
post-prandial  blood  sugars  were  normal.  Rou- 
tine x-rays  were  normal;  tangential  views  re- 
vealed anterior  soft-tissue  swelling  of  the  in- 
volved joint. 

Heat,  aspirin  and  reassurance  resulted  in 
disappearance  of  symptoms  within  two  weeks. 
When  last  examined  one  year  later,  the  patient 
remained  asymptomatic,  the  swelling  was  non- 
tender and  unchanged  in  size;  x-rays  revealed 
persistent  anterior  deep  soft  tissue  swelling 
over  the  right  sternoclavicular  joint  without 
evidence  of  bony  abnormality. 

Etiology 

Despite  the  numerous  etiologic  factors 
which  have  been  proposed,  the  cause  of 
Tietze’s  syndrome  remains  unknown.  Tietze’s 
original  suggestions  concerning  “dystrophy” 
of  the  cartilage  due  to  nutritional  deficiencies 
or  tuberculosis  has  not  been  subsequently  con- 
firmed. The  following  associated  conditions 
have  been  described  in  patients  with  the  syn- 
drome; premature  calcification  or  ossification 
of  the  costal  cartilages,  congenitally  bifid  ribs, 
a distant  focus  of  bacterial  infection,  hormonal 
imbalance,  allergy,  leg-length  inequality  re- 
sulting in  chronic  postural  stress,  rheumatoid 
arthritis,  pregnancy,  Hodgkin’s  disease,  dia- 
betes mellitus,  hemochromatosis  and  cirrhosis. 
The  overwhelming  majority  of  patients  with 
Tietze’s  syndrome,  however,  have  no  asso- 
ciated abnormality. 

The  etiologic  association  of  transient  upper 
respiratory  tract  infection  and  Tietze’s  syn- 
drome has  been  noted  by  several  authors.6,7 
Since  the  chondrosternal  junctions  are  synovial 
joints,  these  areas  could  conceivably  become 
symptomatic  because  of  an  inflammatory  proc- 
ess. The  mild  repetitive  trauma  from  cough- 
ing may  be  a causative  factor  in  patients  with 
the  syndrome,  as  suggested  by  Motulsky  and 
Rohn.  However,  there  has  been  no  evidence 
of  synovitis  or  inflammation;  nor  has  trauma 


in  other  forms  been  consistently  noted.  Here 
again,  the  large  majority  of  patients  have  no 
history  of  either  coughing  or  upper  respiratory 
tract  infections. 

Anatomic  explanations  have  been  proffered 
by  others.  Several  authors  feel  that  the  inter- 
articular  chondrosternal  ligament  is  respon- 
sible.2,14 This  structure  is  a strong  fibrocar- 
tilaginous ligament  that  passes  within  the  joint 
from  the  second  costal  cartilage  to  the  car- 
tilaginous (or  bony)  junction  of  the  manu- 
brium with  the  body  of  the  sternum.8  This 
ligament  is  found  constantly  only  between  the 
second  costal  cartilages  and  the  sternum.  It 
is  an  inconstant  structure  at  the  remaining 
sternocostal  articulations.  Interestingly,  the 
presence  of  this  ligament  at  the  various  other 
junctions  parallels  the  incidence  of  involve- 
ment of  these  cartilages  by  Tietze’s  syndrome. 
Motulsky  and  Rohn  postulate  that  small  tears 
or  rheumatoid  involvement  of  this  ligament 
could  allow  forward  rotation  of  the  respective 
costal  cartilage.  Beck  and  Berkheiser  have  de- 
scribed the  ligament  as  a “heavy  ligamentous 
fibrous-tissue  band” 2 which,  if  contracted, 
could  cause  the  cartilage  to  become  “buckled 
forward”  at  an  acute  angle  as  was  noted  in 
their  biopsy  specimens.  However,  ligamentous 
pathology  and  cartilage  “buckling”  have  not 
been  consistently  noted  in  surgical  specimens. 
In  addition,  the  sternoclavicular  joint,  which 
is  occasionally  involved,  does  not  have  an  in- 
terarticular  chondrosternal  ligament. 

Diagnosis 

The  sine  qua  non  of  Tietze’s  syndrome  is 
the  presence  of  a distinct  swelling,  which  is 
initially  tender  and  painful,  at  one  or  more 
of  the  costosternal  or  claviculosternal  junc- 
tions. Confirmation  is  largely  a matter  of 
exclusion  of  other  local  or  systemic  diseases. 
The  characteristic  clinical  picture  should  sug- 
gest the  diagnosis  of  Tietze’s  syndrome.  All 
laboratory  studies,  including  complete  blood 
count,  serum  chemistries,  rheumatoid  factor, 
uric  acid,  and  sedimentation  rate  are  normal. 
In  the  large  majority  of  cases,  routine  chest 
x-rays  are  normal.  Tangential  films  may  re- 
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veal  a soft  tissue  density  mass  projecting-  from 
the  anterior  chest  wall  over  the  involved  cos- 
tosternal  junction.  Lindblom1-’  has  empha- 
sized the  finding  of  subcostal  soft  tissue  swell- 
ing, best  demonstrated  by  tangential  x-rays. 
In  the  initial  report  by  Tietze,  enlargement, 
thickening,  and  increased  calcification  of  the 
affected  ribs  was  noted  in  two  of  his  four 
cases.  Skorneck18  has  recently  emphasized  the 
changes  as  hypertrophy  of  the  costal  cartilage 
on  tangential  view;  excess  calcification  of  the 
cartilage;  periosteal  reaction  with  increased 
width  and  initial  porosity  followed  by  in- 
creased density  of  the  affected  rib.  Despite 
scattered  instances  of  these  x-ray  changes,  it 
is  most  unusual  to  find  roentgenographic  ab- 
normalities other  than  soft  tissue  swelling  in 
Tietze's  syndrome.  The  chief  value  of  x-ray 
evaluation,  therefore,  is  to  exclude  other  dis- 
eases. 

Gross  findings  at  operation  have  been  var- 
iable. In  those  few  cases  which  have  been  ap- 
proached surgically,  swelling  or  edema  of  the 
soft  tissues  and  perichondrium  has  been  in- 
frequently described.  The  consistent  finding 
of  an  abnormal  prominence  of  the  involved 
cartilage  may  represent  an  actual  increase  in 
the  cartilage  mass;  it  has  often  been  described 
as  the  “forward  buckling”  as  suggested  by 
Back  and  Berkheiser.  No  specific  observation 
of  the  status  of  the  inter-articular  sternocostal 
ligament  has  been  made.  Histologic  examina- 
tion has  failed  to  reveal  any  specific  diagnostic 
feature.  The  cartilage  is  normal,  without 
evidence  of  tumor  or  inflammation. 

There  is  a tendency  to  include  under  the 
eponym  of  the  Tietze’s  syndrome  various  other 
musculoskeletal  disorders  which  may  result 
in  anterior  chest  wall  pain  of  point  tenderness 
over  ribs,  muscle,  or  cartilage.3  Although  mus- 
cle fatigue  and  strain  are  most  often  respon- 
sible, these  local  areas  of  tenderness  offer  the 
same  problems  in  differential  diagnosis  as  does 
Tietzes  syndrome.  It  is  well  known  that  many 
forms  of  visceral  disease  may  produce  somatic 
reference  areas  of  pain.  Thus,  coronary  artery 
disease,  myocardial  ischemia,  or  pulmonary 
disease  may  have  associated  localized  pain  and 


tenderness  in  the  anterior  chest  wall.17  Nor 
is  the  chondrosternal  area  immune  to  the  de- 
generative, collagen,  pyogenic  or  arthritic 
processes  which  affect  joints  elsewhere.16  Le- 
sions of  costal  cartilage  have  been  described  in 
tuberculosis,  syphilis,  typhoid,  mycotic,  and 
brucellar  infections.12  Ankylosing  spondylitis, 
gout,  and  Hodgkins  disease  may  all  have  asso- 
ciated painful  swelling  and  tenderness  in  the 
sternal  area.  Benign  and  malignant  neoplasms 
such  as  chondroma,  osteochondroma,  multiple 
myeloma,  metastatic  lesions,  and  osteogenic 
sarcoma,  to  name  a few,  must  be  excluded. 

Treatment 

Treatment  is  largely  symptomatic,  i.e.  local 
heat,  analgesics,  salicylates  or  anti-infiamma- 
tory  agents  where  indicated,  and  reassurance 
to  the  patient  of  the  benign  nature  of  the  dis- 
ease. Local  infiltration  of  hydrocortisone  or 
similar  steroid  compounds  has  often  been  ben- 
eficial in  resistant  cases.1,4  Roentgen  therapy 
to  the  involved  site  has  been  ineffective.  Com- 
plete surgical  excision  of  the  lesion  has  per- 
manently relieved  the  symptomatology.15  In 
addition,  it  provides  histologic  confirmation 
of  the  diagnosis.  However,  few  authors  ad- 
vocate a routine  surgical  approach  to  this 
benign,  self-limited  entity.  Surgical  resection 
should  be  reserved  for  refractory  cases  or  those 
in  which  the  diagnosis  is  uncertain. 

Summary 

Three  cases  of  Tietze’s  syndrome  are  pre- 
sented. The  syndrome  is  a nonspecific,  painful 
swelling  of  one  or  more  of  the  anterior  chest 
articulations.  The  diagnosis  is  established  by 
the  presence  of  the  painful,  tender  swelling, 
and  the  exclusion  of  any  other  disease  by 
history,  physical  examination,  and  appropriate 
laboratory  studies.  The  cause  of  this  condition 
is  unknown;  it  is  self-limited  disease  which 
may  occasionally  have  a prolonged  and  fluc- 
tuating course.  The  benign  nature  of  the  dis- 
ease is  stressed.  Since  this  syndrome  is  believed 
to  be  not  uncommon,  it  should  be  considered 
along  with  the  more  serious  disorders  in  the 
differential  diagnosis  of  anterior  chest  pain  and 
swelling. 
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New  AMA  Program  to  Improve  Early  Health  Care 

for  Children 


The  American  Medical  Association  is  spon- 
soring a series  of  meetings  at  the  national,  state 
and  local  levels  to  enhance  early  screening, 
diagnosis  and  treatment  of  children  under  the 
Medicaid  program. 

The  AMA,  through  its  Committee  on  Health 
Care  of  the  Poor,  will  be  responsible  for 
launching  this  program  in  an  effort  to  improve 
health  care  for  children  in  low-income  areas. 

The  AMA,  along  with  other  health  disci- 


plines, will  identify  and  recommend  solutions 
to  be  developed.  The  recommendations  will 
then  be  tested  in  a pilot  demonstration  pro- 
gram at  a local  site  to  be  designated.  Informa- 
tion developed  through  the  AMA  program  will 
be  published  in  a report  that  will  be  available 
to  others  involved  in  the  problem. 

The  program  will  be  carried  out  with  a 
$25,000  grant  from  the  U.S.  Department  of 
Health,  Education  and  Welfare. 
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Preoccupation  with  Eating,  Dieting, 

And  Weight  Control 

VAMIK  D.  VOLKAN,  M.D. 
Charlottesville,  Virginia 


This  paper  examines  the  symbolic 
meaning  of  food  and  eating,  and 
the  relatedness  between  the  bio- 
logical process  of  eating  and 
primitive  psychological  processes 
relating  to  others. 

PATIENT’S  PREOCCUPATION  with 
eating,  dieting,  and  weight  control  may 
be  symptomatic  of  psychopathology.  An  ap- 
preciation of  this  will  help  the  family  physician 
in  his  diagnosis  and  management  and  alert  him 
to  those  situations  in  which  psychiatric  consul- 
tation may  be  indicated.  The  eating  problems 
of  psychiatric  patients,  of  which  anorexia  nerv- 
osa is  an  extreme  example,  contribute  much 
useful  information;  and  the  psychology  that 
underlies  our  contemporary  society’s  emphasis 
on  dieting  and  body  weight  should  be  taken 
into  account. 

Medical  issues  are  paramount  with  many  pa- 
tients, for  example  those  who  have  reached 
middle  age  and  fear  heart  trouble  connected 
with  obesity;  most  of  these  are  reasonable  per- 
sons who  benefit  from  the  sound  medical  ad- 
vice the  doctor  provides.  Others  are  consider- 
ably more  concerned  with  appearance  than 
with  health.  These  come  to  the  physician  s of- 
fice because  of  social  norms  and  the  Madison 

Read  at  the  Annual  Aleeting  of  The  Medical 
Society  of  Virginia,  Williamsburg,  November  6, 
1972. 

Volkan,  Vamik  D.,  M.D.,  Professor  of  Psy- 
chiatry at  the  University  of  Virginia  School  of 
Medicine  and  Director  of  Psychiatric  Inpatient 
Services  at  the  University  of  Virginia  Hospital. 


Avenue  influence  of  fashions,  weight-watchers’ 
clubs,  etc.  A certain  number  of  patients  deeply 
involved  with  body  size  and  diet  may,  how- 
ever, be  close  to  the  borderline  of  pathology, 
or  even  over  it. 

Eating  and  Psychological  Relatedness 

I will  make  no  attempt  here  to  review  the 
organic  aspects  of  obesity  or  weight  loss.  My 
sole  purpose  is  to  indicate  the  importance  of 
the  psychological  aspects  of  eating,  which  is, 
as  Thass-Thienemann,1  a student  of  symbolic 
behavior,  puts  it: 

. . . such  a sensitive  indicator  of  unconscious 
fantasies  because  the  earliest  mother-child 
relationship  is  based  on  feeding,  thus  the 
food  as  well  as  the  process  itself  may  absorb 
emotions  like  love  and  hatred,  appetite  and 
disgust,  acceptance  and  rejection,  attraction 
and  avoidance,  satiety  and  deprivation,  re- 
ward and  punishment. 

In  1905  Freud2  referred  to  the  experience  of 
sucking  as  an  essential  gratification  (oral  eroti- 
cism) tied  to  the  oral  zone,  and  linked  with 
nutrition.  He  further  suggested  that  we  have  a 
tendency  to  repeat  such  gratification,  and  that 
adults  in  whom  oral  eroticism  was  strong  in 
infancy  tend  to  “have  a powerful  motive  for 
drinking  and  smoking”.  The  expression  “I  love 
you  so  much  I could  eat  you  up”,  when  ut- 
tered by  an  adult,  is  a symbolic  reflection  of 
infantile  gratification. 

Those  of  us  who  work  with  schizophrenic 
patients  in  intensive  psycho-therapy  often  see 
how,  at  times,  lacking  a more  sophisticated 
symbol,  they  equate  the  process  of  taking  food 
into  the  mouth  and  spitting  it  out  with  the 
process  of  taking  in  psychological  experiences 
(by  intro) ection)  and  spitting  them  out  (by 
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projection).  The  infant’s  experience  of  relat- 
ing to  another  is  associated  with  bodily  func- 
tions such  as  eating  and  spitting  out. 

By  incorporating  objects  one  becomes 
united  with  them  . . . The  ideas  of  eating  an 
object  or  of  being  eaten  by  an  object  re- 
main the  ways  in  which  any  reunion  with 
objects  is  thought  of  unconsciously  . . . 
Handshaking  means  that  union  is  sealed  by 
letting  one’s  body  substance  flow  mto  the 
other  person’s.  And  a companion  is  still  a 
“com-pamon,”  a person  whose  bread  is  iden- 
tical with  ours.I * 3 

Although  one  must  refrain  from  over-simpli- 
fying highly  complicated  psychological  proc- 
esses by  comparing  them  with  bodily  func- 
tions, clinical  observations4’5 *’5,7’8,9’10  indicate 
that  physical  models  of  ingestion  via  mouth, 
skin,  respiratory  tract,  eyes,  or  other  body  in- 
lets do  primitively  symbolize  taking  in  (intern- 
alizing) psychological  experiences  with  other 
objects.  For  example,  Hendrick7  has  shown 
that  when  our  patients  try  to  identify  them- 
selves with  their  therapists  the  process  is  usual- 
ly accompanied  by  a number  of  oral  fantasies, 
and  that  these  are  often  cannibalistic.  I9  have 
had  the  experience  of  having  a schizophrenic 
patient  take  me  in  symbolized  as  a turkey  din- 
ner, in  reference  to  my  Turkish  nationality. 
Another  such  patient,  thinking  that  my  name 
indicated  German  nationality,  sought  to  “drink 
me  in”  by  fantasizing  drinking  German  wine 
during  his  third  hour  in  therapy.  In  a more 
graphic  illustration,  Schmideberg’s5  schizo- 
phrenic patient  said  to  her 

At  bottom,  everything,  reading,  going  to 
the  theatre,  paying  a call,  is  like  eating.  First 
you  expect  a lot,  then  you  are  disappointed. 
When  I come  to  analysis,  I eat  your  furni- 
ture, clothes,  words.  You  eat  my  words, 
clothes,  money. 

I have  given  these  examples  from  work  with 

schizophrenics  who  have  reactivated  the  earli- 

est form  of  human  relatedness,  to  show  at  the 

outset  the  strong  connection  between  the  bio- 

logical and  the  psychological  process  of  eating. 

It  is  no  wonder,  then,  that  the  psychological 


aspects  of  eating  appear  significantly  in  so 
many  psychiatric  illnesses,  accompany  non- 
psychogenic  disease  processes  so  often,  and  are 
symbolically  employed  in  a general  sense  in 
human  communication.  Especially  in  the  case 
of  infants  and  young  children,  eating  behavior 
may  serve  as  “an  especially  sensitive  indicator 
of  general  adjustment”. 11 

Much  has  been  written  about  the  relative 
advantages  of  breast-feeding  and  bottle-feed- 
ing,12,13 and  the  importance  of  the  posture  of 
the  feeding  mother,14  her  emotional  attitude 
and  that  of  other  family  members  toward  it, 
and  nursing  behavior11-12,15’16’17’18’19’20,21’22  and 
the  regularity  of  the  feeding  time.23  And  wean- 
ing is  considered  life’s  first  major  experience  of 
frustration,24  one  with  which  the  infant  may 
equate  the  impending  loss  of  the  mother.25  Any 
disturbance  in  these  processes  may  initiate  in 
the  infant  feeding  difficulties  that  can  persist 
into  later  years  or  become  the  foundation  of 
late  (adult)  eating  disturbances.  For  example, 
parents  may  force  food  on  a child,  with  the 
result  that  he  will  become  obese.  If  the  child 
sees  the  food  as  “representative  of  all  tyran- 
nies”,26 he  will  refuse  it  and  become  under- 
nourished. It  is  generally  agreed  that  the  plea- 
surable process  of  eating  can  become  unplea- 
surable  because  of  the  parent’s  attitude. 

It  is  difficult  to  elicit  a history  of  early  eat- 
ing problems  and  attitudes  from  the  adult  pa- 
tient with  eating  idiosyncracies,  even  when  the 
mother  is  available  for  interviewing.  Feeding, 
eating,  loving,  and  relating  are  so  much  inter- 
twined in  the  early  child-mother  relationship 
that  unpleasant  aspects  are  repressed.  It  is  only 
in  intensive  psychotherapy  that  the  patient  may 
“remember”  (in  the  transference  neurosis)  by 
displaying  toward  the  therapist  the  expecta- 
tions and  attitudes  that  reveal  what  interaction 
once  took  place  between  the  patient  and  his 
mother.  Since  to  “take  in”  an  object  destroys 
it,  the  psychological  process  of  eating  (intro- 
jection)  has  a strong  component  of  ambival- 
ence. We  love  the  object  enough  to  eat  it,  but 
we  can  at  the  same  time  destroy  it  in  our  un- 
conscious fantasy.  The  obviously  aggressive 
aspects  of  our  “oral-sadism”  account  for  our 
interest  in  stories  of  vampires,3  and  some  eating 
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difficulties  may  arise  from  a need  to  defend 
oneself  from  one’s  oral  sadism. 

Symbolism  of  Food  and  Eating 

Before  I give  further  clinical  examples  a few 
words  on  the  symbolism  of  food  and  eating 
may  be  useful.  Without  attempting  a complete 
review  of  the  topic  I will  indicate  briefly  how 
food  and  eating  have  been  symbolized  in  re- 
ligion, folklore,  and  mythology,  and  how  such 
symbolism  appears  in  psychiatric  practice. 

I have  already  referred  to  the  cannibalistic 
fantasies  of  two  schizophrenic  patients  relating 
to  the  therapist.  Boehm27  a psychoanalyst,  and 
Frazer,28  an  anthropologist,  note  the  belief  per- 
sistent in  many  tribal  cultures  that  the  char- 
acteristics of  a dead  human  being  or  animal 
are  made  available  by  eating  a portion  of  the 
dead  body— usually  a part  uniquely  symbolic 
of  the  wanted  quality.  In  Norse  legend,  Ingiald 
became  bold  after  eating  the  heart  of  a wolf. 
Frazer  tells  of  the  priests  of  the  Yorubas  of 
the  Slave  Coasts,  who  removed  the  hearts  of 
their  human  victims,  dried  them,  crumbled 
them  to  powder,  and  sold  the  powTder,  mixed 
with  rum,  to  those  who  wanted  courage.  A 
like  practice  was  followed  by  Orinoco  Indians 
who  roasted  the  hearts  of  their  slain  enemies. 
The  Nauras  Indians  of  New  Granada  ate  the 
hearts  of  Spanish  conquerors  to  identify  with 
their  force  and  power.  Nor  was  the  heart  the 
only  such  delicacy.  The  Efugaos,  Filipino 
tribesmen,  sucked  the  brains  of  their  dead  foes, 
and  the  Toialiki,  the  notorious  headhunters  of 
the  Central  Celebes,  ate  the  brains  and  drank 
the  blood  of  their  enemies.  Warriors  of  the 
Theddora  and  Ngarigo  tribes  in  South-Eastern 
Australia  ate  the  hands  and  feet  of  those  they 
had  slain. 

These  primitive  people  believed  they  were 
“absorbing”  the  psychological  qualities  they 
coveted  when  they  ate  these  gruesome  morsels. 
It  seems  likely  that  there  was  an  equal  urgency 
to  abstain  from  eating  those  plants  and  animals 
that  represented  unwanted  psychological  qual- 
ities. Consider  the  following  example,  repre- 
sentative of  many  others: 


(The  Zaparo  Indians  of  Ecuador)  will, 
unless  from  necessity,  in  most  cases  not  eat 
2ny  heavy  meats,  such  as  tapir  and  peccary, 
but  confine  themselves  to  birds,  monkeys, 
deer,  fish,  etc.,  principally  because  they  ar- 
gue that  the  heavier  meats  made  them  un- 
wieldy, like  the  animals  who  supply  the  flesh, 
impeding  their  agility,  and  unfitting  them  for 
the  chase.28 

Frazer  says  that  the  custom  of  eating  and 
drinking  in  strict  seclusion,  occasionally  re- 
ported, “may  perhaps  be  to  hinder  evil  influ- 
ences from  entering  the  body.”  The  vegetarian 
of  today,  whatever  his  conscious  rationalization 
may  be,  has  a food  aversion  with  psychological 
symbolism.  For  example,  Goldman29  described 
one  patient’s  abstention  from  meat  as  a defense 
against  oral  aggression  and  cannibalism;  Berg- 
ler30  referred  to  such  abstention  as  a defense 
against  the  repressed  infantile  urge  to  bite  the 
mother’s  breast. 

Remnants  of  the  beliefs  and  customs  of  our 
primitive  ancestors  may  somehow  remain  ac- 
tive in  our  contemporary  culture.  For  example, 
consider  the  animal  cracker! 

Language  gives  further  insight  into  the  pres- 
ervation of  ancient  human  memories,  however 
repressed  they  may  have  become.1  Examples 
of  how  biological  eating  has  been  connected 
with  psychological  responses  appear  in  the 
Latin  gusto- gust  are,  which  also  means  “to  be- 
come acquainted  with”;  and  sapid-sapere  (also 
to  taste),  which  becomes  “to  have  insight 
about”  or  “to  understand”. 

Alimentation  begins  with  the  mastication  of 
food.  The  preliminary  readying  of  food  by 
boiling  or  stewdng  it  outside  the  body  antici- 
pates what  will  take  place  within  it.  The  Latin 
mac er 5-mac er are  means  “to  soften,  assuage”; 
the  term  maceries  significantly  denotes  another 
internal  process  when  it  refers  to  worry  and 
anxiety.  The  Latin  verb  for  chewing,  morded- 
mordere , is  carried  over  into  “remorse”;  and 
the  Hebrew  to? am  means  “to  taste”  as  well  as 
“to  perceive”. 

An  unconscious  symbolical  significance  con- 
cerning any  particular  food  may  account  for 
some  kind  of  common  finickiness  and  for  the 
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less  frequently  seen  food  cravings  and  aver- 
sions, more  usual  among  children  than  among 
adults.31  Some  children  think  of  spaghetti  or 
macaroni  as  worms— and  this  association  ap- 
pears in  the  Italian  word  ‘Vermicelli”,  the  di- 
minutive of  the  word  for  “worm”.1  In  Ottoman 
Turkish  poetry,32  as  in  that  of  other  countries, 
the  apple  stands  for  the  cheek,  the  cherry  for 
the  lips,  and  so  on.  In  Turkish  cookbooks,33,34 
items  of  food,  particularly  desserts,  have  an- 
atomical names  (possibly  somewhat  less  prim 
than  the  English  lady  fingers!) . 

In  1947  Lehman31  reviewed  the  psychiatric 

literature  on  food  symbolism.  He  wrote: 

✓ 

To  the  uninformed,  food  symbolisms  may 
seem  to  have  incredible  and  grotesque  char- 
acteristics somewhat  like  dream  symbolism, 
but  like  the  latter  they  are  a very  valuable 
approach  to  an  understanding  of  the  uncon- 
scious. 

His  review  turned  up  references  connecting 
specific  food  items  with  body  parts  they  sug- 
gest and/or  symbolize  in  the  observations  of 
Fenichel,35  Moulton,36  Kaufman37  and  Selling.38 
Those  who  recall  the  rude  designation  of  cer- 
tain unpopular  dishes  served  in  boarding  school 
will  recognize  this  as  a spontaneous  phenom- 
enon! 

Specific  Disorders 

Eating  and  weight  problems  may  accompany 
a number  of  disorders,  of  which  schizophrenia 
has  been  offered  as  an  example.  Since  they  ap- 
pear in  connection  with  four  other  rather  spe- 
cific conditions,  which  may  at  times  overlap, 
a look  at  them  will  contribute  to  our  insight. 

a.  Food  addiction : This  is  seen  in  the  patient 
whose  compulsive  overeating  leads  to  extreme 
obesity.  Addiction  to  food  is  like  addiction  to 
alcohol,  and  extreme  obesity  can  have  a serious 
effect  on  marital,  occupational,  and  personal 
affairs.  Moreover,  withdrawal  symptoms  that 
accompany  the  imposition  of  dietary  restric- 
tions on  an  obese  person  parallel  those  of  an  al- 
coholic trying  to  dry  out.39  In  food  addicts  . . . 

No  displacement  has  transformed  the  orig- 
inal object  (food)  of  the  strivings  for  simul- 


taneous gratifications  of  sexuality  and  self- 
esteem. However,  later  stages  of  develop- 
ment have  added  other  unconscious  mean- 
ings to  the  pathologically  craved  food;  it 
may  represent  feces,  child  (embryo)  and 
penis.  In  severe  cases,  the  field  of  eating  re- 
mains the  only  interest  connecting  the  per- 
son with  reality.3 

The  compulsive  eater  often  eats  alone  and  in 
secret.  He  does  not  acknowledge  his  secret  eat- 
ing, but  claims  that  his  weight  increase  is  a 
mysterious  development  unrelated  to  food  in- 
take. The  loneliness  of  the  food  addict  is  sug- 
gested39 by  the  symbolic  attempt  to  swallow 
everything  in  order  to  dispel  his  oppressive 
feeling  of  emptiness. 

Not  all  food  addictions  are  severe.  Persons 
only  moderately  addicted  can  usually  hide 
their  need  of  food  and  their  search  to  satisfy 
it.  The  obsessive  interest  may  indeed  be  lim- 
ited to  something  like  coffee  or  coca  cola,  for 
instance. 

b.  Anorexia  nervosa:  In  examining  patholog- 
ical thinness  I will  limit  myself  to  that  caused 
by  psychological  disturbance  rather  than  by 
hormone  imbalance  or  other  organic  abnorm- 
ality. The  most  alarming  and  drastic  manifesta- 
tion of  such  emaciation  is  anorexia  nervosa, 
which  can  be  fatal.  Bruch17  states  that  . . . 

. . . The  condition  of  self-inflicted  starvation, 
without  recognizable  organic  disease  in  the 
midst  of  ample  food,  is  usually  diagnosed  as 
anorexia  nervosa. 

She  further  shows  that  the  true  syndrome  is 
amazingly  uniform,  and  recognizes  three  areas 
of  disordered  psychological  functioning: 

1 . The  first  is  a delusional  disturbance  in  re- 
spect to  body  image  and  body  concept.  For 
example,  the  patient  is  untroubled  over  a 
dramatic  weight  loss  even  to  the  point  of 
defending  as  normal  and  appropriate  the 
present  skeleton-like  appearance. 

2.  The  second  is  “a  disturbance  in  the  accu- 
racy of  perception  or  cognitive  interpreta- 
tion of  stimuli  arising  within  the  body”,  most 
particularly  failure  to  interpret  enterocep- 
tive  signals  indicative  of  nutritional  need. 
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In  a later  paper  Bruch18  suggested  that  anorexic 
patients,  like  those  who  are  obese,  have  never 
acquired  the  normal  ability  to  tell  whether  they 
are  hungry  or  sated,  or  a knowledge  of  how 
hunger  or  satiety  feels.  Since  biological  needs 
are  first  felt  by  the  infant  as  an  undifferentiated 
state  of  tension,  it  is  only  through  the  experi- 
ence of  interaction  with  the  mother  that  spe- 
cific patterns  begin  to  take  shape  in  ways  that 
permit  the  nature  of  the  need  to  be  recognized. 
When  the  mother  offers  food  in  response  to  the 
infant’s  hunger  signals  she  fosters  the  develop- 
ment of  the  engram  of  “hunger’'.  Bruch  feels 
that  if  the  mother’s  child-feeding  behavior  is 
consistently  inappropriate  he  will  not  learn  to 
discriminate  between  hunger  and  other  forms 
of  distress;  inappropriate  maternal  behavior 
might  consist  of  ignoring  hunger  signals,  or 
mechanically  shoving  food  into  the  child.  The 
decision  to  eat  or  to  refrain  from  eating  can 
thus  come  to  represent  solutions  for  other 
problems  than  hunger  or  satiety.  Another  char- 
acteristic manifestation  of  a false  interpretation 
of  the  bodily  state  in  anorexia  nervosa  is  over- 
activity, a denial  of  fatigue.  Bruch17  suggests 
further  that  the  absence  of  sexual  feelings  and 
a marked  deficiency  in  the  ability  to  identify 
emotional  states  may  indicate  a related  percep- 
tual and  conceptual  deficiency. 

3.  The  third  significant  characteristic  of  an- 
orexia nervosa  is  a paralyzing  sense  of  inef- 
fectiveness. The  anorexia  nervosa  patient  ex- 
periences no  drive  toward  initiative  and 
undertakes  activity  only  at  the  instance  of 
others.  This  characteristic  may  be  concealed 
beneath  enormous  negativism  and  what  ap- 
pears to  be  stubborn  defiance. 

Freud40  identified  as  a sexual  theory  common 
among  children  the  belief  that  “one  has  a baby 
by  eating,”  and  such  fantasies  of  oral  impreg- 
nation are  typical  among  anorexia  nervosa  pa- 
tients. By  thus  symbolizing  sexual  activity  they 
can  express  desire  by  eating  or  defend  them- 
selves against  it  by  refusing  to  eat.  When  the 
female  anorexia  patient  stops  having  her  menses 
she  can  by  this  symbolism  have  her  womanly 
nature  denied— or,  contrariwise,  have  it  ful- 
filled in  fantasy  by  pregnancy.  One  of  my  pa- 


tients41 was  compelled  to  keep  her  weight  at 
exactly  99  pounds,  and  had  amenorrhea  after 
the  first  substantial  weight  loss  on  the  road  to 
the  weight  she  unconsciously  sought  for  her- 
self. Her  symptoms  represented  on  the  surface 
her  identification  with  a grandfather,  highly 
important  in  her  life,  who  shrank  to  99  pounds 
before  he  died.  Further  treatment,  however, 
disclosed  her  fantasies  of  oral  impregnation, 
and  more  extended  investigation  brought  to 
light  a very  difficult  early  intro)  ective-projec- 
tive  relatedness  with  the  mother.  Similar  dis- 
turbances, stemming  from  pre-oedipal  constel- 
lations, have  been  reported  by  others  also.42’43 
In  the  case  of  a patient  of  Meyer  and  Wein- 
roth42  it  was  possible  to  observe  Lewin’s44  triad 
of  oral  eroticism;  the  wish  to  eat,  the  wish  to 
be  eaten,  and  the  wish  to  sleep  (or  die), 
c.  Hysteria : There  are  many  hysterical  eating 
difficulties;  some  may  be  accompanied  by  a 
feeling  of  constriction  in  the  throat,  by  vomit- 
ing, or  by  globus  hystericus.  The  latter  symp- 
tom is  reported  as  a lump  in  the  throat.  Psy- 
choanalytic study  of  such  patients  shows  how 
they  use  the  mouth  or  throat  as  symbolized 
sexual  organs,2,45  and  are  defending  themselves 
against  recognizing  a desire  for  oral  sex. 

A 15-year-old  boy  was  admitted  to  the  Uni- 
versity of  Virginia  Hospital  for  what  he 
termed  “choking  spells”.  He  had  had  these 
spells  from  time  to  time  over  a period  of  nine 
years  and  had  seen  a number  of  non-psychi- 
atric physicians  for  their  relief.  When  seized 
with  such  a spell  he  fell  suddenly  on  all  fours 
and  rocked  back  and  forth  while  his  throat 
closed  with  the  sensation  that  it  had  a lump  in 
it.  To  save  time  and  to  accommodate  to  his 
deficiencies  in  verbal  communication,  we  hyp- 
notized him,  eliciting  clinical  evidence  of  the 
cause  of  his  hysterical  symptoms.  Between  the 
ages  of  three  and  five  he  had  had  to  sleep  with 
a brother  who  was  by  then  in  his  teens.  The 
brother  frequently  gave  himself  over  to  auto- 
erotism, which  the  patient  had  recalled  com- 
pellingly  as  he  himself  reached  puberty.  His 
globus  hystericus  had  elements  of  the  wish  to 
take  in  his  brother’s  male  “power”  and  at  the 
same  time  to  defend  against  it;  the  rocking  mo- 
tions reflected  the  sexual  thrusting  he  had  seen 
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in  his  brother  s performance  and  in  the  mount- 
ing of  farm  animals. 

d.  Depression:  Some  patients  who  consult  the 
family  physician  about  changes  in  eating  habits 
may  be  suffering  from  depression,  which  is 
easily  overlooked  if  it  is  mild.  Eating  difficulties 
may  indeed  provide  a useful  clue  to  the  pres- 
ence of  depression  underlying  other  com- 
plaints. Lesse46  has  outlined  a broad  spectrum 
of  clinical  patterns  behind  which  a depressive 
illness  mav  be  concealed;  these  include  drug- 
dependence  and  alcoholism,  seen  as  oral  pre- 
occupations. Moreover,  actual  eating  difficul- 
ties are  usual  symptoms  of  a well-developed 
depressive  neurosis  or  the  related  emotional 
state  of  pathological  grief.47,48 

The  relation  between  depression  and  oral 
erotism  was  first  pointed  out  by  Abraham4  4'1 
and  Freud.50  Depression  stems  from  a loss  of 
some  kind,  either  real  or  symbolic.  The  patient 
who  is  fixated  at  the  oral  stage  and  dependent 
on  the  lost  object  introjects  it— which  is  to  say 
that  psychically  he  “eats”  it.  His  love  toward 
it  keeps  it  within  in  an  identification  that  his 
hate  toward  it  tries  to  destroy.  This  process 
can,  of  course,  result  in  suicide  if  it  is  carried 
out  to  completion.  Psychoanalytic  writers 
sometimes  explain  anorexia  as  a defense  against 
such  “psychological  eating,”  involved  in  de- 
pression. Contrariwise,  a patient  who  has  lost 
his  supplies  may  “devour”  the  world  to  over- 
come his  painful  emptiness,  and  the  symbolic 
behavior  involved  here  is  overeating,  at  times 
overeating  to  the  point  of  extreme  obesity. 

A Brief  Case  Report 

The  patient  was  a 2 3 -year-old  middle-class 
white  woman,  a college  graduate,  who  was  en- 
dangering her  marriage  of  six  months’  duration 
by  secret  eating  practices  that  recall  the  glut- 
tonous habits  of  the  ancient  world,  and  that 
threatened  severe  financial  hardship.  Her  con- 
flicts involved  orality,  sexuality,  and  depend- 
ence-independence. Eating  problems  went  back 
to  her  infancy,  when  she  had  colic,  and  when 
she  was  seven  and  stole  raw  food  from  the 
home  kitchen,  consuming  some  and  burying 
the  rest.  In  adolescence  she  became  devoted  to 
fashion  magazines  and  the  prototype  of  the 


willowy  tashior  model;  she  devised  a ritual 
whereby  she  couh:  keen  w,  indulging  her  com- 
pulsion to  eat  ft  - nnes  what  she  needed  and 
it  the  same  tinw  keep  ler  weight  down.  She 
found  that  site  ■ readiiv  w -mit  :f  she  stuck 
her  Anger  in  he,  " :r  a:,  and  she-  learned,  more- 
over, that  this  practice,  carried  ut  in  secret  ac- 
cording to  plain  _ e ler  i kind  of  sensual 
satisfaction  that  * e c reted.  Her  jaws  were 
orominent  and  a : At  t gritting  her  teeth  had 
led  to  hvpertrophv  of  - e masseter  muscles. 
She  fantasized  being  ore  :nan:  when  she  was 
gorged  with  food,  and  c-  ntroi  of  conception 
piaved  a part  in  the  mduced  vomiting.  Her 
mother  had  often  mentioned  the  excessive 
bleeding  she  had  sutfered  it  the  time  of  her 
daughter  - birth.  Her  -wn  menarche  appeared 
it  ige  II  iddlv  enough,  ::  came  coincidentally 
with  a minor  accident  in  which  both  mother 
and  daughter  were  invoiced,  and  symbolically 
emphasized  the  hazards  of  ecoming  a woman. 

At  the  cme  of  her  admission  to  the  hospital 
she  was  thin  and  had  amenorrhea.  Her  marriage 
to  a schoolteacher  she  had  gone  with  for  a year 
and  a half  aad  initially  gone  well,  but  she  short- 
ly resumed  her  childish  habit  : stealing  small 
items,  wereating  so  excessively  that  the 
couple's  grocery  bills  were  as  high  as  S“5  a 
week,  and  vomiting  m secret.  Just  before 
marrying  she  had  engaged  m oral  sex  with  her 
husband-to-be;  although  it  aroused  consider- 
able anxiety  in  her,  she  found  :t  highly  excit- 
ing. She  had  recently  begun  denying  her  hus- 
band sex,  while  she  continued  to  And  gratifica- 
tion herself  in  her  bizarre  habit  of  eating  and 
vomiting. 

Summary 

This  paper  examines  the  symbolic  meaning 
of  food  and  eating,  and  the  relatedness  between 
the  biological  process  of  eating  and  primitive 
psychological  processes  of  relating  to  others. 
Five  specific  psychological  disorders  are  briefly 
outlined  to  demonstrate  clinical  application  of 
the  psychological  aspects  of  eating,  dieting, 
and  weight  control.  A brief  case  history  ex- 
emplifying characteristics  of  eating  disturb- 
ance is  provided. 
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Since  the  family  physician  may  encounter 
in  his  practice  many  patients  preoccupied  with 
diet  or  weight  control,  a knowledge  of  the 
psychological  background  possibly  underlying 
such  preoccupation  may  provide  a useful  guide 
in  dealing  with  them,  and  help  him  in  the  diag- 
nosis of  conditions  in  which  psychiatric  con- 


sultation might  prove  to  be  beneficial. 

Note : A full  list  of  references  may  be  obtained 
from  the  author. 
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Clinical  Center  Study  of 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  breast  cancer 
for  studies  being  conducted  by  the  National 
Cancer  Institute’s  Medical  Breast  Unit  in  co- 
operation with  the  Surgical  Breast  Program  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  Since  we  desire 
to  study  these  patients  from  the  time  of  strong 
suspicion  and  histologic  proof  to  the  termina- 
tion of  their  breast  cancer  we  wish  to  do  so  in 
close  cooperation  with  the  referring  physicians. 
Accordingly,  the  referring  physicians  would  be 
informed  about  each  patient  visit  to  the  Clin- 
ical Center,  and  there  would  be  no  major  thera- 
peutic changes  in  any  patient’s  management 
without  the  consultation  and  concurrence  of 
both  the  referring  physician  and  the  patient. 

We  are  interested  in  following  patients  with 
primary  breast  carcinoma,  and  outpatients  re- 
ferred for  a suspicious  breast  lesion.  These  lat- 
ter patients  would  be  studied  diagnostically  to 
ascertain  if  our  present  techniques  can  be  im- 
proved upon.  Of  especial  interest  are  those  pa- 
tients who  have  positive  axillary  nodes  found  at 
surgery.  This  group  of  patients  has  an  approx- 
imate 45  percent  five  year  survival  rate,  and 
they  may  be  eligible  for  adjuvant  chemother- 


Patiertts  with  Breast  Cancer 

apy  study  programs.  The  drug  regimens  em- 
ployed have  been  found  to  be  well  tolerated 
by  our  patient  groups  and  are  designed  to  test 
the  concept  of  whether  or  not  long  term  ad- 
juvant chemotherapy  in  this  disease  will  be  as 
beneficial  as  it  has  been  shown  to  be  in  other 
diseases. 

We  are  also  interested  in  the  referral  of  pa- 
tients with  measurable  disease  at  the  time  of 
their  first  recurrence.  Such  patients  will  be 
considered  for  studies  utilizing  standard  hor- 
monal manipulations  with  or  without  the  ad- 
dition of  chemotherapy.  Patients  referred  with 
metastatic  disease  subsequent  to  hormonal  ther- 
apy will  be  considered  for  chemotherapy 
studies  if  they  have  measurable  disease. 

Physicians  interested  in  further  details  and 
in  having  their  patients  considered  for  admis- 
sion may  write  or  telephone:  Douglass  C.  Tor- 
mey,  M.D.,  Head,  Medical  Breast  Unit,  Na- 
tional Cancer  Institute,  Building  10,  Room 
6B17,  Bethesda,  Maryland  20014.  (301)  496- 
1547  or  Glenn  Geelhoed,  M.D.,  Administrative 
Head,  Surgical  Breast  Service,  National  Cancer 
Institute,  Building  10,  Room  1 ON  119,  Bethes- 
da, Maryland  20014,  (301)  496-2031. 


Volume  100,  October,  1973 


941 


Obesity  — A Voluntary  Disorder 


If  is  postulated  that  the  obese  in- 
dividual does  not  feel  hunger  in 
the  way  that  the  non-obese  does, 
that  his  eating  is  in  response  to 
"external"  cues  rather  than  to 
hunger.  Treatment  based  on  the 
etiology  of  this  disorder  might 
improve  the  usual  poor  results 
obtained. 

OBESE  PATIENTS  are  among  the  most 
difficult,  exasperating,  and  seemingly  self- 
destructive of  all  patients.  No  matter  how 
much  time  and  sincere  effort  the  practitioner 
gives  them,  their  standard  response  is  to  gain 
weight,  lose  a few  token  pounds,  or  lose  rap- 
idly only  to  regain  rapidly  what  they  have  lost. 
It  does  not  seem  to  matter  how  the  over- 
weight individual  is  told  about  the  numerous 
serious  pathological  conditions  associated  with 
obesity;  even  when  it  is  made  specifically  clear 
that  their  excess  poundage  drastically  reduces 
their  life  expectancy,  the  obese  listen  intently, 
promise  significant  changes  in  their  eating  hab- 
its, leave  the  office— and  pick  up  their  lives  as 
though  the  time  spent  in  conference  with  the 
practitioner  meant  nothing  at  all.  The  tragedy 
would  be  less  if  obesity  were  rarely  seen,  but 
it  has  been  called  “the  most  common  nutri- 
tional disorder”  (Lloyd,  1964)  (Wolff,  1964). 
Conrad  claimed  in  1954  that  one-fifth  of  the 
over- 30  population  of  the  United  States  was 
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overweight,  and  Mullins  (1958),  recording 
age,  sex,  height,  and  weight  of  373  patients 
in  a British  clinic  for  general  medicine  found 
100  of  them  at  least  30%  overweight. 

It  is  not  surprising  that  few  practitioners 
have  succeeded  in  reducing  their  obese  pa- 
tients inasmuch  as  no  medical  subspecialty  has 
yet  been  able  to  account  for  the  etiology 
of  this  disorder.  This  paper  examines  what  has 
been  done  in  psychiatry  to  develop  a working 
theory  of  obesity;  it  will  conclude  with  a dis- 
cussion of  the  directions  being  taken  in  this 
research. 

The  most  prolific  psychiatric  writer  on  this 
subject  is  Hilda  Bruch,  who  feels  that  the  way 
in  which  the  infant  is  treated  by  his  mother 
contributes  to  the  place  feeding  takes  in  his 
subsequent  life.  When  an  infant  who  will 
cry  out  from  hunger,  wetness,  pain,  or  lone- 
liness is  always  responded  to  by  feeding,  he 
fails  to  learn  how  to  discriminate  among  his 
many  needs.  Stunkard  and  Koch  (1964) 
found  that  obese  men  had  difficulty  in  know- 
ing exactly  when  they  were  hungry,  and  that 
they  reported  being  hungry  when  this  state 
was  unsubstantiated  by  physiologic  measures 
of  gastric  motility.  Their  study  supports  the 
possibility  that  obese  persons  either  lack  any 
effective  awareness  of  internal  cues  or  are 
without  the  ability  to  discriminate  among 
them. 

Other  theories  have  been  offered.  Karl 
Abraham  (1927),  a psychoanalyst,  suggested 
that  obese  patients  were  those  for  whom  the 
most  pleasurable  period  of  life  had  been  in- 
fancy, in  which  eating  was  the  supreme  ac- 
tivity in  a limited  repertoire  of  behavioral 
possibilities.  He  believed  that  the  obese  were 
those  who  had  found  nothing  in  life  to  com- 
pare with  the  satisfactions  experienced  as  feed- 
ing infants  and  did  little  to  expose  themselves 
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to  other  delights.  Many  writers,  Abraham 
among  them,  have  noted  that  the  obese  patient 
tends  to  be  primitive,  and  certainly  the  per- 
sistence of  an  oral  orientation  as  well  as  the 
sacrifice  of  so  many  other  activities  for  the 
basic  satisfaction  of  consuming  food  is  con- 
sistent with  this  expectation. 

Bychowski  (1950)  felt  that  obesity  results 
from  a ferocious  approach  to  food  that  suggests 
cannibalism.  The  already  obese  individual  who 
continues  to  overeat  symbolically  represents 
the  wish  to  rip,  tear,  and  devour  another 
human  being  in  a grossly  morbid  intro jective 
style.  It  is  interesting  to  note  how  custom- 
arily the  ponderous  body  weight  of  the  obese 
seems  to  symbolize  power  (Mathis,  1965),  as 
though  it  were  evidence  of  successful  plunder 
and  domination.  Such  theories  of  symbolic 
power  and  aggression  may  be  inordinantly  in- 
ferential, yet  it  is  often  the  case  that  the  over- 
weight patient  has  difficulty  in  expressing 
anger;  the  image  of  the  jolly  fat  man  is  a 
common  stereotype.  Although  the  grossly 
overweight  individual’s  appearance  may  seem 
to  account  for  any  absence  of  sexual  activity, 
Coriat  (1921)  and  Hamburger  (1951)  con- 
sider obesity  a byproduct  of  sexual  inhibition, 
and  it  is  not  unusual  for  the  fat  individual  to 
be  inept  in  mature  sexual  expression.  Ham- 
burger claims  that  the  obese  armor  shields  the 
individual  from  sexual  involvement  and  helps 
keep  his  sexual  instincts,  about  which  he  feels 
strongly  conflicted,  from  reaching  conscious- 
ness. It  may  be  more  profitable  to  see  obesity 
as  a mental  health  problem  rather  than  one  of 
nutrition,  since  this  view  provides  an  insight 
into  the  surprising  indifference  of  many  pa- 
tients about  correcting  what  is  actually  a se- 
rious threat  to  their  well-being.  And  it  may 
account  for  the  insistence  of  so  many  that  their 
habits  of  overeating  and  their  consequent  tre- 
mendous gain  in  weight  are  due  to  factors 
beyond  their  control  (Aldersberg  and  Mayer, 
1955). 

Other  theories  offered  by  a psychiatric  ap- 
proach to  the  personality  dynamics  of  the 
overweight  include  explanations  of  overeating 
from  gross  self-depreciation  (Blazer,  1951) 


(Wright  et  al.  1958);  from  the  need  to  reduce 
tension  (Conrad,  1962);  in  an  effort  to  resolve 
strong  feelings  of  depression  (Benedek,  1936) 
(Blazer,  1951);  and,  more  simply,  as  the  con- 
tinuation of  childhood  eating  patterns  that 
have  been  reinforced  and  continued  into  adult 
life  (Becker,  1960).  All  have  in  common  with 
those  previously  mentioned  the  supposition 
that  by  becoming  obese  the  individual  is  giving 
expression  to  conflict.  Thus  it  becomes  neces- 
sary to  appraise  the  flexibility  of  the  fat  patient 
in  self-expression  and  to  hope  that  he  may  be 
helped  to  express  himself  more  fully  in  ways 
that  will  lead  to  more  constructive  outcomes 
than  putting  on  additional  weight.  One  is 
likely  to  find  behavioral  resources  extremely 
limited  in  ways  that  are  consistent  with  a 
basically  self-defeating  focus. 

A habitual  physical  inactivity  often  accom- 
panies excessive  food  intake.  Gastineau  and 
Rynearson  (1947)  have  suggested  that  the 
parents  of  obese  children  either  discourage  or 
specifically  forbid  rough,  competitive  activity 
from  an  early  age,  and  that  the  obese  individ- 
ual is  likely  to  be  one  who  has  always  been 
more  or  less  torpid.  Studies  conducted  at 
summer  camps  for  obese  children  have  con- 
sistently demonstrated  the  relative  inactivity 
of  those  in  attendance  as  compared  with  the 
child  population  at  large.  Bulien  et  al.  (1964) 
made  an  objective  demonstration  of  this  find- 
ing by  analyzing  motion  pictures  made  of 
obese  girls  participating  in  sports.  Chirico  and 
Stunkard  (1960)  found  that  obese  girls  cus- 
tomarily walked  only  about  two  miles  daily, 
in  contrast  to  nonobese  girls,  who  covered  five 
miles  a day.  Stuart  (1955)  showed  that  fat 
girls  can  and  do  lose  weight  when  their  mo- 
tivation to  be  active  is  stimulated.  One  weight 
camp  required  its  girls  to  participate  in  two 
or  more  strenuous  activities  each  day  while 
eating  no  more  than  1200  calories;  this  regimen 
achieved  an  average  weight  loss  of  22  pounds. 
The  investigators  (Peckos  et  al.,  1960)  em- 
phasized that  although  the  strict  diet  and  ex- 
ercise were  undoubtedly  beneficial  in  effecting 
this  success,  the  environmental  control  and 
nutritional  reeducation  provided  by  the  camp 
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in  ways  unavailable  in  most  clinical  programs 
could  not  be  overlooked  as  determinants. 

Such  studies  suggest  that  the  relative  inac- 
tivity of  the  obese  patient  contributes  to  the 
problem  of  excessive  weight  by  lowering  the 
catabolic  rate  and  energy  expenditure.  Mayer 
et  al.  (1954)  have  shown  the  heightened  im- 
portance of  calorie  surplus  whenever  activity 
falls  below  a level  of  reasonable  calorie  re- 
quirement. They  designated  this  lowered  ac- 
tivity level  is  “the  sedentary  zone”  and  sug- 
gested that  arbanization  and  its  attendant 
reduction  of  bodily  activity  accounts  for 
much  cbesitv 

A consolidation  of  all  these  observations 
points  to  t vicious  cvcie  in  which  obesity  leads 
to  reiatn  e inactivity;  inactivity  tends  to  de- 
crease energy  expenditure  and  to  increase  rel- 
ative cab  Tie  intake  so  as  to  cause  a weight 
gain.  Manv  writers  today  emphasize  the  im- 
portance >f  relative  inactivity  over  that  of 
overeating  in  identifying  the  etiology  of 
obesity. 

Social  psychology  recently  embarked  on 
still  another  aspect  of  obesity,  and  this  research 
suggests  an  altogether  different  etiological 
model.  Schachter  and  his  colleagues  (1968) 
have  repeatedly  aemonstrated  that  the  eating 
behavior  of  the  of  se  aepends  on  stimuli  other 
than  those  motivating  the  nonobese.  Schachter 
(1967)  held  that  ae  eating  of  the  obese  is 
largely  in  response  to  “external”  rather  than 
“internal”  cues,  the  latter  being  visceral  or 
physiological  states  dependent  on  the  period 
of  food  deprivation  and  generally  associated 
with  a conscious  sensation  called  “hunger”. 
These  internal  cues  would  include  blood  sugar 
levels  and  gastric  motility.  Schachter  defines 
“external”  cues  as  those  stimuli  that  are  not 
directly  related  to  the  nutritional  level  but 
which  nevertheless  affect  food  intake.  They 
may  include  social  stimuli  and  eating  habits, 
and  even  such  cognitive  and  sensory  cues  as 
taste.  In  support  of  his  hypothesis,  Schachter 
and  his  associates  (1968)  demonstrated  that 
the  obese  individual  eats  just  as  much  shortly 
after  consuming  an  adequate  meal  as  he  does 
after  food  deprivation  as  long  as  ten  hours. 


The  normal  individual,  on  the  other  hand,  eats 
considerably  more  after  food  deprivation  than 
after  completing  a meal.  Schachter  also  dem- 
onstrated that  fear,  known  to  reduce  gastric 
motility  and  hence  diminish  hunger  in  the 
nonobese  person,  was  no  deterrent  to  the  obese. 
Such  findings  support  Schachter’s  first  con- 
tention that  fat  people  neither  label  nor  inter- 
pret their  physiological  states  in  relation  to 
nutrition  or  hunger,  and  eat  independently  of 
them.  His  belief  in  the  cogency  of  “external” 
cues  is  borne  out  by  several  recent  experimen- 
tal and  clinical  studies.  Nisbett  (1968)  dem- 
onstrated that  taste  is  a more  important 
determinant  of  the  amount  eaten  in  the  case  of 
the  obese  than  for  others.  In  one  experiment 
obese  and  nonobese  persons  were  given  good- 
tasting and  bad-tasting  (adulterated)  ice  cream, 
after  fasting,  and  when  they  were  sated.  Al- 
though the  obese  subjects  ate  more  of  both 
kinds  of  ice  cream,  they  ate  relatively  less 
bad  than  good  as  compared  with  their  non- 
obese counterparts;  and  once  more  the  amount 
of  food  eaten  by  those  who  were  overweight 
was  unaffected  by  deprivation. 

To  test  further  the  hypothesis  that  the  over- 
weight are  relatively  insensitive  to  variations 
in  nutritional  state,  Nisbett  et  al.  (1968)  ob- 
served the  way  overweight  people  shop  for 
food,  and  found  that  they  did  not  buy  more 
or  shop  more  slowly  than  usual  during  periods 
of  food  deprivation,  as  nonobese  persons  did. 
In  fact,  the  overweight  shopper  who  had  just 
eaten  before  going  to  market  actually  bought 
more  than  those  who  had  not  recently  taken 
something  to  eat.  Nisbett  concludes  that  the 
act  of  eating  may  increase  the  attraction  of 
food  for  the  obese  rather  than  diminishing  it. 
It  has  also  been  shown  (Schachter  and  Gross, 
1968)  that  the  passage  of  time  itself  has  a 
significant  effect  on  the  eating  behavior  of  the 
obese,  irrespective  of  nutritional  state.  In  this 
experiment  the  investigators  manipulated  the 
perceived  time  lapse  by  providing  some  sub- 
jects with  an  accelerated  clock  and  others  with 
one  that  fell  behind  real  time:  the  obese  ate 
almost  twice  as  much  on  “fast  time”  and  the 
reverse  was  true  of  the  nonobese,  who  ate  more 
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when  the  clock  lagged.  For  all  the  subjects 
the  experiment  began  at  5:00  p.m.  Apparently 
the  obese  individuals  in  the  group  using  the 
accelerated  clock  believed  that  it  was  “time  to 
eat,”  and  ate  accordingly.  We  see  the  obese 
here  responding  to  patterns  of  social  habit  and 
“appropriateness”  rather  than  to  an  awareness 
of  physical  hunger  or  the  cues  of  stomach 
contraction. 

To  summarize,  these  studies  strongly  suggest 
that  the  obese  individual’s  eating  behavior  is 
relatively  independent  of  his  nutritional  state, 
and  that  physiological  correlates  of  food  de- 
privation such  as  gastric  motility  and  hypo- 
glycemia, which  are  directly  related  to  eating 
and  the  sensation  of  hunger  in  the  individual 
of  normal  weight,  are  unrelated  to  them  in  the 
obese.  Secondly,  “external”  factors  such  as  the 
taste  or  sight  of  food,  established  eating  habits, 
the  passage  of  time,  etc.,  are  prime  deter- 
minants in  triggering  eating  behavior  in  the 
obese,  although  they  are  unrelated  to  their 
nutritional  state.  Nisbett  (1968)  points  out 
that  the  overweight  person’s  over-responsive- 
ness  to  external  cues  and  his  unresponsiveness 
to  the  internal  account  for  his  aberrant  eating 
behavior.  To  test  this  theory  outside  the  lab- 
oratory, Goldman  et  al.  (1968)  studied  a 
variety  of  real  life  situations  that  substantiated, 
at  least  intuitively,  Nisbett’s  conclusions.  To 
test  the  assumption  that  the  presence  of  food 
teases  the  obese  into  eating  whether  or  not 
they  need  nourishment,  they  studied  the  re- 
action of  Jews  fasting  on  Yom  Kippur,  in  the 
absence  of  food  cues.  Neither  the  environ- 
ment of  the  synagogue  nor  the  ritual  itself 
suggested  eating,  and  the  anticipation  was  ac- 
cordingly that  obese  Jews  would  find  it  easier 
and  less  unpleasant  to  fast  than  thin  Jews  ac- 
customed to  heeding  physiological  reminders 
of  the  need  to  eat.  Conforming  to  expecta- 
tion, a higher  percentage  of  overweight  Jews 
fasted  successfully,  and  they  reported  that 
going  without  food  was  easier  for  them  the 
more  time  they  spent  in  the  synagogue.  The 
control  group  did  not  relate  the  ease  of  fasting 
with  the  number  of  hours  spent  in  worship. 

To  substantiate  Nisbett’s  (1968)  laboratory 


finding  that  taste  is  a more  important  deter- 
minant of  eating  behavior  for  the  obese  than 
for  others,  Goldman  et  al.  (1965)  investigated 
the  use  by  Columbia  University  students  of 
their  contract  cafeteria.  They  expected  that 
obese  students  would  be  more  likely  than  the 
others  to  drop  their  cafeteria  contracts  after 
exposure  to  food  generally  considered  uninvit- 
ing, and  this  proved  to  be  the  case;  a signifi- 
cantly larger  number  of  overweight  freshmen 
let  their  contracts  expire.  The  investigators 
then  turned  to  a real  life  test  of  the  effect  of 
perceived  passage  of  time  on  eating  behavior, 
and  based  their  experiment  on  the  eating  be- 
havior of  fliers  in  the  French  Air  Force.  They 
felt  that  long  distance  East- West  travel  created 
a real  life  situation  not  unlike  that  in  the  time 
manipulation  experiment  of  Schachter  and 
Gross.  Their  assumption  was  that  if  an  over- 
weight individual’s  desire  to  eat  is  stimulated 
by  his  perception  that  it  is  “time  to  eat”  rather 
than  by  physical  cues  related  to  nutrition, 
overweight  fliers  would  adapt  more  readily  to 
a mandatory  new  eating  schedule  than  those 
less  heavy,  and  this  proved  to  be  the  case. 
The  heavier  the  flier  the  less  likely  he  was  to 
be  troubled  by  any  discrepancy  between  his 
nutritional  state  and  local  meal  times. 

Such  studies  have  considerable  practical  im- 
portance. Nisbett  (1965)  emphasizes  that  there 
is  a wide  range  of  orientation  to  food  and  eat- 
ing, and  that  there  are  many  important  dif- 
ferences in  the  determinants  of  eating  be- 
havior, There  is  evidence  that  obesity  may  be 
related  to  certain  basic  personality  character- 
istics formed  at  a very  early  age.  There  is 
evidence  also  that  suggests  a quantitative  as 
well  as  qualitative  difference  in  the  motor  be- 
havior of  the  overweight.  And,  finally,  Schach- 
ter and  his  colleagues  offer  convincing  evi- 
dence that  the  obese  do  not  perceive  “hun- 
ger” as  others  do,  but  eat  in  response  to  various 
external  food-related  cues.  Such  observations 
have  far-reaching  implications  if  one  wishes 
to  choose  a treatment  program  that  is  based 
on  etiology  of  the  disorder  rather  than  the 
treatment  of  symptoms.  For  example,  Nisbett 
(1968)  suggested  that  the  physician  might 
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profitably  concern  himself  in  the  treatment 
of  obesity  with  his  overweight  patient’s  re- 
sponse to  internal  and  external  cues  to  eating, 
rather  than  concentrating  on  ephemeral 
weight  loss.  x\  discussion  of  possible  treat- 
ment variables  based  on  the  observations  dis- 
cussed here  will  follow  in  a later  paper.  This 
later  paper  will  include  descriptions  of  various 
therapeutic  attempts. 
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Use  of  Thermography  in  Breast  Cancer  Detection 


The  Virginia  Commonwealth  University/ 
Medical  College  of  Virginia  Health  Testing 
Center  (HTC)  is  a new  system  for  collecting, 
processing  and  reporting  a variety  of  health 
data  on  individual  patients.  It  offers  a battery 
of  tests  and  examinations  performed  by  tech- 
nical personnel  utilizing  automated  and  semi- 
automated  equipment  and  a computer. 

The  HTC  makes  no  diagnosis,  provides  no 
treatment  and  does  not  inform  the  patient  of 
the  test  results.  For  these  reasons,  and  others, 
the  patient  must  be  referred  by  a physician 
who  will  provide  the  indicated  follow-up  serv- 
ices. In  this  respect,  the  HTC  is  simply  a tool 
to  be  utilized  by  the  physician  in  caring  for 
his  patient. 

During  the  first  six  months  of  HTC  opera- 
tion, a total  of  356  individual  physicians  re- 
ferred over  1,000  patients  for  testing.  These 
patients  were  referred  for  several  different  rea- 
sons which  demonstrate  ways  in  which  the 
physician  may  utilize  the  service.  The  reasons 
for  referral  included  periodic  health  evalua- 
tions; establishing  baseline  health  data  on  new 
patients;  early  disease  detection;  and,  monitor- 
ing known  disease. 

Sponsored  by  the  Professional  Education  Com- 
mittee of  the  American  Cancer  Society,  Virginia 
Division. 

Jessee,  Robert  W.,  M.D.,  Director  of  Health 
Testing  Center , Medical  College  of  Virginia 
( Virginia  Commonwealth  University). 


ROBERT  W.  JESSEE,  M.D. 

The  package  of  tests  and  examinations  per- 
formed in  the  HTC  include  vision,  photomo- 
tography,  spirometry,  tonometry,  audiometry, 
a patient-administered  health  history,  blood 
chemistry  (SMA  12/60),  hematology,  serol- 
ogy, urinalysis,  chest  x-ray,  dental  x-ray,  blood 
pressure,  height  and  weight,  electrocardio- 
graphy and,  for  women,  a Pap  test  and  breast 
thermography. 

The  patients  tested  in  the  first  six  months 
of  HTC  operation  included  403  women.  In 
68,  or  16.87  percent  of  these  women,  the  breast 
thermograms  were  reported  as  “abnormal'5. 
The  “abnormal55  reports  have  resulted  in  many 
comments  and  questions  from  referring  phy- 
sicians. This  paper  is  addressed  to  these  com- 
ments and  questions. 

History 

In  1800  Sir  William  Herschel,  the  great 
English  astronomer,  reported  to  the  Royal  So- 
ciety of  London  that  the  sun’s  spectrum  con- 
tained electromagnetic  energy  of  longer  wave- 
length than  red  light.1  This  discovery  of  in- 
frared radiation  lay  dormant,  except  for  ques- 
tions of  doubt,  until  1840  when  his  photogra- 
pher son,  Sir  J.  F.  W.  Herschel,  succeeded  in 
recording  the  rays  on  paper  forming  what  he 
called  a “thermograph”. 2 Sir  John  Herschel’s 
discovery,  too,  was  largely  ignored  until  1929 
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when  Czerny  expanded  and  improved  the 
process.3 

During  and  since  World  War  II,  in  response 
to  military  needs,  many  infrared-sensitive  de- 


er the  part,  the  more  intense  is  the  infrared 
energy  radiated. 

An  infrared  radiometer  is  a device  capable 
of  detecting  and  measuring  with  extreme  ac- 


Fig.  1.  A scanning  optical  system  (above  left)  is  used  to  selectively  accept  radiation,  emitted 
by  the  patient’s  chest  and  breasts;  and,  to  focus  the  radiation  accepted  onto  an  infrared  de- 
tector. A second  component  (above  right)  converts  the  infrared  radiation  into  a visible 
image  on  a cathode  ray  tube  (CRT).  Photographs  (Polaroid  Land)  are  made  directly  from 
the  CRT  with  the  attached  camera  system. 


tection  devices  have  been  developed.  There 
has  also  been  an  expanding  use  and  refinement 
of  their  capabilities  in  industry  and  science.  But 
only  in  the  past  15-20  years  have  there  been 
attempts  to  adapt  these  devices  for  use  in  the 
field  of  medicine.  Gershon-Cohen  and  Haber- 
man  are  among  the  early  investigators  of  the 
medical  use  of  thermography  in  various  dis- 
eases and  are  considered  pioneers  in  the  em- 
ployment of  thermography  in  the  diagnosis 
of  breast  disease.4 

Technique 

Breast  thermography  may  be  described 
simply  as  a technique  for  visually  portraying 
the  skin  temperature  and  the  superficial  vas- 
cular patterns  of  the  chest  and  breasts. 

Ail  objects,  whether  animate  or  inanimate, 
emit  infrared  energy  as  a function  of  their  tem- 
perature. Man  spontaneously  emits  infrared 
radiation  in  a range  of  3-20  microns,  the 
amount  corresponding  to  the  uneven  heat 
levels  of  various  parts  of  the  body.  The  warm- 


curacy  this  infrared  radiation.  The  medical 
“thermograph”  is  a scanning  infrared  radi- 
ometer, As  such,  it  is  able  not  only  to  detect 
thousands  of  bits  of  temperature  information 
per  second,  but  it  can  display  this  information 
in  the  form  of  a heat  picture  or  “thermogram”. 

The  thermograph*  currently  in  use  at  the 
Health  Testing  Center  permits  the  thermo- 
gram to  be  transferred  to  Polaroid  film,  pro- 
ducing a permanent  record  of  the  heat  pattern 
of  the  patient’s  chest  and  breasts  (Fig.  1). 
These  films  can  then  be  qualitatively  and  quan- 
titatively analyzed  to  determine  differences  in 
the  thermal  patterns. 

The  interpretation  of  the  thermogram  de- 
pends upon  the  comparison  of  various  shades 
from  white  to  black,  with  the  blacker  areas 
(the  HTC  employs  the  inverted  mode)  indi- 
cating the  higher  temperature  and  the  fighter 
areas  the  lower  (Figs.  2,  3 and  4).  An  “abnor- 
mal” thermogram,  as  reported  by  the  HTC, 

#Barnes  Engineering  Co.,  30  Commerce  Road, 
Stamford,  Connecticut. 
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means  that  there  is  a localized  area  of  skin 
temperature  elevation  and/or  clear  inequality 
in  vascular  temperature  patterns  or  configura- 


Fig.  2.  Normal  thermogram— cold  breast  pattern. 


tions  between  the  two  breasts  (Fig.  5).  Such 
differences  in  body  surface  temperatures  may 
indicate  changes  over  localized  metabolic,  in- 


Fig.  3.  Normal  thermogram— -warm  breast  (vascular) 
pattern. 


flammatory  or  malignant  disturbances  in  and 
below  the  skin  surface. 

The  HTC  is  particularly  interested  in  the 


use  of  thermography  for  the  early  detection 
of  nonpalpable  breast  cancer.  The  technique 
is  based  on  the  observation,  first  made  by  Law- 


Fig.  4.  Normal  thermogram— mottled  (patchy) 
breast  pattern. 

son,  that  breast  cancer  is  associated  with  an 
elevation  of  temperature  of  the  skin  over  the 
lesion.5  It  would  be  natural  to  suppose  that 


Fig.  5.  Abnormal  thermogram— left  breast. 

the  skin  temperature  elevation  over  pathologic 
processes  would  stem  chiefly  from  the  asso- 
ciated increased  vascularity,  but  the  cause  may 
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reside  more  in  the  cellular  activity  of  the  le- 
sions.6 In  any  event,  thermography  can  be 
helpful  in  detecting  and  pinpointing  early 
breast  cancers  by  registering  the  skin  temper- 
ature elevations  that  accompany  them. 

Experience  of  Others 

Medical  thermography  references,  in  publi- 
cations in  this  and  other  countries,  have  ex- 
panded from  a mere  17  for  the  period  1933 
to  1962  to  well  over  400  in  the  past  10  years. 
The  first  specific  references  to  breast  ther- 
mography were  published  in  1956  and  have 
since  shown  alike  growth  in  the  medical  liter- 
ature. The  following  selected  examples  repre- 
sent recent  reports  of  breast  thermography 
studies. 

A 1965  report  of  concurrent  radiographic 
and  thermographic  examinations  of  the  breasts 
of  100  patients  at  the  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Institute 
discussed  several  interesting  observations.  In 
no  patient  in  this  series  with  carcinoma  proved 
by  biopsy  was  the  thermogram  negative.  On 
the  false-positive  thermograms,  some  showed 
a return  to  normal  limits  after  an  interval  of 
time  and  are  therefore  considered  to  represent 
a physiologic  rather  than  a pathologic  proc- 
ess. In  summarizing  the  study,  Swearingen 
stated  that  the  true  positive  rate  obtained  by 
mammography  combined  with  thermography 
is  significantly  improved.7 

During  the  period  November,  1965,  and 
December,  1967,  data  were  collected  in  a col- 
laborative study  comparing  the  results  of  ther- 
mographic examinations  with  those  of  both 
mammographic  and  clinical  examinations. 
Under  the  auspices  of  the  American  Cancer 
Society,  the  study  involved  several  medical 
centers  and  3,518  patients.  The  results  of  this 
study  indicate  that  among  the  outpatient  pop- 
ulations of  the  participating  hospitals,  the  sen- 
sitivity and  specificity  of  thermography  is 
quite  similar  to  that  of  physical  examination 
and  mammography.8 

In  1970,  Gershon-Cohen  et  al.  reported  the 
results  of  breast  thermography  of  more  than 


8,000  women.9  In  this  series,  abnormal  heat 
in  the  superjacent  skin  over  a confirmed  can- 
cer was  evident  in  some  90  percent  of  breast 
cancers.  Not  all  hot  spots,  however,  indicated 
cancer.  A certain  percentage  of  normal  breasts 
showed  a localized  temperature  elevation 
greater  than  1 degree  C,  as  did  a certain  num- 
ber of  dysplastic  breasts.  Conversely,  possibly 
10  percent  of  cancers  will  be  “cold”,  as  dis- 
covered in  the  study’s  analysis  of  200  consecu- 
tive thermograms  of  proved  cancers. 

Rationale  for  Breast  Thermography 

While  survival  rates  for  cancer  at  other  sites 
improve,  breast  cancer  survival  rates  continue 
virtually  unchanged.  This  is  probably  due  to 
the  fact  that  most  breast  cancers  are  found 
large  and  late.  It  is  known  that  breast  cancer 
survival  rates  are  improved  significantly  when, 
through  early  detection,  the  lesion  is  small 
and  not  associated  with  metastases. 

Therefore,  in  order  to  improve  breast  can- 
cer survival  rates  within  constraints  of  cur- 
rent knowledge,  physicians  must  aggressively 
seek  the  early  detection  of  breast  cancer.  All 
technological  capabilities  available  must  be 
applied  to  as  many  women  as  possible. 

Physical  palpation,  by  the  patient  and/or  the 
physician,  remains  the  primary  method  for 
detection  of  breast  cancer.  However,  by  the 
time  the  mass  can  be  felt  in  the  breast,  it  has 
probably  been  there  several  years  and  so  can- 
not be  considered  “early”. 

Mammography  affords  a significant  com- 
plement to  the  physical  examination  and  can 
reveal  lesions  which  will  escape  detection  by 
palpation;  but,  due  to  cost  and  x-radiation  re- 
strictions, it  is  not  the  ideal  method  for  peri- 
odically screening  large  numbers  of  patients. 

Thermography  is  a relatively  inexpensive, 
non-invasive  procedure  which  does  not  require 
exposure  to  x-radiation  and  which  can,  in  large 
screening  programs,  select  women  for  further 
study. 

Thermography  will  be  “positive”  in  approx- 
imately 25%  of  the  population  and  this  group 
will  have  60%  of  the  breast  cancers.10  Thus, 
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thermography  is  the  procedure  of  choice  to 
separate  from  a large  number  of  women  the 
75%  who  probably  do  not  have  breast  cancer 
from  the  25%  who  may  either  have  a malig- 
nancy or  have  a high  risk  of  later  developing 
one. 

Patients  with  abnormal  breast  thermal  pat- 
terns should  be  suspected  of  having  a cancer 
and  it  behooves  the  physician  to  utilize  all 
conventional  diagnostic  methods  to  prove 
otherwise.  If  further  study  fails  to  determine 
the  cause  of  the  abnormal  thermal  pattern, 
the  patient  should  be  followed  as  one  with  a 
high  risk  for  breast  cancer. 
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COMMENTS 

The  American  Cancer  Society  and  the  Na- 
tional Cancer  Institute,  together,  are  sponsor- 
ing a program  establishing  twenty  centers  for 
early  detection  of  breast  cancer  throughout 
the  country.  Each  center  will  annually  screen 
at  least  five  to  six  thousand  asymptomatic 
women  over  the  age  of  thirty  years.  The  ex- 
amination will  involve  a detailed  history, 
physical  examination,  thermography  and  mam- 
mography. This  is  an  effort  to  determine  the 
effectiveness  of  these  techniques  in  detecting 
breast  cancer  at  an  early  stage  of  development 
where  the  chance  for  cure  is  high.  With  this 
type  of  mass  screening,  valuable  information 
should  be  available  within  several  years. 

As  the  author  has  pointed  out,  there  are  a 
significant  number  of  false  positive  but  few 
false  negative  thermograms.  However,  this 
technique  appears  to  be  effective  in  delineating 
a group  of  women  who  should  be  followed 
more  closely  and  have  periodic  physical  ex- 
aminations with  thermography  and  mam- 
mography or  xeroradiography.  These  tech- 
niques hold  great  promise  for  earlier  detection 
of  breast  cancer. 

We  would  like  to  emphasize  a point  made 
by  the  author  that  palpation  of  the  breast 
“remains  the  primary  method  for  the  detec- 
tion of  breast  cancer.”  Thermography,  mam- 
mography and  xeroradiography  are  all  ad- 
juncts to  the  physical  examination  of  the 
breast,  not  substitutes. 

The  Editors 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

Methadone  Treatment  and  Rehabilitation  Service 


The  Bureau  of  Methadone  Treatment  and 
Rehabilitation  Services  of  the  State  Health  De- 
partment was  developed  through  enactment  of 
the  1972  General  Assembly  and  is  a part  of 
the  Department’s  Division  of  Special  Health 
Services. 

The  Bureau’s  scope  of  activities  includes  all 
treatment  programs  and  all  hospitals  which 
use  methadone  either  for  treatment  of  addic- 
tion or  for  analgesia.  Its  specific  responsibili- 
ties are:  the  development  of  State- wide  rules 
and  regulations  governing  methadone  usage, 
licensing,  program  evaluation,  funding,  and 
general  assistance  and  guidance  for  ongoing 
programs. 

In  line  with  these  responsibilities  the  fol- 
lowing information  about  methadone  and  its 
present  usage  status  is  provided  for  guidance 
to  interested  medical  personnel. 

Methadone 

Over  the  past  five  years  methadone  has  pro- 
gressed from  a seldom  used  analgesic  to  the 
controversial  basis  of  addiction  treatment  pro- 
grams. The  drug  itself  was  developed  as  a 
synthetic  analgesic  during  World  War  II  by 
Nazi  scientists  to  supplement  their  limited 
pharmaceutical  stocks.  Discovered  by  Amer- 
ican inspection  groups  after  the  War,  it  was 
brought  to  this  country  and  manufactured  for 
use  in  cough  and  pain.  Methadone  possesses 
actions  similar  to  morphine,  the  most  prom- 
inent of  which  involve  the  central  nervous 
system  and  organs  composed  of  smooth  muscle. 

Its  link  with  addiction  was  minimal  until 
1965  when  Drs.  Dole  and  Nyswander  initiated 
the  classic  methadone  maintenance  model  at 
the  Morris  Bernstein  Institute  in  New  York.1 


Their  concept  of  treatment  included  high 
doses  of  methadone  at  an  eventual  point  of 
stabilization.  The  reasoning  for  this  choice  of 
therapy  was  based  on  attempts  to  produce  a 
“narcotic  blockade”  or  to  alleviate  “narcotic 
hunger”.  In  essence  what  was  occurring  was 
a cross-dependence  from  heroin  to  methadone, 
or  in  effect  a substitution  to  a legal  and  more 
controllable  narcotic.  Although  charges  were 
made  of  sanctioning  drug  addiction  and  of 
medical  enslavement,  sound  justifications  were 
presented  for  continuance  of  well  supervised 
programs.  These  included  such  reasoning  as 
(1)  to  date  no  effective  means  have  been  pro- 
vided to  cure  or  correct  addiction;  (2)  no 
facts  have  been  presented  to  show  that  addic- 
tion is  solely  a physiologic  or  psychologic 
phenomenon;  (3)  without  drug  support,  most 
addicts  will  continue  in  a pattern  of  heroin 
dependence;  (4)  the  majority  of  addicts  will 
employ  illegal  means  to  support  their  habits; 
(5)  society  must  bear  the  burden  of  these 
usually  non-productive  and  deviant  members. 

Because  of  both  growing  social  pressure  and 
new  concepts  in  the  addict  personality,  most 
methadone  programs  have  adapted  since  1965. 
While  doses  over  200  mg  were  once  common, 
federal  law  now  prohibits  doses  above  120 
mg.  Research  has  shown  that  doses  above  this 
level  do  not  produce  a corresponding  effec- 
tiveness. Average  clinic  doses  of  40-80  mg 
daily  are  now  much  more  common. 

Methadone  itself  has  been  employed  in  two 
ways  by  clinics:  maintenance  and  detoxifica- 
tion. Legally,  maintenance  is  defined  as  any 
uninterrupted  treatment  of  an  addict  with 
methadone  for  a period  longer  than  twenty- 
one  days.  Detoxification  is  the  correiary  de- 
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scribing  treatment  of  twenty-one  days  or  less. 
More  common  though  is  the  use  of  these  two 
terms  to  describe  treatment  techniques.  One 
usually  considers  maintenance  to  be  continu- 
ous methadone  support  at  a fixed  or  stabilized 
dose  for  an  extended  period  of  time.  Detoxi- 
fication on  the  other  hand  implies  a gradual 
withdrawal  and  is  comfortable  to  the  patient. 
Consequently,  the  detoxification  process  could 
conceivably  last  for  a period  of  months. 

Since  methadone  has  a more  prolonged  cycle 
of  action  than  morphine,  some  definite  dif- 
ferences are  seen  in  its  administration.  When 
given  orally  methadone  will  behave  as  a long- 
acting  depressant,  being  able  to  prevent  opiate 
withdrawal  for  twenty-four  to  forty-eight 
hours.  If  abruptly  withdrawn,  methadone 
abstinent  symptoms  will  not  appear  for  at  least 
twenty-four  hours,  and  the  peak  discomfort 
may  not  occur  until  the  fourth  or  fifth  day. 
Reportedly,  withdrawal  is  not  as  severe  as  that 
encountered  with  morphine.  However,  addicts 
frequently  complain  of  insomnia,  anxiety  and 
severe  joint  pain.  This  latter  has  led  to  the 
street  myth  that  methadone  causes  “bone  can- 
cer” or  “rotting  of  the  bone  marrow”.  Over- 
doses of  methadone  are  likewise  complicated 
by  its  long-acting  properties.  Even  though  a 
narcotic  antagonist  as  naloxone  or  nalorphine 
may  reverse  the  signs  of  intoxication  the  pa- 
tient must  be  monitored  continuously  for 
recurrence  of  respiratory  depression  and 
treated  repeatedly  with  the  narcotic  antagonist 
as  needed.2 

Being  a narcotic,  methadone  carries  a def- 
inite potential  of  diversion  and  resale.  Poorly 
controlled  programs  have  resulted  in  large 
stocks  of  black  market  drug  and  increased 
numbers  of  methadone  overdoses.  These 
coupled  with  charges  of  governmental  mani- 
pulation and  demands  for  drug-free  “cured” 
patients  have  led  to  much  more  stringent  reg- 
ulation of  the  drug.  As  of  March  15,  1973, 
shipments  of  methadone  could  go  only  to  FDA 
registered  clinics  or  hospitals.  To  become  reg- 
istered as  a methadone  clinic  a diverse  range 
of  regulations  must  be  met.  These  include: 


1.  Compliance  with  stipulated  structuring 
and  organization  of  a clinic. 

2.  Specific  staff  requirements  including 
medical  and  psychological  balancing. 

3.  Sufficient  security  measures  to  meet  FDA 
and  BNDD  standards. 

4.  Assurance  that  each  client  receives  all 
necessary  medical  and  psychological  examina- 
tions and  treatment. 

5.  Each  patient  on  maintenance  must  be  at 
least  16  years  of  age  and  have  a two-year  his- 
tory of  addiction. 

6.  Strict  limitations  on  take-home  medica- 
tion. 

7.  Attempt  to  detoxify  all  patients  within 
two  years  of  initiation  of  treatment. 

8.  Appropriate  records  are  maintained. 

The  second  institution  capable  of  receiving 
and  dispensing  methadone  is  a hospital  phar- 
macy which  chooses  to  be  licensed  for  this 
purpose.  Once  registered,  the  hospital  may 
dispense  methadone  under  the  four  following 
conditions: 

1.  The  drug  is  being  given  to  an  addict  as 
an  inpatient  within  that  hospital  for  no  longer 
than  three  weeks  with  the  intent  of  detoxifying 
him. 

2.  Methadone  may  be  dispensed  to  an  addict 
within  the  hospital  on  a maintenance  basis  if 
he  or  she  has  been  hospitalized  for  treatment 
of  medical  conditions  other  than  addiction  and 
requires  temporary  maintenance  treatment 
during  the  critical  period  of  his  stay.3 

3.  The  drug  may  be  used  for  analgesic  pur- 
poses within  the  hospital  on  an  inpatient  basis. 

4.  In  a physician’s  professional  judgment 
methadone  would  be  the  drug  of  choice  as  an 
analgesic  for  treating  a patient  in  severe  pain, 
the  drug  will  be  available  for  use  on  an  out- 
patient basis  from  an  approved  hospital  phar- 
macy, or  in  a remote  area  from  an  approved 
community  pharmacy.  Prior  to  filling  a physi- 
cian’s prescription  for  methadone  for  outpa- 
tients, the  pharmacy  shall  obtain  from  the 
physician  a statement  indicating  that  all  such 
prescriptions  written  by  him  will  be  limited 
to  use  for  analgesia  in  severe  pain.  The  phy- 
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sician  shall  agree  to  maintain  records  to  sub- 
stantiate such  use.  These  records  will  be  avail- 
able in  the  hospital  or  made  available  at  the 
request  of  the  hospital  administrator.  In  remote 
areas  the  approved  community  pharmacy  is 
permitted  to  maintain  these  records  or  they 
may  be  forwarded  to  the  State  authority.  On 
January  30  of  each  year,  the  names  and  ad- 
dresses of  all  physicians  who  prescribe  metha- 
done for  analgesia  on  an  outpatient  basis  dur- 
ing the  previous  year  shall  be  reported  to  the 
Food  and  Drug  Administration.4 

With  the  implementation  of  these  regula- 
tions, all  supplies  of  methadone  were  with- 


drawn from  all  sources  other  than  those  reg- 
istered hospitals  or  clinics. 

Methadone  will  undoubtedly  continue  to  be 
a controversial  treatment  mechanism.  Like  all 
other  creations  of  man,  however,  it  is  capable 
of  being  controlled,  directed,  and  utilized  for 
man’s  benefit. 
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Light  Sustained  Exercise  Improves  Physical  Condition 


Are  you  one  of  those  millions  who  feel  the 
need  to  get  into  better  physical  condition,  but 
heartily  detest  vigorous  exercise  in  general  and 
calisthenics  in  particular?  You  have  a lot  of 
company.  Now,  a new  research  study  offers 
an  alternative. 

Relatively  easy  non-fatiguing  exercise  sus- 
tained over  a fairly  long  period  of  time  can 
improve  lung  and  heart  action  equally  as  well 
as  vigorous  training,  says  a report  in  the  July 
issue  of  Archives  of  Environmental  Health , a 
publication  of  the  American  Medical  Associa- 
tion. 

The  exercise  studies  were  performed  with 
15  men  at  Fort  Wain wright,  Alaska,  in  a win- 
ter field  maneuver.  During  the  ten-day  man- 
euver the  men  hiked  six  miles  per  day,  at  a 
moderate  average  speed  of  three  miles  per  hour. 
They  did  no  heavy  work  or  exercise,  other 
than  the  six-mile  walk. 

Oxygen  uptake  and  heart  action  during  ex- 


ercise were  measured  before  and  after  the  train- 
ing period.  A distinct  increase  in  physical  fit- 
ness was  noted  at  the  end  of  the  period.  Some 
of  the  subjects  were  normally  active  young 
soldiers,  while  others  were  researchers  leading 
relatively  sedentary  lives. 

The  six-mile  walk  in  two  hours  is  approxi- 
mately the  distance  covered  in  an  average  18- 
hole  round  of  golf. 

The  temperature  during  the  maneuver  peri- 
od was  mild  for  the  season,  and  subjects  were 
not  exposed  to  overly  severe  cold. 

Researchers  were  William  H.  Huibregtse, 
Ph.D.;  L.  Howard  Hartley,  M.D.;  Lee  Roy  G. 
Jones,  M.D.;  William  H.  Doolittle,  M.D.,  and 
Thomas  L.  Criblez.  The  group  are  from  the 
U.S.  Army  Research  Institute  of  Environmen- 
tal Medicine,  Natick,  Mass.,  and  the  Arctic 
Medical  Research  Laboratory  at  Fort  Wain- 
wright. 
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Medicare— Part  B 


CURTIS  J.  KELLY,  JD 


Laboratory  Services  by  Physicians 

(Reference  6325.2  Item  7c  HIM  14) 

When  an  attending  physician  providing 
services  in  an  office  setting  includes  in  his  bill 
services  obtained  from  an  independent  labora- 
tory outside  of  his  office,  the  independent  lab- 
oratory where  services  were  obtained  should 
be  identified.  An  independent  laboratory  is 
one  that  operates  independent  of  the  attending 
or  consulting  physician’s  office  and  is  also  pre- 
sumed to  be  out  of  the  hospital  setting.  Inde- 
pendent laboratories  must  have  the  approval 
of  the  local  and  state  authorities  and  the  De- 
partment of  Health,  Education  and  Welfare 
before  billings  can  be  considered  by  Part  B 
of  Medicare. 

If  the  report  of  laboratory  services  is  sub- 
mitted on  a physician’s  bill,  i.e.,  in  Part  II  of 
the  SSA  1490  Form  or  on  a separate  statement, 
and  the  laboratory  is  not  identified,  it  may  be 
assumed,  in  the  absence  of  information  to  the 
contrary,  that  the  test  w^as  done  in  the  labora- 
tory the  physician  maintains  as  an  adjunct  to 
his  own  practice. 

A physician  attending  a hospital  inpatient 
who  includes  charges  for  laboratory  services 
on  his  bill  must  identify  the  laboratory  from 
which  he  obtained  the  services.  If  the  services 
were  rendered  by  a physician  in  a capacity  as 
a qualified  pathologist,  it  must  be  so  indicated. 
This  information  is  necessary  so  that  we  can 
apply  the  1 00  percent  reimbursement  rate. 

When  a claim  for  physicians’  services  in- 
cludes services  by  an  unapproved  independent 
laboratory,  payment  for  the  laboratory  serv- 
ices must  be  denied.  However,  the  physician’s 
customary  office  visit  charge,  which  ordinarily 
includes  his  evaluation  of  the  test  results,  will 
be  considered  for  payment. 

Where  we  have  determined  that  it  was 
medically  necessary  for  an  independent  lab- 


oratory to  pick  up  a specimen  at  a patient’s 
home,  payment  may  be  made  for  this  sendee. 
Medical  necessity  for  such  service  would  ex- 
ist, for  example,  where  a laboratory  technician 
draws  blood  specimens  from  a homebound 
patient  who  is  bedfast  or  otherwise  completely 
non-ambulatory . However,  where  the  speci- 
men involved  is  of  the  type  that  could  reason- 
ably be  mailed,  e.g.,  urine  or  sputum,  pickup 
services  would  not  be  considered  medically 
necessary. 

When  the  physician  bills  laboratory  pro- 
cedures from  his  office,  each  procedure  needs 
to  be  separately  listed  along  with  a correspond- 
ing diagnosis  and  charge  for  that  procedure. 
We  will  assume  if  an  independent  laboratory 
is  not  shown  in  item  13  of  the  SSx\  1490  that 
the  procedure  was  rendered  in  the  physician’s 
office. 

If  you  bill  panel  tests,  profile  tests  or  series 
tests  such  as  SMA  12,  Profile  4,  etc.,  please 
identify  the  specific  panel,  profile  or  series. 
Submit  a single  charge  for  the  entire  series 
indicating  the  number  of  tests  involved  rather 
than  to  charge  individually  for  the  component 
parts.  The  use  of  the  following  Travelers 
Medicare  Codes  may  be  used  for  these  tests: 


Procedure  Code 

No.  of  Tests  i 

T8500 

3 

T8501 

4 

T8502 

5 

T8503 

6 

T8504 

7 

T8505 

8 

T8506 

9 

T8507 

10 

T8508 

11 

T8509 

12 

T8510 

over  1 2 

Example:  SMA  12  would  use  code  T8510  if 
more  than  1 2 individual  tests  were  performed. 
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Current  Status  of  the  Program 

Background 

During  the  past  seven  months,  the  Virginia 
Regional  Medical  Program  has  been  charting 
a most  difficult  course.  Regional  Medical  Pro- 
grams (RMPs)  were  omitted  by  President 
Nixon  in  his  1974  budget  submitted  to  Con- 
gress on  29  January  and  within  three  days 
orders  to  begin  closing  operations  were  issued 
from  HEW. 

The  orders  to  phase  out  stunned  RMPs  all 
across  the  United  States.  In  Virginia,  we  had 
undergone  a highly  successful  site  visit  in  Au- 
gust 1972.  VRMP  requested  $2.9  million  for 
twenty-seven  projects  and  fourteen  staff  ac- 
tivities. The  National  Advisory  Council  on 
Regional  Medical  Programs  recommended  that 
VRMP  be  funded  at  $1.8  million  and  that 
both  triennial  status  and  a developmental  com- 
ponent award  be  given. 

On  3 January  1973  we  received  word  that, 
because  the  HEW  budget  allocation  was  still 
under  review,  grant  support  would  be  author- 
ized only  through  the  first  half  of  our  budget 
period  to  30  June  1973  in  the  amount  of  $604,- 
663.  The  intention  of  the  six-month  fund 
award  was  quite  clear  after  President  Nixon’s 
budget  announcement;  Regional  Medical  Pro- 
grams had  to  terminate  all  projects  and  activi- 
ties by  30  June  1973.  Obviously,  the  actions 
affecting  RMPs  were  only  a part  of  the  cur- 
rent controversy  between  the  Executive  and 
Legislative  branches  of  government. 

Chronology  of  Event's 

1.  On  2 February  1973  VRMP  received 
official  notice  that  all  56  RMPs  were  to 
be  phased  out  by  15  February  1974. 
VRMP  was  to  submit  a proposed  phase 
out  plan  by  15  March  1973. 


EUGENE  REYES  PEREZ,  M.D. 

2.  By  mid-March  several  Congressional 
committees  had  begun  efforts  to  extend 
RMPs  for  one  year  in  order  that  the 
programs  might  be  thoroughly  studied 
and  evaluated  by  Congress.  Sen.  Edward 
Kennedy  and  members  of  the  Senate 
Labor  and  Public  Welfare  Committee 
co-sponsored  a stop-gap  bill  to  extend 
twelve  Public  Health  Act  laws  that  were 
to  expire  30  June  1973.  A similar  meas- 
ure was  introduced  in  the  House  of  Rep- 
resentatives by  Congressman  Paul  Rog- 
ers. 

3.  With  a vote  of  72-19,  the  Senate  passed 
the  omnibus  bill  on  27  March.  The  bill 
in  the  House,  co-sponsored  by  over  100 
members,  received  the  most  overwhelm- 
ing vote  of  any  legislation  drafted  dur- 
ing the  session— 372-1. 

4.  On  5 April  1973  VRMP  received  a 
notice  which  approved  the  following  ac- 
tivities for  continuation  beyond  30  June 
1973: 

a.  Nine  staff  members,  necessary  for 
closing  VRMP  operations,  could  be 
maintained  through  30  November 
1973. 

b.  The  Emergency  Coronary  Care 
Project  was  to  be  funded  through 
30  September  1973. 

c.  The  Dental  Feasibility  Study  was  to 
be  terminated  on  15  December  1973. 

Funds  for  all  other  projects  and  activities 
were  to  be  terminated  on  30  June  1973. 

5.  On  5 June  1973  the  Senate  voted  on 
House  amendments  to  the  extension  leg- 
islation. The  bill  was  approved  with 
94-0  vote. 

6.  Although  the  Administration  had  origi- 
nally opposed  the  legislation,  the  Con- 
gressional vote  made  it  clear  that  a veto 
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could  not  be  sustained.  President  Nixon 
signed  the  extension  bill,  P.L.  93-45,  on 
18  June  1973. 

Current  Status 

1.  To  date,  the  order  to  phase  out  has  not 
been  rescinded.  Nine  projects  funded 
by  VRMP  have  been  terminated  and  our 
five  field  offices  have  been  closed. 

2.  A brief  telegram  regarding  program 
continuation  was  received  from  Regional 
Medical  Programs  Service  on  27  June 
1973.  As  a result  of  this  telegram,  we 
were  able  to  retain  the  remaining  pro- 
gram staff. 

3.  On  6 July  1973  VRMP  received  a tele- 
gram stating  that  unobligated  funds  (ap- 
proximately $6.9  million)  from  fiscal 
year  1973  were  being  released  to  RMPs. 
However,  no  expenditures  could  be 
made  from  the  funds  until  the  Adminis- 
tration made  decisions  regarding  a new 
mission  and  review  criteria  for  Regional 
Medical  Programs. 

4.  Following  the  6 July  1973  telegram, 
VRMP  received  notice  of  an  additional 
award  of  $202,313  for  future  activities. 
However,  it  was  stated  that  the  money 
could  not  be  used  for  any  purpose  other 
than  those  activities  to  be  earmarked  by 
HEW. 

5.  Most  recently,  VRMP  received  a tele- 
phone call  requesting  additional  infor- 
mation as  to  requirements  for  central 
staff  necessary  for  maintaining  a viable 
program.  VRMP  has  requested  funds 
for  staff  activities  and  the  authority  to 
rebuild  the  staff  back  to  twenty  em- 
ployees. 


Conclusion 

At  this  juncture,  there  are  a number  of 
serious  problems  facing  RMPs.  The  Regional 
Medical  Programs  Service  still  insists  on  its 
own  interpretation  of  the  law.  Public  Law 
93-45  has  no  changes  from  the  earlier  legisla- 
tion excepting  the  termination  date,  yet  RMPS 
is  planning  a new  mission  statement  and  new 
review  criteria. 

It  is  rumored  that  the  role  for  Regional 
Medical  Programs  will  be  in  areas  such  as 
health  education  consortiums,  support  of  CHP 
(b)  agencies,  emergency  medical  services,  hy- 
pertension, kidney,  and  early  development  of 
professional  standards  review  organizations. 
These  options  have  already  been  cleared  by 
the  Assistant  Secretary  for  Health  and  are 
awaiting  the  decision  of  HEW  Secretary  Cas- 
per Weinberger.  It  is  felt  that  while  these 
program  areas  deserve  consideration,  the  gen- 
eral situation  represents  further  erosion  of 
local  decision-making  and  creates  a national 
rather  than  regional  program. 

Another  threat  to  RMPs  comes  in  the  form 
of  funding.  While  phase  out  monies  have  been 
applied  for  maintaining  program  staff,  no 
money  has  been  made  available  for  activities. 
This  position  greatly  endangers  our  oppor- 
tunity for  3 -year  extension  legislation  in  June 
1974. 

It  is  hoped  that  by  October  1973,  a decision 
will  have  been  made  regarding  funds  for  Re- 
gional Medical  Programs.  With  that  occur- 
rence, VRMP  plans  to  convene  its  Board  of 
Directors  and  Regional  Advisory  Group  to 
discuss  the  situation  relative  to  the  future 
course  for  the  Virginia  Regional  Medical 
Program. 
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Editorial 


Horizon  Fever 

“There  is  not  enough  darkness  in  ail  the  world 
to  put  out  the  light  of  a single  candle.” 

THE  ABOVE  QUOTATION  comprises  the  words  of  a child,  written  on 
a crude  piece  of  plank  which  served  to  mark  the  grave  of  a pet  dog, 
killed  in  a World  War  II  London  air  raid. 

Inasmuch  as  the  man  to  whom  I am  disposed  at  this  time  to  pay  something 
of  a tribute  and  to  cite  as  a cardinal  example  of  one  possessed  of  “horizon 
fever”  is  perhaps  best  remembered  as  a dissipator  of  darkness,  this  epitaph 
would  seem  to  be  a fitting  keynote  to  the  following  commentary.  Who  was 
this  man? 

One  hundred  and  32  years  ago  he  was  born  in  Denbigh,  Wales,  and  was 
baptized  under  the  name  of  John  Rowlands. 

Like  many  men  destined  to  scale  the  heights  in  human  achievement,  he 
began  life  amid  the  most  miserable  surroundings.  He  was  raised  from  infancy 
to  early  childhood  by  first  his  maternal  then  his  paternal  grandparents,  but 
received  no  kindness  from  any  of  them.  At  the  age  of  six  he  was  taken  to 
St.  Asaph  Union  Workhouse  where  he  remained  until  he  reached  the  age 
of  fifteen  when  he  went  to  Liverpool  to  live  for  three  years,  in  poverty,  with 
an  uncle. 

In  1859  he  sailed  as  a cabin  boy  for  New  Orleans  where  he  was  adopted 
by  the  first  man  history  reveals  ever  to  have  befriended  him.  He  took  the 
complete  name  of  this  benefactor  and  bore  it  to  his  death.  Who  was  this 
man? 

In  1861,  when  our  Civil  War  broke  out,  this  adventuresome  wanderer, 
then  20  years  of  age,  enlisted  in  the  Army  of  the  Confederacy  but  was  taken 
prisoner  at  the  battle  of  Shiloh,  April  1862.  After  two  month’s  imprisonment 
at  Camp  Douglas,  Chicago,  he  obtained  release  by  enrolling  in  the  Federal 
Artillery.  In  less  than  a month  he  was  discharged  as  unfit. 

In  November,  1862,  he  returned  to  Liverpool,  very  poor,  in  bad  health, 
in  shabby  clothes  and  made  his  way  to  Denbigh,  but  was  turned  away  from 
his  mother’s  door.  For  a livelihood  he  took  to  the  sea— was  wrecked  off  Bar- 
celona, and  in  August  of  1864,  he  enlisted  in  the  United  States  Navy.  Who 
was  this  man? 

Shortly  after  the  close  of  the  Civil  War  he  crossed  the  plains  to  Salt  Lake 
City,  Denver  and  other  parts  and  became  a vivid  descriptive  writer.  Thus 
began  a series  of  adventures  in  search  of  copy,  which  led  him  through  Asia 
Minor,  Tiflis  and  Tibet. 
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In  1866  he  revisited  Denbigh  and  St.  Asaph— returning  thence  to  America 
where  he  joined  General  Hancock’s  expedition  against  the  Red  Indians,  act- 
ing as  correspondent  for  the  Missouri  Democrat  and  other  papers.  Who  was 
this  man? 

His  reports  induced  the  New  York  Herald  to  send  him  to  accompany  the 
British  expedition  of  1867-1868  against  the  Emperor  Theodore  of  Abyssinia. 
Successfully  sending  through  the  first  news  of  the  fall  of  Madala,  he  received 
a roving  commission  from  Mr.  James  Gordon  Bennett,  the  proprietor  of 
the  New  York  Herald.  He  went  to  Crete  and  Spain,  but  in  1869  was  recalled 
to  Paris  by  Mr.  Gordon  Bennett,  Jr.  He  was  then  28  years  of  age. 

In  1872  he  again  visited  America  and  in  1873,  as  war  correspondent  of  the 
Herald,  he  accompanied  Wolseley’s  expedition  to  Ashanti.  Who  was  this 
man? 

During  the  succeeding  30  years  he  traveled  widely  and  wrote  voluminously. 

In  1890  he  married  Miss  Dorothy  Tennant,  second  daughter  of  Mr.  Charles 
Tennant— sometime  member  of  Parliament  for  St.  Alban.  On  his  honeymoon 
he  visited  the  United  States  for  the  last  time,  and  in  1891-1892  went  to  Aus- 
tralia and  New  Zealand  on  a lecturing  tour. 

On  his  return  to  England  he  was  renaturalized  as  a British  subject  and, 
after  an  unsuccessful  attempt  in  1892,  was  elected  a member  of  Parliament 
in  1895.  He  did  not  seek  reelection  in  1900.  Who  was  this  man? 

His  travels  carried  him  to  Egypt,  Syria  and  Persia  and  in  1884  and  85  he 
acted  as  technical  adviser  to  the  American  plenipotentiaries  at  the  Berlin  Con- 
ference. However,  by  far  his  most  noteworthy  exploits  were  carried  out  in 
Africa. 

No  man  has  ever  explored  Africa  so  thoroughly  and  extensively,  and  prob- 
ably no  explorer  of  any  time,  in  any  clime,  ever  surpassed  this  man  for  forti- 
tude, endurance  and  determination  to  reach  an  objective  or  achieve  a pur- 
pose. He  is  said  to  have  traversed  more  miles  on  the  continent  of  Africa  than 
any  other  ten  men,  and  his  explorations  were  consumated  in  a day  and  age 
before  any  of  the  more  modern  means  of  conveyance  were  ever  heard  of 
and  when  disease  was  rife  and  both  the  natives  and  the  wild  animals  were 
savage  and  treacherous. 

In  all,  he  led  four  expeditions  into  Africa— each  of  about  three  years’  dura- 
tion. 

The  second  of  these  expeditions  is  said  to  have  surpassed  any  other  single 
African  exploration,  in  terms  of  accomplishment.  The  discovery  of  the 
course  of  the  Congo  River,  though  the  greatest,  was  but  one  of  the  many 
geographical  problems  solved  during  this  memorable  expedition.  Of  the  three 
white  men  accompanying  the  leader,  all  died. 

On  the  third  expedition  he  entered  into  an  agreement  with  the  great  Congo 
Arab  Chief,  Tiffoo  Tib  and  went  by  way  of  Zanzibar  and  the  Congo  State 
to  Albert  Nyanza,  where  he  established  contact  with  Emin  Pasha,  Governor 
of  the  equatorial  provinces  of  Egypt,  who  had  been  isolated  by  the  Mahdist 
risings  of  1881-1885. 
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For  160  days  he  forged  ahead  through  infinite  miles  of  jungle  and  forest 
without  seeing  a piece  of  greensward  “the  size  of  a cottage  chamber  floor”. 
He  traversed  this  piece  of  terrain  three  times  on  this  expedition.  Of  the  646 
men  with  whom  he  entered  the  Congo,  but  246  remained.  Tiffoo  Tib  had 
broken  faith  and  nearly  all  of  his  rearguard  had  been  massacred.  It  was  on 
this  expedition  that  he  gained  much  information  concerning  the  Pigmy  tribes. 

On  his  fourth  expedition  he  went  to  Cape  of  Good  Hope  and  visited  Bul- 
awayo, Victoria  Falls  and  the  Zambezi. 

As  momentous  as  were  his  exploits  and  discoveries  in  these  second,  third 
and  fourth  expeditions  however,  it  is  difficult  to  gainsay  that  his  first  African 
expedition,  1869-1872,  was  the  most  famous  of  all;  for  it  was  upon  this  expe- 
dition that  on  10th  November  1871,  after  having  overcome  innumerable  and 
seemingly  insurmountable  difficulties,  he  came  upon  the  object  of  his  search 
at  Ujiji,  on  Lake  Tanganyika,  and  the  four  words  he  is  alleged  to  have  uttered 
became  synonymous  with  his  name— if  albeit  indeed,  for  long,  the  bywords 
of  nearly  every  English  speaking  schoolboy. 

His  most  famous  book,  “In  Darkest  Africa”,  was  published  (in  six  lan- 
guages) in  1890. 

In  1899,  in  recognition  of  his  accomplishments  in  Africa,  he  was  made  a 
Knight  Commander  of  the  Bath,  and  therefor,  attained  the  title  of  Sir. 

On  10th  May  1904,  at  his  home  in  Richmond  Terrace,  Whitehall,  this 
man’s  dauntless  soul  passed  to  time  and  to  eternity,  his  immortal  memory,  in 
a sense,  became  a legacy  for  the  everlasting  keeping  of  the  English  race,  and 
at  Pirbright  his  earthly  remains  were  consigned  to  the  dreamless  dust. 

The  monolith  over  his  grave  bears  the  inscription: 

HENRY  MORTON  STANLEY 
1841-1904 

with  his  African  name.  . . .“BULA  MATARI” 
and  the  one  word AFRICA 

Here  was  a man  typical  of  a number  who  have  been  instrumental  in  the 
creation  of  an  awesomely  majestic  and  astoundingly  viable  empire.  Here 
was  a man  typical  of  a number  who  have  been  imbued  with  the  qualities  of 
inquisitiveness,  enterprise,  self-sacrifice,  self-discipline,  courage,  determina- 
tion, faith  and  such  other  attributes  as  are  essential  to  the  stimulation  of  one 
to  perform  superhuman  or  Herculean  feats.  Here  was  a man  of  whom  it  may 
be  said  that,  along  with  Marco  Polo,  Columbus,  Ferdinand  Magellan,  Vasco 
Nunez  de  Balboa,  Simon  Bolivar,  Robert  Cavelier  de  La  Salle,  George  Rogers 
Clark,  his  younger  brother,  William  Clark,  in  company  with  Meriwether 
Lewis,  Captain  James  Cook,  Sir  Thomas  Stamford  Raffles,  Robert  Edwin 
Peary,  Robert  Falcon  Scott,  Roald  Amundsen,  Richard  Evelyn  Byrd,  Charles 
Augustus  Lindbergh,  and  scores  of  others— including  our  present-day  As- 
tronauts—he  had  “Horizon  Fever”. 

H.  Lamont  Pugh,  M.D. 
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Our  Tree  from  the  Island  of  Cos 


SOMETHING  has  been  added  to  the  headquarters  of  The  Medical  So- 
ciety of  Virginia.  The  first  thing  a visitor  now  sees  when  he  opens  the 
front  door  is  a sprightly  little  tree  on  the  desk  of  our  esteemed  receptionist, 
Mrs.  Lillian  Edmunds.  Every  receptionist  does  not  have  a sycamore  tree  upon 
her  desk  and  it  should  be  pointed  out  that  ours  is  a very  special  one.  This 
tree  has  a remarkable  pedigree,  for  its  father,  or  perhaps  one  should  say,  its 
mother,  is  probably  the  most  distinguished  tree  in  the  world. 

About  2,400  years  ago  Hippocrates  (460-377  B.C.)  relaxed  in  the  shade 
of  this  spreading  sycamore  while  he  taught  aspiring  medical  students  the 
principles,  the  practice  and  the  art  of  medicine.  He  also  espoused  the  do’s 
and  don’t’s  that  have  been  incorporated  in  the  present-day  Hippocratic  Oath. 
The  “Father  of  Medicine”  has  long  since  passed  on  but  his  favorite  tree  has 
been  well  cared  for  down  through  the  centuries.  It  is  true  some  of  its  limbs 
have  grown  a little  weary,  but  those  that  are  beginning  to  sag  have  been  sup- 
ported by  marble  columns  and  everything  is  quite  shipshape. 

Every  spring  a fresh  crop  of  leaves  appear  and  hide,  in  part,  the  massive 
trunk  which  measures  over  45  feet  in  circumference.  Each  fall  millions  of 
seeds  float  down,  but  until  recently  it  was  impossible  to  identify  the  seeds 
that  could  germinate  from  the  far  more  numerous  ones  that  would  prove  to 
be  infertile.  Less  than  a decade  ago  Dr.  Oszkar  Sziklai,  Professor  of  Forest 
Genetics  at  the  University  of  British  Columbia,  developed  a method  of  iden- 
tifying the  fertile  seeds  by  the  use  of  “soft”  x-rays.  Fortunately,  this  occurred 
in  Canada,  for  had  it  been  learned  that  a potential  germinating  seed  had  been 
exposed  to  radiation,  however  “soft”,  in  this  country,  the  FDA  and  HEW 
doubtless  would  have  put  an  end  to  such  foolishness. 

The  discovery  of  the  fertile  seed  opened  a new  and  fascinating  vista  to  Dr. 
William  C.  Gibson,  Professor  of  the  History  of  Medicine  at  the  same  uni- 
versity in  British  Columbia.  Dr.  Gibson  had  long  desired  to  raise  his  own 
Tree  of  Hippocrates  from  the  original  on  the  island  of  Cos.  Using  viable 
seeds  the  two  Vancouver  professors  have  grown  thousands  of  saplings.  The 
oldest  ones  are  now  a little  over  six  years  in  age  and  have  reached  a height 
of  12  or  14  feet. 

Dr.  Gibson  is  a member  of  the  International  Hippocratic  Foundation.  For 
years  this  organization  has  endeavored  to  raise  sufficient  funds  to  enable  the 
erection  of  a building  near  Hippocrates’  tree  where  physicians  could  visit  and 
possibly  attend  meetings  at  the  very  font  of  medical  knowledge.  Perhaps  our 
trees  will  be  the  answer  for  it  is  hoped  the  recipient  medical  societies,  medical 
schools  and  teaching  hospitals  around  the  nation  will  help  fund  the  Medical 
Foundation  of  Cos. 

When  the  Schering  Corporation  heard  of  Dr.  Gibson’s  desire  to  propagate 
these  trees  in  America  it  undertook  to  distribute  the  small  saplings  to  various 
state  medical  societies  and  teaching  centers  as  mementos  of  Hippocrates. 
Each  tree  is  dispensed  in  an  ornate  Grecian  vase  of  unusual  design.  In  the 
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meticulous  manner,  long  associated  with  the  Schering  Pharmaceutical  Com- 
pany, information  is  furnished  with  each  sapling  regarding  the  care  of  these 
delicate  imports.  Especial  attention  is  given  to  the  degree  of  protection  re- 
quired in  various  parts  of  this  country.  We  in  Virginia  learn  we  are  for- 
tunately located  in  Zone  3.  This  means  our  geographic  location  will  permit 
our  little  sycamore  to  grow  in  a “garden”  area  with  a minimum  of  protection. 
However,  we  are  warned  that  our  little  two-year  old  will  require  indoor 
protection  throughout  its  second  summer  for  undue  heat  is  hazardous  to 
young  trees,  as  well  as  to  infants,  until  they  become  acclimated  to  our  mid- 
summer temperature. 

Thus  far  we  have  referred  to  our  new  arrival  as  a sycamore  but  it  has  a 
more  exotic  title— Plantanus  orientalis.  It  seems  that  all  plane  trees,  like  all 
Gaul,  are  divided  into  three  parts.  Hippocrates’  tree  is  of  the  orientalis 
variety.  This  is  the  plane  tree  so  frequently  referred  to  in  the  Bible.  Our 
native  sycamore  is  called  the  Plantanus  occidentalis.  Our  British  friends,  who 
always  like  to  be  a little  different,  have  a “London”  variety,  which  is  found 
in  many  parks  throughout  England.  These  are  termed  Plantanus  acerifolia. 

Regardless  of  terminology  we  are  glad  to  report  our  American  sycamores 
have  two  unique  distinctions.  This  tree  attains  the  largest  proportions  of  any 
hardwood  or  broad-leafed  tree  in  America.  It  also  has  the  largest  single- 
bladed  leaf  of  any  native  tree.  After  all  this,  it  is  a little  disappointing  to 
learn  that  its  use  is  largely  confined  to  the  making  of  musical  instruments  and 
butcher’s  blocks.  Perhaps  the  present  shortage  of  steaks  will  relieve  the 
P.  occidentalis  from  its  more  mundane  purpose  and  hereafter  we  will  find 
it  only  in  musical  circles. 

Meanwhile  we  hope  our  little  P.  orientalis  will  like  its  new  home  and  will 
continue  to  prosper,  for  if  it  lives  as  long  as  its  parent  it  will  shelter  visitors 
to  our  headquarters  until  the  year  4,500  A.D. 

H.  J.  W. 
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News 


Calendar  of  Events 

Annual  Cardiovascular  Symposium— Sponsored  by  Council  on  Clinical  Cardi- 
ology—American  Heart  Association— Colony  Inn— Williamsburg— October  11- 
13,  1973. 

The  Medical  Society  of  Virginia— Annual  Meeting— Holiday  Inn/Scope— Nor- 
folk—October  18-21,  1973. 

Medicine  and  Religion— Annual  Symposium— Co-sponsored  by  Chaplain’s  De- 
partment, Portsmouth  Naval  Hospital,  American  Medical  Association  and 
The  Medical  Society  of  Virginia— Portsmouth  Naval  Hospital— October  25, 
1973. 

“Management  of  Diabetes  Mellitus”— Sponsored  by  Division  of  Family  Prac- 
tice, University  of  Virginia  School  of  Medicine  and  Virginia  Diabetes  Asso- 
ciation-University of  Virginia  School  of  Nursing  Auditorium— Charlottes- 
ville—November  8,  1973. 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

Medical  Aspects  of  Sports— National  Conference— Sponsored  by  American  Med- 
ical Association— Royal  Inn— Anaheim,  California— December  1,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

AMA  National  Leadership  Conference— Marriott  Motor  Hotel— Chicago— Jan- 
uary 25-27,  1974. 

AMA-AMPAC  Public  Affairs  Workshop— Washington-Hilton  Hotel— Wash- 
ington, D.  C.— March  15-17,  1974. 

National  Conference  on  Rural  Health— Sponsored  by  AMA— Detroit-Hilton 
Hotel— Detroit,  Michigan— April  25-26,  1974. 

****** 


The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  new  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  July: 

Necati  Mehmet  Alp,  M.D.,  Manassas 
John  Lawrence  Antus,  M.D.,  Centreville 
Lorenzo  P.  Archer,  M.D.,  Norfolk 
Herbert  E.  Bill,  M.D.,  Wise 
Walter  Bernard  Blair,  M.D.,  Roanoke 
Wendell  Owen  Blake,  M.D.,  Fort  Lee 
Howard  Preston  Boggess,  M.D.,  Roanoke 
Thomas  G.  Boisclair,  M.D.,  Richmond 
William  C.  Briscoe,  M.D.,  McLean 
Willis  E.  Brownstein,  M.D.,  McLean 
John  Thomas  Bunin,  M.D.,  Martinsville 
Antonio  Jose  Cachay,  M.D., 

Washington,  D.  C. 

John  A.  Carlston,  M.D.,  Virginia  Beach 
Udom  Chanachote,  M.D.,  Front  Royal 
Che  Tong  Chang,  M.D.,  Clintwood 
C.  Glen  Click,  M.D.,  Roanoke 
James  Webb  Cole,  III,  M.D., 

Charlottesville 

Richard  M.  L.  Coleman,  M.D.,  Staunton 
Harvey  Daniel  Davis,  M.D.,  Norfolk 
James  David  Dimmett,  M.D.,  Vienna 
Gary  G.  Ghahremani,  M.D.,  Richmond 
George  Tendero  Gonzales,  M.D.,  Roanoke 
Stephen  I.  Granger,  M.D.,  Reston 
Harold  Bernard  Haley,  M.D.,  Roanoke 
Robert  Harvey  Keiter,  M.D.,  Richmond 
Mohammad  Aqiq  Khan,  M.D.,  Falls  Church 
Robert  W.  Kimball,  M.D.,  Leesburg 
Beryl  L.  Langley,  M.D.,  Virginia  Beach 
Larry  Landis  Legum,  M.D.,  Virginia  Beach 
Russell  Meyer,  M.D.,  Virginia  Beach 
Charles  Harner  Miller,  M.D.,  Woodstock 
Ira  David  Miller,  M.D.,  Norfolk 
Wesley  Edward  McEntire,  M.D., 

Richmond 

Fernando  B.  Ona,  M.D.,  South  Boston 
Kamal  Okail,  M.D.,  Richmond 
Alexander  N.  Panos,  M.D.,  Annandale 
C.  Dick  Park,  M.D.,  Norfolk 
A.  M.  Patterson,  Jr.,  M.D.,  Woodstock 
Jerry  O’Don  Penix,  M.D.,  Norfolk 
Monir  Wasef  Philips,  M.D.,  Alexandria 


Roger  Victor  Pierson,  M.D.,  Portsmouth 
Donald  Pollock,  M.D.,  Alexandria 
Kyung  U.  Rhee,  M.D.,  Virginia  Beach 
Kenneth  X.  Robbins,  M.D.,  Alexandria 
Enda  K.  Ryan,  M.D.,  Leesburg 
Ralph  Lloyd  Swank,  II,  M.D.,  Norfolk 
Mary  A.  Tattersall,  M.D.,  Richmond 
Jose  Saul  Tissera,  M.D.,  Falls  Church 
Robert  Michael  Wein,  M.D., 

Newport  News 

Robert  M.  White,  M.D.,  Arlington 
Michael  Willoughby,  M.D.,  Leesburg 
John  Raymond  Wynn,  M.D.,  Richmond 
Paul  Timothy  Yoder,  M.D.,  Clintwood 

Dr.  William  M.  Deyerle, 

Richmond,  has  been  appointed  professor  of 
orthopedics  and  acting  chairman  of  the  divi- 
sion of  orthopedics  of  the  Medical  College  of 
Virginia.  His  appointment  was  effective  Au- 
gust 1973. 

Dr.  William  M.  Eagles, 

Richmond,  has  been  installed  as  president  of 
Kiwanis  International.  Prior  to  his  election  as 
president-elect,  he  had  served  as  treasurer, 
vice-president  and  as  a trustee.  Dr.  Eagles  had 
also  served  as  president  of  his  Kiwanis  Club 
and  as  lieutenant-governor  and  governor  of 
the  Capital  Kiwanis  District. 

Evaluation  of  Hyperimmune  Gamma 
Globulin  for  Preventing  Serum  Hep- 
atitis. 

It  is  well  recognized  that  medical  and  para- 
medical personnel  have  a greater  than  normal 
risk  of  developing  hepatitis  as  a result  of  acci- 
dental inoculation  (needle  stick,  broken  glass- 
ware, ingestion  of  contaminated  blood  at  the 
time  of  pipetting,  etc. ) . Current  evidence  indi- 
cates that  standard  gamma  globulin  provides 
little  or  no  protection  against  developing  serum 
hepatitis. 

The  Richmond  Veterans  Administration 
Hospital  is  participating  in  a national  coopera- 
tive study  together  with  the  National  Institute 
of  Health  in  which  the  effectiveness  of  hyper- 
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immune  gamma  globulin  (with  high  titer  anti- 
body against  Australian  Antigen)  will  be  com- 
pared to  that  of  standard  gamma  globulin  on 
a random  basis. 

All  those  accidentally  exposed  to  hepatitis 
virus  (excluding  blood  transfusion)  from  the 
Richmond  area,  willing  to  participate  in  the 
study  and  receive  treatment,  are  invited  to  call 
Dr.  Z.  R.  Vlahcevic  or  Dr.  D.  L.  Mackenzie 
at  the  Veterans  Administration  Hospital,  Rich- 
mond, as  soon  as  possible  after  exposure. 

Therapy  of  Acute  Pancreatitis. 

A randomized  prospective  trial  of  the  ther- 
apy of  acute  pancreatitis  not  associated  with 
gallstones  is  being  carried  out  at  the  McGuire 
VA  Hospital.  Prior  studies  have  indicated  no 
advantage  to  any  therapy  given  for  this  dis- 
order in  this  hospital.  The  therapy  trial  in- 
cludes the  use  of  nasogastric  suction,  anticho- 
linergics, both  or  neither.  A modest  number 
of  patients  have  been  enrolled  and  more  are 
sought.  Referral  of  patients  capable  of  admis- 
sion to  the  Veteran’s  Hospital  suspected  of 
having  this  diagnosis  would  be  appreciated. 
The  trial  is  being  conducted  by  Dr.  Donald 
Switz,  Division  of  Gastroenterology  and  Med- 
icine, Medical  College  of  Virginia,  who  can 
be  reached  by  calling  (804)  770-4171. 

Safety  in  Childhood, 

An  Overview  of  the  Problems  and  Practices, 
will  be  presented  by  the  Department  of  Pe- 
diatrics of  the  University  of  Virginia,  Novem- 
ber 12-14. 

Subjects  to  be  discussed  include:  Automo- 
bile Safety;  Infant  and  Child  Restraints;  School 
Transportation;  Flammable  Clothing;  Poison- 
ing; Hazards  of  Children’s  Products;  Home 
Appliances  Safety;  Safety  in  Playground  and 
Organized  Sports;  Fire  Safety;  Water  Safety; 
Playground  Equipment  and  Bicycle  Safety. 

The  Guest  Faculty  is:  Ms.  Elaine  Besson, 
Mr.  Carl  Blechschmidt,  and  Mr.  Warren 
Mathers,  Consumer  Product  Safety  Commis- 
sion, Washington,  D.  C.;  Dr.  Brian  D.  Black- 
bourne,  Office  of  Chief  Medical  Examiner, 


Washington,  D.  C.;  Dr.  Charles  Seymour, 
President,  Physicians  for  Automotive  Safety, 
Irvington,  New  Jersey;  Mr.  Emile  Grenier, 
Consulting  Engineer  to  Ford  Motor  Company, 
Ann  Arbor,  Michigan;  Commander  James 
Kearney,  United  States  Coast  Guard,  Ports- 
mouth; Mr.  Keith  Kingbay,  Schwinn  Bicycle 
Company,  Chicago;  Dr.  Howard  C.  Mofenson, 
Chairman,  Accident  Prevention  Committee, 
AAP.,  Mineola,  New  York;  Dr.  James  M. 
Robey,  Acting  Director,  Office  of  Program 
Planning  and  Evaluation,  National  Center  for 
Health  Statistics,  Rockville,  Maryland;  Mr. 
James  V.  Ryan,  National  Bureau  of  Standards, 
Washington,  D.  C.,  Ms.  Annemarie  Shelness, 
Physicians  for  Automotive  Safety,  Rye,  New 
York;  Mr.  Fred  B.  Shippee,  Director,  Project 
SAFE,  American  Apparel  Manufacturers  As- 
sociation, Arlington;  Mr.  Howard  Summers, 
Assistant  Chief  Fire  Marshal,  State  Corpora- 
tion Commission,  Richmond;  Dr.  William  G. 
Thurman,  Dean,  Tulane  University  School  of 
Medicine,  New  Orleans;  and  Mr.  Darrell 
Winslor,  Superintendent  of  Parks,  Northern 
Virginia  Regional  Park  Authority,  Fairfax. 

University  faculty  is  Drs.  McLemore  Bird- 
song; Gerald  W.  DeWitt;  Jack  Fisher;  Jacob 
A.  Lohr,  and  William  I.  Neikirk. 

For  further  information,  please  contact  Dr. 
Gerald  W.  DeWitt,  Department  of  Pediatrics, 
University  of  Virginia  School  of  Medicine, 
Charlottesville,  Virginia  22901. 

Spring  Refresher  Congress. 

The  46th  Annual  Spring  Refresher  Con- 
gress for  eye,  ear,  nose  and  throat  specialists, 
sponsored  by  Gill  Memorial  Hospital  Founda- 
tion, Roanoke,  will  be  held  at  the  Grapetree 
Bay  Hotel  on  St.  Croix  in  the  Virgin  Islands, 
January  13-18,  1974. 

Interested  persons  desiring  more  information 
may  obtain  it  from  C.  T.  Akers,  Jr.,  Adminis- 
trator, P.  O.  Box  1789,  Roanoke,  Virginia 
24008. 

Sleep  as  an  Entity  in  Medical  Practice. 

The  Departments  of  Psychiatry  and  Family 
Practice  of  the  Medical  College  of  Virginia 
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will  present  a postgraduate  course  in  Sleep  as 
an  Entity  in  Medical  Practice  on  October  24. 
Guest  Faculty  will  be  Dr.  Harold  Goldberg, 
Director,  West-Ros-Park  Mental  Health  Cen- 
ter, Boston,  and  Dr.  David  R.  Hawkins,  Pro- 
fessor and  Chairman  of  the  Department  of 
Psychiatry  of  the  University  of  Virginia.  Med- 
ical College  of  Virginia  Faculty  members  are 
Drs.  James  L.  Mathis  and  Fitzhugh  Mayo.  Five 
prescribed  hours  by  the  American  Academy 
of  Family  Physicians  have  been  applied  for. 

Further  information  may  be  obtained  from 
Dr.  James  L.  Mathis,  Department  of  Psychia- 
try, Medical  College  of  Virginia,  Richmond 
23298. 

The  Alton  D.  Brashear  Postgraduate 
Courses  in  Head  and  Neck  Anatomy 

Will  be  held  at  the  Medical  College  of  Vir- 
ginia, January  21-24,  1974.  Fresh  specimens 
(unpreserved)  whenever  possible  will  be  used 
in  the  dissections  and  individual  approaches  are 
welcomed.  Fectures  and  demonstrations  will 
augment  the  laboratory  work.  The  course  is 
approved  for  40  elective  hours  by  the  Ameri- 
can Academy  of  Family  Physicians  and  the 
Academy  of  General  Dentistry.  The  size  of 
the  class  will  be  limited  to  thirty-two. 

Further  information  may  be  obtained  from 
Dr.  Hugo  R.  Seibel,  Department  of  Anatomy, 
Medical  College  of  Virginia,  Richmond,  Vir- 
ginia 23298. 

Family  Psychotherapy. 

The  tenth  Georgetown  University  Sympo- 
sium on  Family  Psychotherapy  will  be  held 
November  15-16  at  the  University  Medical 
Center,  Washington,  D.  C. 

For  further  information,  write  to  Francis 
D.  Andres,  M.D.,  Department  of  Psychiatry, 


Georgetown  University  Medical  Center,  3800 
Reservoir  Road,  N.  W.,  Washington,  D.  C. 
20007. 

Radiology  of  the  Chest. 

A tutorial  postgraduate  course  on  radiology 
of  the  chest  will  be  given  at  Duke  University 
Medical  Center,  March  25-27,  1974.  The 
course  is  designed  for  radiologists  whether  in 
training  or  practice  and  the  emphasis  will  be 
on  personalized  tutorial  type  of  teaching  of 
basic  subjects  on  the  chest  at  the  viewboxes 
by  recognized  authorities  using  their  original 
roentgenograms  with  ample  opportunity  for 
discussion.  There  will  be  a maximum  of  144 
registrants  and  twelve  faculty  members. 

Full  information  may  be  obtained  from  the 
program  director,  Robert  McLelland,  M.D., 
Department  of  Radiology,  Box  3808,  Duke 
University  Medical  Center,  Durham,  North 
Carolina  27710. 

Emergency  Room  Physician. 

Accredited  280-bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 
Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  Street, 
Huntington,  West  Virginia  25701.  ( Adv .) 

Staff  Physician 

For  active  Outpatient /Admitting  Service. 
Very  strong  staffing  support.  U.  S.  Licensure 
required.  875-bed  GM&S  hospital  affiliated 
with  medical  school.  Excellent  retirement  and 
leave  benefits.  Nondiscrimination  in  employ- 
ment. Contact  Chief  of  Staff,  VA  Hospital, 
Richmond,  Virginia  23249.  Telephone  (804) 
233-9631,  Extension  202.  (Adv.) 
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Obituary 


• • • 


Dr.  James  Mortimer  Lynch, 

Formerly  of  Cape  Charles,  died  in  Louis- 
ville, Kentucky,  March  1.  He  was  seventy- 
four  years  of  age.  Dr.  Lynch  graduated  from 
the  George  Washington  University  School  of 
Medicine  in  1905.  He  located  in  Cape  Charles 
in  1908  and  continued  his  practice  there  until 
his  retirement  in  1954.  Dr.  Lynch  was  ap- 
pointed Assistant  Surgeon,  U.  S.  Public  Health 
Service  in  1909  and  in  1910  was  appointed 
surgeon  for  the  Pennsylvania  Railroad  Com- 
pany. He  was  a Mason  and  a charter  member 
and  past  president  of  the  Cape  Charles  Rotary 
Club. 

Dr.  Lynch  was  a past  president  of  the 
Northampton  County  Medical  Society.  He 
had  been  a member  of  The  Medical  Society 
of  Virginia  for  sixty-five  years. 

A son  and  a daughter  survive  him. 

Dr.  Blanton  Page  Seward, 

Roanoke,  died  August  25.  He  was  seventy- 
six  years  of  age  and  a graduate  of  the  Medical 
College  of  Virginia  in  1922.  Dr.  Seward  prac- 
ticed in  Surry  County  for  two  years  and  with 
Dr.  Manfred  Call  in  Richmond  for  three  years, 
locating  in  Roanoke  in  1928.  He  was  a mem- 
ber of  the  staff  of  the  Lewis-Gale  Hospital 
until  his  retirement  in  1967.  Dr.  Seward  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  forty-nine  years. 

His  wife  and  a daughter  survive  him. 

Dr.  and  Mrs.  Carl  Wise  Meador, 

Richmond,  died  September  1,  in  a fire  at 
the  Hafnia  Hotel  in  Copenhagen,  Denmark. 
They  were  to  have  arrived  in  Richmond  late 
that  night  after  a three-week  vacation. 

Dr.  Meador  was  sixty-one  years  of  age  and 
a graduate  of  the  Medical  College  of  Virginia 
in  1936.  He  had  been  in  practice  in  Richmond 
for  thirty-five  years.  Dr.  Meador  was  a former 
president  of  the  Richmond  Academy  of  Medi- 
cine and  the  Virginia  Academy  of  Family 


Physicians.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1937. 

Dr.  and  Mrs.  Meador  are  survived  by  three 
daughters.  A brother  is  Dr.  Blake  Meador,  also 
of  Richmond. 

Dr.  and  Mrs.  John  Philip  Eastham, 

Richmond,  also  died  on  September  1 in  the 
fire  in  Copenhagen  at  the  Hafnia  Hotel.  They 
were  accompanying  Dr.  and  Mrs.  Meador  and 
were  to  have  arrived  back  home  late  that  night. 

Dr.  Eastham  was  sixty-three  years  of  age. 
He  graduated  from  the  Medical  College  of 
Virginia  in  1937.  Dr.  Eastham  practiced  for 
a time  in  Culpeper,  his  home  city.  He  served 
as  Colonel  in  the  Army  Reserve  and  was  a con- 
sultant at  Fort  Eustis.  Dr.  Eastham  had  been 
a member  of  The  Medical  Society  of  Virginia 
for  thirty-four  years. 

Dr.  and  Mrs.  Eastham  are  survived  by  a son 
and  a daughter. 

Dr.  Hume. 

David  Milford  Hume,  until  recently  a member 
of  this  Academy,  was  born  in  Muskegon,  Michi- 
gan, and  graduated  from  Harvard  University  in 
1940.  At  the  University  of  Chicago  he  pursued 
endocrine  physiology  and  night  life,  took  his 
medical  degree  and  staked  a lasting  reputation  for 
indominable  mental  and  physical  energy.  For 
surgical  training  he  returned  to  Harvard  under 
Dr.  Francis  Moore,  who  was  then  launching  an 
epochal  renaissance  in  surgical  physiology.  Dr. 
Moore  called  his  pupil  a “restless  genius”.  David 
Hume  was  an  unconventional,  fearless,  irrepres- 
sible adventurer,  always  seeking  new  ideas  and 
better  ways  of  doing  things.  In  moments  ordinary 
men  find  dull,  he  found  and  gave  inspiration. 
Even  his  Navy  duty  in  Pearl  Harbor  and  Bethesda 
was  time  of  active  learning  and  vital  research.  He 
spent  two  years  as  Harvey  Cushing  Research  Fel- 
low at  Harvard  while  waiting  his  turn  to  be  chief 
resident  at  the  Peter  Bent  Brigham  Hospital.  But 
he  never  wasted  his  time.  He  forever  raced 
against  time,  overfilling  every  day  with  critical 
study,  ingenious  experiments,  fresh  ideas  and  de- 
mands for  better  ways  of  treating  patients.  By 
age  thirty-five  he  was  known  nationally  by  en- 
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docrinologists  and  physiologists  as  well  as  by 
surgeons  intrigued  with  his  performance  of  the 
first  functioning  human  transplants. 

In  1955,  following  the  death  of  Dr.  Isaac  Big- 
ger, Dr.  Hume  was  persuaded  to  become  chief  of 
surgery  at  the  Medical  College  of  Virginia.  Local 
newspapers  announced  suspiciously  that  MCV 
had  acquired  a new  research  professor  for  the 
unprecedented  annual  salary  of  $15,000.  To  many 
of  our  medical  establishment  suspicions  seemed 
fulfilled  when  this  restless  genius  rushed  in  to 
challenge  local  customs.  For  David  Hume  time 
was  too  precious  to  be  wasted  on  chains  of  com- 
mand and  procedural  regulations,  and  important 
customs  were  irresistible  targets  for  his  improve- 
ments. 

While  his  critics  complained  that  he  would 
never  grow  up,  his  students  reveled  in  his  youth- 
ful and  infectious  enthusiasm.  Patients  gloried  in 
his  confidence.  Largely  on  the  strength  of  his 
powerful  and  provocative  mind  MCV  became 
recognized  as  one  of  the  most  exciting  medical 
schools  in  the  nation.  Talent  poured  into  the 
faculty.  Money  poured  into  his  research  projects. 
Surgeons  from  around  the  world  visited  his  lab- 
oratories and  operating  rooms.  Thus  he  trans- 
formed an  old  school  and  wielded  a powerful 
hand  in  molding  a new  university. 

David  Hume  also  transformed  an  important 
part  of  the  science  of  surgery.  His  brilliance  of 
mind  was  matched  by  his  eloquence,  charm  and 
lucid  style  of  writing.  He  wrote  hundreds  of 
articles  and  many  chapters  of  textbooks.  When 
he  came  to  Richmond,  organ  transplantation  was 
a remote  vision  shared  by  few  other  surgeons. 
In  the  space  of  only  ten  years  he  discovered, 
and  proved  and  published  techniques  which  made 
kidney  transplantation  the  favored  method  of 
treating  irreversible  renal  failure.  Thousands  of 
patients  now  treated  in  hundreds  of  cities  around 
the  world  owe  their  lives  to  him.  For  this  achieve- 
ment he  was  honored  by  the  American  Academy 
of  Arts  and  Sciences’  Francis  Amory  Prize,  the 


New  York  Academy  of  Medicine’s  Valentine 
Award,  Richmond  Hadassah’s  Humanitarian 
Award,  the  University  of  Chicago’s  Distinguished 
Service  Medal,  and  Modern  Medicine's  Distin- 
guished Achievement  Award  for  1972. 

David  Hume,  however,  could  not  stand  still  for 
ceremony.  He  found  his  greatest  professional  re- 
ward in  sharing  with  another  man  the  solution 
to  a surgical  riddle  and  in  seeing  a job  well  done. 
Thus  his  greatest  moments  were  spent  talking 
to  patients,  teaching  students,  provoking  research 
fellows  and  assisting  young  surgeons.  While  he 
transformed  a medical  school  and  an  important 
part  of  clinical  medicine,  it  is  even  more  to  his 
honor  that  he  transformed  the  lives  of  hundreds 
of  people  who  knew  and  worshipped  him.  Stu- 
dents idolized  him.  Residents  imitate  his  speech, 
his  gait,  and  even  his  custom  of  continuing  ward 
rounds  past  midnight.  His  former  residents  meet 
annually  in  the  Humera  Society  and  demonstrate 
their  affection  and  reverence  with  excellent  scien- 
tific programs.  The  adoration  of  him  by  his 
patients  is  indescribable. 

Last  spring  David  Milford  Hume  was  fifty- 
five  years  old,  in  his  seventeenth  year  as  chief  of 
surgery  at  MCV  and  recognized  as  one  of  the 
world’s  leading  surgeons.  On  the  evening  of  May 
19  while  piloting  his  own  plane  a southern  Cali- 
fornia mountain  struck  him  down.  Soaring  high, 
however,  are  his  gift  of  life  to  his  patients,  to  his 
students,  to  MCV  and  to  the  world. 

Therefore  be  it  resolved  that  the  Richmond 
Academy  of  Medicine  express  its  pride  and  grati- 
tude for  David  Hume’s  life  in  our  community 
and  monumental  contributions  to  medicine;  and 
be  it  further  resolved  that  we  henceforth  cele- 
brate his  life  rather  than  mourn  his  loss,  for  he  is 
clearly  and  firmly  established  as  a vital  force  in 
our  city,  our  profession  and  throughout  the 
world. 

Walter  Lawrence,  Jr. 

Carrington  Williams,  Jr. 

Hunter  H.  McGuire,  Jr. 
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Guest  Editorial 

Records,  the  Law,  and  Strife 

SENATOR  SAM  ERVIN  of  North  Carolina  related  the  anecdote  of  the 
lawyer  who,  when  asked  to  offer  a prayer,  said:  “Lord,  let  there  be  an 
abundance  of  strife  among  thy  people,  lest  thy  servant  perish!’’  With  the 
increasing  number  of  servants,  especially  those  working  on  a contingency 
basis,  there  has  become  a premium  on  bona  fide  strife.  One  of  the  greatest 
challenges  to  the  source  of  strife  and  income  for  lawyers  has  been  the  insti- 
tution of  no-fault  automobile  insurance.  One  needs  only  to  ask  what  hap- 
pened to  the  $61,000,000  in  consumer  savings  accrued  in  the  first  year  of  no- 
fault insurance  in  Massachusetts  and  the  $100,000,000  in  consumer  savings 
declared  last  year  in  Florida  to  realize  the  magnitude  of  the  financial  losses 
to  members  of  the  legal  profession  should  no-fault  insurance  be  adopted 
on  a national  basis.  I have  yet  to  meet  a lawyer  who  was  in  favor  of  no-fault 
insurance,  and  indeed  five  lawyers  from  Virginia,  two  from  West  Virginia, 
and  one  from  North  Carolina,  have  in  open  conversation  admitted  that 
should  no-fault  insurance  be  adopted  in  their  States,  they  would  by  necessity 
turn  their  attention  more  to  medico-legal  suits.  Since  legislatures  are  largely 
made  up  of  lawyers  who  have  been  or  will  be  practitioners  of  law,  there 
cannot  help  but  be  some  conflict  of  interest  resulting  in  impasses  occurring 
when  no-fault  insurance  legislation  reaches  the  floor.  In  the  State  of  West 
Virginia  the  issue  was  successfully  deferred  by  the  legislature  for  at  least 
another  year. 

It  should  be  obvious  then  that  many  lawyers  are  not  in  favor  of  no-fault 
automobile  insurance,  and  their  influence  may  impede  its  acceptance  through- 
out the  nation.  It  is  nonetheless  likely  that  no-fault  insurance  will  be  adopted 
in  most  States  sometime  in  the  future,  at  which  time  some  members  of  the 
legal  profession  have  indicated  that  they  would  turn  their  activities  in  the 
direction  of  medical  malpractice. 

In  1972  legislators,  again  who  are  largely  members  of  the  legal  profession, 
provided  lawyers  with  an  instrument  for  obtaining  complete  medical  files  and 
records  from  physicians  practicing  in  the  Commonwealth  of  Virginia.  A 
physician  in  Virginia  under  the  authority  of  Rule  4: 9(c),  Rules  of  Court 


effective  March  1,  1972,  may  be  summoned  to  produce  at  the  offices  of  re- 
questing attorneys  complete  medical  files  concerning  particular  clients.  Con- 
sider for  a moment  impact  of  this  instrument,  should  members  of  the  legal 
profession  be  “forced”  to  redirect  their  financial  aspirations  toward  medical 
malpractice.  Therefore,  it  seems  important  for  physicians  in  the  Common- 
wealth of  Virginia  to  be  aware  of  the  possible  trends  in  medical  malpractice 
activities  in  a State  previously  not  desperately  plagued  by  malpractice  suits. 
A great  acceleration  in  medical  malpractice  activities  should  be  anticipated 
if  lawyers  are  unsuccessful  in  blocking  the  adoption  of  no-fault  auto  insurance 
in  Virginia.  Physicians  should  also  be  aware  of  the  instrument— Rule  4: 9(c) 
—presently  being  used  by  lawyers  to  obtain  information,  and  its  possible 
repercussions  should  malpractice  activities  accelerate.  If  the  application  of 
this  instrument  to  medical  malpractice  cases  has  not  occurred  to  lawyers,  I 
would  seriously  question  their  intellectual  capacity.  It  should  follow  then 
that  physicians  should  be  extremely  cautious  in  record-keeping  and  should 
in  every  instance  review  any  material  which  is  turned  over  to  lawyers  under 
the  authority  of  Rule  4: 9(c).  Should  there  be  any  information  contained 
in  the  records  which  might  conceivably  be  interpreted  as  malpractice,  the 
physician  should  recognize  his  Constitutional  Right  of  Silence  to  withhold 
such  information  as  he  sees  fit  for  the  particular  case.  The  outcome  of  the 
Elisberg  trial  would  seem  to  justify  further  faith  in  the  value  of  individual 
rights  over  legal  systematics. 

William  M.  Chadduck,  M.D. 
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Toward  the  Development  of  a Comprehensive  Emergency 
Care  System  in  Virginia 


DURING  ITS  MEETING  on  June  13, 
1973,  the  Virginia  Advisory  Committee 
on  Emergency  Medical  Services  approved  a 
resolution  calling  for  the  State  Department  of 
Health  to  . . propose  legislation  that  would 
create  an  advisory  body  which  would  encom- 
pass the  entire  scope  of  emergency  medical 
services  and  work  toward  the  development  of 
a comprehensive,  coordinated,  statewide  emer- 
gency care  system  in  the  Commonwealth  of 
Virginia  . . 

At  that  time,  a subcommittee  composed  of 
the  authors  of  this  article  was  appointed  to  de- 
velop a report  that  would  propose  goals  of  a 
comprehensive  emergency  care  system,  the 
structure  for  an  expanded  advisory  body  on 
emergency  medical  services  to  assist  the  State 
Department  of  Health  in  developing  the  sys- 
tem, and  the  responsibilities  of  both  the  ad- 
visory body  and  the  State  Department  of 
Health.  It  was  the  intent  of  the  existing  Ad- 
visory Body  that  the  subcommittee’s  report, 
if  approved,  would  provide  the  basis  for  a 
legislative  proposal  which  would  be  submitted 
to  the  General  Assembly  during  its  1974  ses- 
sion. The  subcommittee’s  report  was  consid- 
ered by  the  existing  Advisory  Committee  at 
its  meeting  on  September  12,  1973,  and  ap- 
proved unanimously.  Presently,  State  Depart- 

Dr.  Prybil  is  Chairman,  Department  of  Hos- 
pital and  Health  Administration,  School  of  Allied 
Health  Professions,  MCV-VCU,  and  is  a member 
of  the  Virginia  Advisory  Committee  on  Emer- 
gency Medical  Services.  Dr.  Stark  is  President, 
Medical  Society  of  Virginia,  and  is  also  a member 
of  the  Advisory  Committee,  Mr.  Heilman  is 
Supervisor,  Emergency  Medical  Services,  State 
Department  of  Health,  Richmond,  Virginia. 
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Richmond,  Virginia 
CARL  E.  STARK,  M.D. 
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Richmond,  Virginia 

ment  of  Health  officials  together  with  person- 
nel from  the  Attorney  General’s  office  are 
drafting  a legislative  proposal  based  on  the 
report. 

The  purpose  of  this  article  is  to  present  in 
its  entirety  the  report  that  was  approved  by  the 
existing  Advisory  Committee  on  Emergency 
Medical  Services  and  to  seek  the  enthusiastic 
support  of  Virginia  physicians  for  the  legisla- 
tion that  will  be  proposed  in  1974.  The  mem- 
bership of  The  Medical  Society  of  Virginia 
has  recognized  the  need  to  up-grade  emergen- 
cy medical  services  in  the  Commonwealth; 
recently,  for  example,  the  President  of  The 
Medical  Society  appointed  a special  committee 
on  emergency  medical  services  to  study  and 
make  recommendations  concerning  action  The 
Medical  Society  could  take  to  stimulate  coop- 
erative efforts  to  improve  emergency  services 
throughout  Virginia. 

The  following  report  and  the  legislative  pro- 
posal that  will  be  based  upon  it  can  provide  the 
framework  for  great  improvements  in  emer- 
gency medical  care  for  all  Virginians.  We 
seek  your  strong  support  for  the  report  and 
for  the  legislation  that  will  follow.  The  re- 
port included  two  basic  parts:  “Background” 
and  a “General  Statement  of  Structure,  Goals, 
and  Responsibilities”. 

Report  of  the  Subcommittee  on 
Development  of  a Comprehensive 
Emergency  Care  System  for  the 
Commonwealth  of  Virginia 

Background 

According  to  reports  from  the  National 
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Academy  of  Sciences-National  Research 
Council,  the  American  Medical  Association, 
the  American  Hospital  Association,  and  other 
organizations,  there  are  serious  deficiencies  in 
our  nation’s  emergency  care  systems.1  These 
reports  indicate  that  large  numbers  of  Ameri- 
cans are  not  receiving  prompt,  comprehensive, 
high-quality  emergency  medical  care  for  acute 
illnesses  and  accidental  injuries.  The  unavail- 
ability of  adequate  emergency  medical  services 
has  often  resulted  in  unnecessary  suffering, 
disability,  and  death  for  persons  at  all  levels  of 
our  society. 

Today,  the  inadequacies  of  our  existing 
emergency  care  systems  are  being  recognized. 
Serious  concern  is  being  expressed  by  health 
professionals,  public  officials,  and  consumers 
across  the  country.  This  concern  and  growing 
awareness  that  major  improvements  can  be 
made  in  our  emergency  care  systems  are  creat- 
ing a climate  that  is  conducive  to  action— con- 
structive, coordinated  action  that  will  lead  to 
improved  emergency  medical  care  for  all  citi- 
zens. 

To  be  effective,  however,  action  must  be 
carefully  planned,  and  planning  for  emergency 
medical  services  must  be  comprehensive  and 
cohesive.  Statewide,  regional,  and  community 
efforts  must  be  closely  linked  to  insure  that 
plans  and  activities  at  all  levels  are  fully  co- 
ordinated and  efficient.  In  this  context,  a 
strong  and  effective  statewide  planning  func- 
tion is  necessary.  The  National  Academy  of 
Sciences-National  Research  Council  has  stated 
that: 

It  is  essential  that  a focal  point  be  identified 
at  state  levels  for  planning  of  emergency 
medical  services  and  for  identification  of  the 
state,  regional  and  local  public  and  private 
agencies  that  implement  emergency  medical 
services  programs  ...  To  assist  in  deter- 
minations of  needs  and  ways  of  implement- 
ing programs.  Emergency  Medical  Services 
Councils  should  be  established  at  state,  re- 
gional, and  community  levels  [emphasis 
added].2 


In  several  states,  positive  action  has  already 
been  taken  to  institute  coordinated,  statewide 
planning  for  the  development  of  complete 
emergency  care  systems.  Illinois,3  Florida,4 
Wisconsin,5  and,  most  recently,  Maryland6 
are  among  the  states  that  are  making  real  prog- 
ress in  statewide  planning  for  comprehensive 
emergency  medical  services.  These  plans  en- 
compass emergency  transportation  (ground 
and  air),  communication  systems,  hospital 
emergency  departments  and  other  emergency 
care  facilities,  consumer  health  information  and 
education,  manpower  training  (basic  and  con- 
tinuing), legal  considerations,  and  all  other 
components  of  a complete  emergency  care  sys- 
tem. Moreover,  these  plans  and  the  planning 
process  give  careful  consideration  to  the  co- 
ordination of  these  components  into  an  effec- 
tive system  and  to  the  relationship  between 
emergency  care  and  the  total  health  care  sys- 
tem. 

In  Virginia,  significant  progress  has  been 
made  under  Chapter  16.1,  Title  32,  of  the  Code 
of  Virginia  in  improving  emergency  ambu- 
lance services.  The  State  Department  of 
Health,  with  the  advice  and  assistance  of  the 
existing  Advisory  Committee  on  Emergency 
Medical  Services,  has  exercised  strong  leader- 
ship in  improving  emergency  ambulance  serv- 
ices in  the  Commonwealth.  The  statewide  plan 
for  emergency  ambulance  services7  developed 
to  meet  requirements  of  the  U.S.  Department 
of  Transportation  has  been  cited  as  one  of  the 
best  in  the  nation. 

However,  existing  statutes  do  not  provide 
the  State  Department  of  Health  and  its  Ad- 
visory Committee  on  EMS  with  the  broader 
mandate  that  is  necessary  to  move  toward  the 
development  of  a comprehensive,  coordinated 
statewide  emergency  care  system  in  Virginia. 
Transportation  services,  while  extremely  im- 
portant, are  only  one  component  of  a com- 
plete emergency  care  system.  There  is  a clear 
need,  therefore,  for  new  legislation  that  will 
strengthen  the  authority  and  responsibility  of 
the  State  Department  of  Health  and  the  Ad- 
visory Committee  on  EMS. 
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A General  Statement  of  Structure, 
Goals  and  Responsibilities  for  a 
Re-Organized  Advisory  Committee 
on  Emergency  Medical  Services 

In  the  new  legislation  that  is  ultimately 
drafted  and  proposed,  the  State  Department 
of  Health  should  be  assigned  the  responsibility 
for  state-wide  planning  and  development  of  a 
comprehensive,  coordinated,  emergency  care 
system  in  the  Commonwealth.  Obviously, 
planning  at  the  state  level  must  be  closely  ar- 
ticulated with  planning  at  regional  and  com- 
munity levels,  and  a primary  responsibility  of 
the  State  Department  of  Health  under  the  new 
legislation  should  be  to  stimulate  this  type  of 
cooperative,  multi-level  planning. 

To  advise  and  assist  the  State  Department 
of  Health  to  carry  out  its  broadened  responsi- 
bilities in  emergency  medical  services,  there  is 
an  important  role  for  a re-organized  Advisory 
Committee.  This  body  must  have  a member- 
ship structure  and  legislative  mandate  that  will 
permit  it  to  function  properly  in  helping  the 
State  Department  of  Health  to  move  promptly 
toward  the  development  of  a comprehensive 
emergency  care  system.  The  following  sec- 
tions outline  a membership  structure,  a set  of 
goals,  and  a statement  of  responsibilities  for 
a re-organized  Advisory  Committee. 

Membership  Structure.  In  accordance  with 
Section  32-310.2,  Chapter  16.1,  Title  32  of 
the  Code  of  Virginia,  the  existing  Advisory 
Committee  is  composed  of  nine  members  ap- 
pointed by  the  Governor  to  give  representa- 
tion to  the: 

9 League  of  Virginia  Counties 

• Virginia  Municipal  League 

• The  Medical  Society  of  Virginia 

• Virginia  Hospital  Association 

• Virginia  Funeral  Directors  Association 

• Virginia  Association  of  Rescue  Squads, 
Inc. 

• American  Red  Cross 

• Virginia  State  Firemen’s  Association 

It  is  felt  that  each  of  these  organizations  has 
an  important  role  in  emergency  medical  serv- 
ices and  should  continue  to  be  represented  on 
a reorganized  advisory  committee.  However, 


as  the  American  Medical  Association  and  other 
organizations  have  recognized,  broad  repre- 
sentation from  providers  of  health  services, 
public  agencies/ organizations  involved  with 
health  and  safety,  and  community  leaders  is  es- 
sential.8 Therefore,  it  is  urged  that  represen- 
tation on  the  re-organized  advisory  committee 
also  be  accorded  to  at  least  the  following: 

• American  College  of  Emergency  Physi- 
cians 

• Comprehensive  Health  Planning  Agen- 
cies (both  Statewide  and  local  agencies) 

• Commercial  Ambulance  Services 

• Virginia  Nurses’  Association 

• The  University  of  Virginia,  MCV-VCLT, 
and  the  Eastern  Virginia  Medical  School 
(the  major  State  institutions  involved  in 
higher  education  for  health  services) 

• Virginia  General  Assembly  (to  insure 
strong  linkage  between  the  Advisory 
Committee  and  the  legislature) 

• State  Civil  Defense  Office 

• The  Associated  Public  Safety  Communi- 

J 

cations  Officers,  Inc. 

• Virginia  Regional  Medical  Program 
« MAST 

• Citizens  (consumers  of  emergency  med- 
ical services) 

It  is  expected  that  the  total  membership  of 
the  re-organized  Advisory  Committee  will  in- 
clude approximately  21-26  persons  because  it 
will  be  desirable  for  certain  organizations  to 
have  more  than  one  representative.  For  ex- 
ample, because  of  the  large  and  growing  role 
of  hospitals  in  emergency  medical  services,  the 
Virginia  Hospital  Association  should  have  two 
or  more  representatives  on  the  Advisory  Com- 
mittee. It  is  essential  that  all  individuals  se- 
lected to  serve  on  the  Advisory  Committee 
have  a high  level  of  interest,  proven  capabili- 
ties, and  a dedication  to  improving  emergency 
medical  services  for  all  Virginians. 

Goals.  The  overall  goal  of  a comprehensive 
coordinated,  statewide  emergency  care  system 
is  to  improve  the  delivery  of  emergency  med- 
ical services  and  thereby  decrease  morbidity, 
hospitalization,  disability,  and  mortality.  This 
fundamental  goal  should  provide  direction  for 
the  State  Department  of  Health  and  the  re- 
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organized  Advisory  Committee  on  EMS  as 
they  strive  together  to  move  toward  develop- 
ment of  a comprehensive  emergency  care  sys- 
tem in  the  Commonwealth. 

To  complement  this  overall  goal,  a set  of 
supportive  objectives  should  be  incorporated 
into  the  proposed  legislation.  These  broad  ob- 
jectives would  be  shared  by  the  Department 
of  Health  and  the  re-organized  Advisory  Com- 
mittee. These  objectives  should  include  at 
least  the  following:9 

(1)  To  establish  a comprehensive , state- 
void  e emergency  care  system  on  a re- 
gionalized basis;  this  system  should  in- 
corporate facilities,  transportation, 
manpower,  communication,  and  other 
components  as  integral  parts  of  a uni- 
fied system. 

(2)  To  stimulate  the  developmetit  of  re- 
gional and  community  EMS  commit- 
tees or  councils,  which  will  provide 
coordinated  planning  and  action  de- 
signed to  provide  comprehensive  EMS 
services  in  their  areas.  In  achieving 
this  (and  other)  objectives,  the  De- 
partment of  Health  and  the  Advisory 
Committee  should  work  closely  with 
comprehensive  health  planning  agen- 
cies at  state  and  local  levels. 

(3)  To  promote  continuing  improvement 
in  system  components  including  trans- 
portation (ground  and  air),  communi- 
cations, hospital  emergency  depart- 
ments and  other  emergency  care  fa- 
cilities, consumer  health  information 
and  education,  health  manpower  and 
manpower  training  (basic  and  contin- 
uing), State  and  local  statutes,  and  per- 
formance standards. 

(4)  To  reduce  the  time  period  between 
identification  of  an  acutely  ill  or  in- 
jured patient  and  the  point  of  defini- 
tive treatment  and  to  increase  the  ac- 
cessibility of  high-quality  emergency 
services  for  all  citizens  in  Virginia. 

(5)  To  improve  the  quality  of  emergency 
medical  care  delivered  on  site,  in  trans- 
it, and  in  hospital  emergency  depart- 
ments. Concomitantly,  to  work  with 
medical  societies,  hospitals,  and  other 


public  and  private  agencies  to  develop 
approaches  whereby  the  many  persons 
who  are  presently  using  the  existing 
emergency  departments  for  routine, 
non-urgent,  primary  medical  care  will 
be  served  more  appropriately  and  eco- 
nomically. 

(6)  To  promote  the  most  progressive  con- 
cepts of  patient  management  within 
the  hospital  environment  so  that  the 
patient  is  not  in  a system  of  medical 
care  which  leads  to  the  hospital  but 
does  not  insure  proper  care  within  the 
emergency  department. 

(7)  To  identify  legislation  that  is  needed 
to  permit  and  stimulate  the  develop- 
ment of  an  effective,  statewide  emer- 
gency care  system  and  to  work  with 
the  Attorney  General  and  other  agen- 
cies for  its  prompt  enactment. 

(8)  To  implement  standards  for  EMS 
manpower , facilities , transportation , 
communications , and  other  EMS  com- 
ponents in  order  to  enhance  the  per- 
formance capability  of  the  overall 
emergency  care  system.  These  stand- 
ards may  be  implemented  either  as  vol- 
untary guidelines  or  as  mandatory 
statutes  depending  upon  situational 
factors. 

(9)  To  conduct  and/or  stimulate  pro- 
grams of  education  and  training  de- 
signed to  up-grade  the  knowledge  and 
skills  of  health  manpower  involved  in 
EMS. 

(10)  To  improve  public  awareness  of  the 
strengths  and  deficiencies  in  existing 
emergency  care  system  and  to  enlist 
their  active  cooperation  in  bringing 
about  improvements  which  will  en- 
hance accessibility,  quality  and  effi- 
ciency. Concomitantly,  to  educate  the 
public  concerning  medical  emergen- 
cies and  the  proper  use  of  the  emer- 
gency care  system. 

(11)  To  employ  progressive  techniques  of 
planning , management , and  evaluation , 
which  will  insure  that  the  comprehen- 
sive emergency  care  system  is  both  ef- 
ficient (economical)  and  effective  in 
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meeting  identified  needs  for  emergen- 
cy medical  care  in  the  Commonwealth. 
Such  techniques  must,  of  course,  be 
utilized  at  the  regional  and  community 
levels  as  well  as  at  the  State  level. 

(12)  To  develop  the  organizational  struc- 
ture, manpower,  and  other  resources 
necessary  to  insure  that  the  objectives 
stated  above  are  undertaken  and  ac- 
complished promptly  and  effectively. 

These  broad  objectives  will  provide  direc- 
tion for  the  State  Department  of  Health  and 
the  re-organized  Advisory  Committee  as  they 
work  together  to  improve  emergency  medical 
services  in  Virginia.  Clearly,  many  specific 
short-range  tasks  must  be  identified  and  ac- 
complished in  order  to  achieve  these  objectives. 
For  example,  existing  surveys  of  available  EMS 
facilities  and  services  will  probably  need  to  be 
up-dated  in  order  to  provide  a sound  basis  for 
regionalizing  the  emergency  care  systems.  The 
State  Department  of  Health  Staff  that  is  or- 
ganized to  perform  EMS  functions  should,  as 
a matter  of  high  priority,  delineate  the  neces- 
sary tasks  and  develop  plans  to  perform  them. 

Responsibilities.  The  proposed  legislation 
should  assign  the  State  Department  of  Health 
the  responsibility  and  authority  to  plan  and 
establish  a comprehensive  coordinated  emer- 
gency care  system  and  to  accomplish  the  broad 
objectives  stated  in  the  previous  section  of  this 
report.  The  legislation  should  also  require  the 
Department  of  Health  to  act  promptly  in  de- 
veloping a comprehensive  and  pragmatic  plan 
to  follow  in  meeting  these  responsibilities. 

The  proposed  legislation  should  assign  the 
re-organized  Advisory  Committee  on  EMS  the 
responsibility  to  advise  and  assist  the  State 
Department  of  Health  in  carrying  out  its  as- 
signed responsibilities.  The  Advisory  Commit- 
tee should  serve  as  an  action-oriented  task  force 
that  will  help  the  Department  of  Health  and 
other  agencies  to  move  promptly  toward  estab- 
lishing a comprehensive,  coordinated  emer- 
gency care  system  in  the  Commonwealth. 

References 
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Emotional  Problems  in  Asthmatic  Children 


There  is  a need  for  psychiatric 
intervention  in  childhood  asthma 
when  psychologic  factors  may  be 
of  etiologic  or  aggravating  impor- 
tance, when  symptoms  are 
worsened  by  individual  or  family 
tensions,  where  behavior  prob- 
lems have  appeared  in  the  child 
or  the  family.  Treatment  may  be 
directed  toward  prevention  of 
emotionally  triggered  attacks, 
modification  of  attitudes  toward 
the  child's  symptoms,  and  allevi- 
ation of  concurrent  behavior  dis- 
orders. 

HE  OLD  CONTROVERSY  between  al- 
lergists and  psychiatrists  whether  bronchial 
asthma  should  be  viewed  strictly  as  a psycho- 
somatic disorder  has  greatly  subsided.  Psy- 
chiatrists have  come  to  accept  a multicausal 
etiology  for  asthma,  which  holds  that  heredi- 
tary, allergic,  infectious,  and  psychologic  fac- 
tors independently  or  in  combination  may  all 
assume  etiologic  importance  in  asthma.  There 
are  no  longer  unrealistic  and  uncontrolled 
psychiatric  reports  claiming  that  psychother- 
apy or  psychoanalysis  can  cure  many  asthmatic 
patients.  From  the  mid-thirties  up  until  re- 
cently the  debate  between  some  allergists  and 
psychiatrists  was  remindful  of  the  old  Chinese 
saying:  “While  the  old  Mandarin  was  trying 
to  make  up  his  mind  how  to  describe  a dog- 
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wood  flower,  the  dogwood  season  was  over.” 
In  other  words,  many  opportunities  for  fruit- 
ful collaboration  in  treating  the  total  medico- 
psychosocial  picture  in  patients  with  asthma 
were  lost  due  to  fruitless  debate  about  the  rel- 
ative importance  of  causative  psychologic 
factors. 

The  term  “psychosomatic”  often  has  been 
misleading,  as  it  tends  to  convey  the  notion 
that  only  the  classical  psychosomatic  disorders, 
such  as  bronchial  asthma  and  peptic  ulcer, 
deserve  to  be  examined  from  both  the  psychic 
and  the  somatic  side,  and  further  implies  that 
psychic  disorders  have  little  to  do  with  bodily 
functions  and  physical  disorders  seldom  in- 
volve the  functions  of  the  mind  of  a patient. 
All  illnesses  are  of  psychosomatic  nature;  i.e., 
they  show  somatic  as  well  as  psychic  manifes- 
tations and  often  warrant  both  organic  and 
psychologic  investigation. 

Franz  Alexander,  in  1935,  proposed  the  still 
widely  accepted  theory  about  the  underlying 
mechanisms  of  psycho-physiologic  disorders, 
such  as  some  cases  of  asthma,  postulating  that 
chronic  and  exaggerated  emotional  arousal 
could  give  rise  to  profound  physiologic  reac- 
tions in  organ  systems  innervated  by  the  au- 
tonomic nervous  system.1  In  other  words,  the 
somatic  concomitants  of  acute  anxiety,  grief, 
or  rage  could  lead  to  adverse  physical  conse- 
quences in  an  individual  who  was  organically 
vulnerable  due  to  hereditary,  traumatic,  aller- 
gic, and  infectious  factors. 

Alexander  and  other  psychiatrists  also 
claimed  that  a central  emotional  problem  in 
asthma  was  the  patient’s  fear  of  separation  from 
the  mother,  and  that  the  asthmatic  attack  was 
equivalent  “to  an  inhibited  and  repressed  cry 
for  the  lost  mother.”  This  early  claim  has  not 
been  substantiated  for  the  majority  of  asth- 
matic patients  and  in  recent  years  especially 
pediatric  psychiatrists  have  cautioned  their 
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medical  and  psychiatric  colleagues  along  the 
following  lines: 

1.  Psychiatrists  cannot  draw  general  con- 
clusions about  common  personality  variables 
and  psychologic  influences  in  asthmatic  chil- 
dren, like  fear  of  separation  or  rejection  by 
mother,  as  our  sample  of  patients  seen  in  psy- 
chiatric evaluation  is  highly  selected.  The 
referral  to  the  psychiatrist  is  often  a last  resort 
in  children  with  severe  or  intractable  asthma 
who  have  failed  to  respond  to  medical  manage- 
ment; or,  the  asthma  is  coincidental  in  children 
referred  because  of  behavior  problems  of  all 
kinds.  These  skewed  groups  do  not  allow  for 
a generalization  of  findings  to  all  asthmatic 
children.2,3 

2.  There  are  no  certain  types  of  personality 
structure  in  asthmatic  children,  and  there  are 
no  definite,  consistent  psychologic  trauma  as- 
sociated with  onset  and  attacks  of  asthma. 
Like  other  psychosomatic  disorders,  there 
exists  no  well  documented,  proved  theory  re- 
garding psychologic  factors  in  childhood 
asthma.  Obviously,  though,  the  asthmatic  at- 
tacks often  are  emotionally  traumatic  events 
and  the  child’s  anxiety  is  contagious  to  the 
environment. 

3.  The  concept  of  multicausality  should 
warn  us  not  to  assign  singular  importance  to 
psychologic  factors  in  precipitating  asthmatic 
attacks  before  a careful  investigation  of  the 
total  medical  and  psychosocial  picture.  Fur- 
thermore, when  we  do  find  clear  evidence  of 
emotional  difficulties  in  an  asthmatic  child  and 
his  parents,  these  might  be  secondary  to  his  ill- 
ness and  its  impact  on  the  family  equilibrium. 

Turning  from  these  cautions  to  current 
views  on  the  significance  of  emotional  factors 
and  problems  in  childhood  asthma,  the  follow- 
ing four  points  are  generally  agreed  upon: 

1.  Psychologic  stress  factors  represent  one 
group  of  stimuli  that  may  trigger  or  aggravate 
asthmatic  symptoms  in  children  with  an  over- 
reactivity of  their  respiratory  tract.  Psycho- 
logic precipitants  usually  are  in  the  form  of 
negative  affects  such  as  anger,  anxiety,  depres- 
sion, or  of  pleasurable  excitement.  Such  emo- 
tional arousal  may,  via  neuroendocrine  and 


autonomic  pathways,  influence  the  bronchial 
musculature  and  mucous  secretion  and  initiate 
airway  obstruction  resulting  in  an  asthmatic 
attack.4  A central  effect  on  immunologic 
mechanisms,  involving  the  midbrain  and  hypo- 
thalamus, has  also  been  suggested  based  upon 
results  of  animal  research. 

2.  The  asthmatic  child  often  experiences 
anxiety,  sadness,  and  irritability  during  an  at- 
tack and  occasionally  fears  of  suffocation  and 
dying.  In  addition,  he  has  to  cope  with  the 
common  emotional  stress  factors  associated 
with  any  long-term  physical  illness  in  child- 
hood, such  as  frequent  hospital  admissions, 
separations  from  home  and  school  environ- 
ment, repeated  painful  and  often  poorly  un- 
derstood medical  procedures,  a continuous 
uncertainty  about  possible  future  attacks,  and 
the  interference  of  his  asthma  with  schooling, 
family  life,  leisure  activities,  vocational  train- 
ing, and  future  family  planning.5 

3.  The  parents,  especially  the  mother,  of 
the  asthmatic  child  are  expected  to  actively 
assist  in  the  medical  care  of  their  child  and 
to  master  their  own  anxiety  and  at  times  guilty 
and  depressed  feelings  about  the  chronic  dis- 
order. We  also  expect  them  to  carry  the  com- 
mon financial  burden  and  to  promote  as 
normal  a life  as  possible  for  their  ill  child, 
without  overprotecting  him  and  without  neg- 
lecting the  needs  of  other  family  members. 

4.  Even  if  the  majority  of  asthmatic  chil- 
dren and  their  families  cope  well  with  the 
mentioned  stress  factors  associated  with  the 
illness,  some  children  and  parents  show  evi- 
dence of  prolonged  poor  psychosocial  adjust- 
ment which  often  seems  to  worsen  the  child’s 
clinical  condition. 

What  are  the  common  emotional  problems 
and  maladaptive  responses  we  see  in  these  fam- 
ilies? In  terms  of  parents,  we  encounter  some 
mothers,  less  frequently  fathers,  who  under- 
standably show  fatigue,  irritability,  and  over- 
anxious attitudes  as  their  asthmatic  child  ex- 
periences one  medical  crisis  after  another, 
necessitating  vigilant  parental  attention  to  his 
care  at  home,  many  sleepless  nights,  and  fre- 
quent emergency  trips  to  the  hospital. 
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A small  number  of  parents  strike  us  as  con- 
stantly overprotective  and  infantilizing  toward 
their  child,  even  during  his  periods  of  remis- 
sion. This  oversolicitous  child  rearing  pattern 
often  has  been  present  before  the  onset  of 
asthma.  Occasionally,  such  parents  will  lose 
control  of  their  frustrated  feelings  related  to 
the  many  burdens  of  caring  for  a chronically 
ill  child,  and  burst  out  in  accusations  and  anger 
at  the  child,  as  if  they  rejected  him  because  of 
his  illness. 

The  asthmatic  child  of  overprotective,  con- 
stantly worried  parents  frequently  impresses 
us  as  fearful,  lacking  self-confidence,  being 
physically  inactive,  with  little  outside  interests. 
At  times,  he  is  intellectually  precocious,  with 
a “false”  heightened  self-esteem,  impressing 
outsiders  as  “spoiled”  and  his  peer  as  no  fun 
to  be  with. 

Persistently  rejecting,  angry,  impatient  atti- 
tudes of  mothers  of  asthmatic  children  are  seen 
infrequently.5,6  In  most  of  these  instances,  a 
careful  investigation  will  disclose  that  the  re- 
jecting attitudes  antedated  the  onset  of  asthma. 
The  child  was  unwanted,  gross  marital  prob- 
lems were  present,  the  mother  or  the  father 
was  mentally  ill,  etc.  The  asthmatic  child  with 
rejecting,  hostile  parents  obviously  feels  par- 
ticularly insecure  and  in  our  experience  such 
a child,  over  age  six  or  seven,  often  can  ac- 
curately describe  the  vacillating  and  rejecting 
behavior  of  his  parents,  and  he  will,  rightly 
or  wrongly,  associate  it  with  precipitating  or 
worsening  his  asthmatic  symptoms. 

Another  not  uncommon  emotional  problem 
in  childhood  asthma  is  represented  by  the 
parental  observation  or  accusation  that  the 
child  manipulates  his  environment  by  “con- 
sciously” beginning  to  wheeze  and  breathe 
hard  in  an  attempt  to  gain  special  consideration 
or  to  avoid  a duty.  Granted  that  this  actually 
happens  in  some  families  and  some  asth- 
matic children  proudly  claim  to  possess  the 
power  of  controlling  their  symptoms  and  even 
threaten  their  physician  in  this  regard.  But 
is  this  enough  evidence  to  accept  the  concept 
of  the  young  patient  willfully  inducing  an 
attack?  May  it  not,  at  least  in  some  cases, 


simply  mean  that  the  child  is  trying  to  master 
his  anxiety  about  asthmatic  attacks  by  pro- 
claiming to  be  in  control  of  their  onset  and 
course?  Especially  as  the  medical  staff  and 
the  parents  so  often  fail  to  prevent  them?  It 
should  be  emphasized,  however,  that  the  cur- 
rent data  on  modifying  autonomic  responses  in 
humans,  using  operant  conditioning  techniques 
by  which  reinforcement  can  change  heart  rate 
and  blood  pressure,  might  be  helpful  in  elu- 
cidating the  psychologic  factors  in  childhood 
asthma.7  Applying  learning  theory,  it  seems 
plausible  that  subtle  family  interactional  fac- 
tors in  some  cases  may  serve  as  positive  rein- 
forcement of  the  child’s  learned  response, 
asthma.  This  carries  with  it  certain  paradoxical 
gains  for  the  child,  probably  also  his  parents. 
However,  such  a learning  process,  involving 
family  reinforcement  of  the  respiratory  symp- 
toms, does  not  presuppose  conscious  aware- 
ness of  either  the  child  or  his  parents. 

Two  case  vignettes  from  our  Medical  Center 
illustrate  the  impact  of  asthma  on  young  chil- 
dren and  the  role  of  a pediatric-psychiatric 
liaison  team  in  treating  emotional  complica- 
tions in  asthmatic  children  and  their  families. 

Case  1.  Mel,  an  asthmatic  10  year  old  boy, 
showed  vivid  imagination  and  fears  related  to 
his  condition.  Emotional  manifestations  such  as 
his  are  not  uncommonly  seen  in  asthmatic 
children  who  lack  in  family  support  and  sta- 
bility. Mel  has  suffered  from  non-allergic 
asthma  since  age  two  and  required  many  emer- 
gency admissions  due  to  status  asthmaticus. 
His  deprived  social  background,  with  his  di- 
vorced parents  continually  fighting  for  the 
custody  of  Mel  and  his  brother,  has  prompted 
the  pediatricians  to  view  many  of  Mel’s  asth- 
matic attacks  as  being  triggered  by  his  mark- 
edly negative  feelings  about  having  to  visit 
his  mother;  he  presently  lives  with  his  paternal 
grandmother.  Mel  has  all  the  signs  of  a cul- 
turally disadvantaged  youngster  and  requires 
remedial  instruction  in  school.  The  psycho- 
therapy sessions  with  Mel,  which  have  lasted 
on  and  off  for  two  years,  confirm  the  allergists’ 
impression  that  Mel  has  welcomed  some  hos- 
pital admissions  as  a relief  when  he  is  faced 
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with  a pending  visit  to  his  mother’s  home,  or 
when  his  grandmother  has  been  unusually  strict 
and  threatening  to  him.  With  the  therapist, 
Mel  has  recalled  many  memories  of  violent  ar- 
guments and  fights  between  his  parents  and 
of  being  whipped  by  his  mother  when  he 
began  to  wheeze.  Early  in  therapy,  Mel  ex- 
pressed the  idea  that  his  mother  had  “put  a 
curse  on  me,  she  probably  wants  me  to  die.” 
He  later  described  his  persistent  perception  of 
the  nature  of  his  asthmatic  condition:  his 

mother  had  suffered  from  asthma  until  Mel  was 
born  and  then  got  cured  because  she  gave  “the 
asthma  to  me.”  He  has  added,  with  anger,  “I 
sure  would  like  to  give  it  back  to  her,  if  I see 
her  again.”  Mel  views  his  asthmatic  condition 
as  being  located  somewhere  in  his  stomach 
region,  and  an  operation  could  remove  it. 
However,  the  surgeons  refrain  from  operating, 
“because  they  are  afraid  of  getting  the  asthma 
from  me.” 

An  additional  fantasy  of  Mel’s  is  that  he 
might  infect  other  children  with  his  illness, 
“just  a little  bit  each,  to  many  of  them,  so 
they  wouldn’t  get  very  sick.”  He  repeatedly 
shows  that  he  views  himself  as  different,  dirty, 
and  dangerous  to  others,  and  that  he  blames 
his  mother  for  his  chronic  illness.  His  strong 
fears  of  asthma  are  often  expressed;  e.g.,  “If 
only  the  doctors  can  keep  me  alive  long 
enough,  maybe  I can  give  the  asthma  to  some- 
one else  and  get  well.”  A common  daydream 
of  Mel’s  conveys  his  fear  of  suffocation  and 
his  attempts  to  master  it  by  magic:  he  is  pre- 
tending to  be  dead,  doesn’t  breathe,  and  is 
put  in  a casket.  At  the  undertaker’s  house  he 
suddenly  raises  the  lid  of  the  casket  and  scares 
everyone  away,  as  they  think  Mel  is  a living 
ghost. 

Mel’s  psychotherapy  has  relieved  him  of 
some  of  these  frightening  associations  to  his 
asthma,  and  also  stabilized  his  social  situation. 
Clinically,  he  only  suffers  occasional  mild  at- 
tacks of  wheezing  as  long  as  his  grandmother 
regularly  brings  him  to  therapy  and  accepts 
counselling  regarding  her  role  as  his  caretaker. 

Case  2.  Mary,  now  seven  years  old,  devel- 
oped asthma  around  age  one.  During  the  past 


two  years  she  has  had  12  hospital  admissions, 
some  of  them  requiring  respirator  treatment 
in  the  I.C.U.  Desensitization  and  steroid  treat- 
ment started  at  an  early  age.  Currently,  Mary’s 
asthma  is  viewed  as  non-aliergic,  with  marked 
emotional  components.  During  the  past  three 
years,  her  parents  have  become  increasingly 
frustrated  and  angry  about  their  “miserable 
life”  because  of  Mary’s  life-threatening,  fre- 
quent attacks.  They  complain  about  extensive 
medical  bills,  not  being  able  to  leave  their  home 
or  go  on  vacation,  and  the  “gloomy”  influence 
of  Mary  on  their  two  other  children.  The 
mother  spoke  about  spanking  Mary  when  she 
was  uncooperative  and  whining,  and  added, 
“But  I get  punished,  because  she  gets  an  attack 
and  we  have  to  rush  to  the  hospital.”  Both 
parents  often  have  accused  Mary  of  bringing 
on  attacks  in  an  attempt  to  get  her  own  way. 

Last  fall  our  hospital  staff  noticed  that  Mary 
responded  well  to  firm  limits  and  rule  setting 
on  the  ward,  and  that  her  testing,  provocative 
tendencies  presented  little  problem  except 
when  the  parents  visited.  Around  them  she 
behaved  like  a whiny  toddler.  The  history- 
taking revealed  several  important  psycho- 
social factors:  Mary  did  not  speak  in  single 
words  until  age  three,  in  sentences  at  age  four. 
She  had  frequent  temper  tantrums  and  breath- 
holding spells  from  age  three,  lasting  for  about 
a year.  Her  asthma  became  more  severe  after 
the  birth  of  her  brother  at  age  five.  No  attacks 
have  ever  occurred  in  school  and  she  is  liked 
by  her  teachers  and  classmates.  Mary’s  father 
suffers  from  non-allergic  asthma  and  is  severely 
overweight.  He  is  a domineering,  resentful 
person,  who  occasionally  gets  very  angry  at 
our  staff,  criticizing  the  treatment  approach 
with  Mary.  His  states  of  anger  at  times  seem 
to  trigger  asthmatic  attacks  during  which  he 
gasps,  coughs,  and  wheezes,  yet  continues  to 
talk  and  criticize. 

After  a thorough  medical  and  psychosocial 
evaluation  last  fall,  the  parents  reluctantly  ac- 
cepted our  joint  recommendation  to  place 
Mary  in  a foster  home  in  Charlottesville,  while 
she  received  continued  medical  and  psychiatric 
outpatient  care  at  our  hospital.  The  parents 
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also  agreed  to  counselling  at  their  local  mental 
health  clinic.  The  psychiatric  evaluation 
showed  Mary  to  be  of  average  intelligence. 
She  poured  out  painful,  emotional  material  on 
projective  testing  and  told  stories  about  chil- 
dren being  hated  by  their  parents,  wanting  to 
escape  or  to  die,  and  also  feeling  bad  and 
unsafe.  She  alluded  to  all  the  inconveniences 
her  illness  had  caused  her  family. 

Mary  has  been  seen  in  weekly  psychother- 
apy for  the  past  eight  months.  Her  initial  sad, 
non-verbal,  and  cautious  behavior  in  the  play- 
room has  changed  to  one  of  often  animated 
interaction  with  her  psychiatrist,  ordering  her 
around,  and  engaging  in  aggressive  games  with 
the  toy  material.  Mary  used  the  therapy  ses- 
sions to  work  through  some  of  her  fears  and 
reluctance  to  visit  her  home  for  the  first  time 
after  two  months  of  steady  medical  and  foster 
home  progress.  “The  road  home  is  very  dan- 
gerous”, she  staged  in  the  sandbox,  with  cars 
being  blown  up.  Further  play  sessions  have 
helped  her  to  express  in  words  her  views  of 
her  parents  as  removed,  stern  disciplinarians, 
who  never  play  with  their  children.  The  ther- 
apist has  all  along  provided  Mary  with  words 
for  important  feeling  states  shown  in  the  play- 
room, such  as,  “angry,  sad,  scared,  loving, 
jealous”. 

Along  with  her  clinical  improvement,  Mary 
has  begun  to  relate  warmly  with  her  unusually 
competent  foster  mother  who  has  noted  how 
happy  Mary  is  when  allowed  to  play  outdoors, 
“even  in  the  mud”— getting  dirty;  how  com- 
petitive Mary  is,  and  how  angry  she  becomes 
when  she  cannot  keep  up  with  her  playmates. 
Most  of  her  wheezing  episodes  in  the  past 
eight  months  have  been  mild  and  related  to 
physical  exertion.  Many  of  them  have  re- 
sponded to  gentle  cuddling  and  talk  by  the 
foster  mother. 

The  parents,  still  concerned  about  “losing” 
Mary  if  she  does  much  better  away  from 
home,  have  become  more  cooperative  and 
pleased  about  Mary’s  uneventful  visits  home. 
They  feel  more  confident  in  handling  her  at 
home,  and  have  also  confided  in  their  counsel- 
lor many  years  of  marital  disharmony. 

Our  comprehensive  medical,  psychiatric,  and 


social  efforts  to  rehabilitate  Mary  and  her 
family  have  only  begun.  The  staff  involve- 
ment required  in  a case  like  hers  is  extensive. 
Yet,  this  appeared  the  only  viable  alternative 
to  referring  her  to  a remote  residential  treat- 
ment center,  which  her  parents  refused  to 
consider.  Whatever  the  allergic  and  other 
organic  etiologic  factors  were  in  Mary’s  case, 
her  later  years  of  steady  deterioration  seemed 
to  be  related  to  a pathologic  home  situation. 
Her  parents’  increasing  sense  of  frustration, 
helplessness,  and  anger  led  them  at  times  to 
withdraw  from  her  and  to  punish  and  criticize 
her.  Gradually  Mary  became  aware  of  these 
attitudes  which  deeply  frightened  her.  She 
tried  to  cope  with  her  distress  by  resorting  to 
nagging,  manipulating,  and  clinging  behavior. 
The  temporary  foster  home  placement,  where 
Mary  is  treated  as  a normal  child,  has  provided 
her  with  considerable  physical  and  emotional 
freedom.  The  supportive  psychotherapy  has 
increased  her  awareness  of  normal  negative  and 
positive  feelings  and  the  complexities  of  fam- 
ily interaction. 

Discussion 

The  cases  of  Mel  and  Mary  illustrate  some 
main  principles  of  psychiatric  intervention  in 
situations  of  severe  childhood  asthma  and  sec- 
ondary prolonged  family  maladjustment.4  The 
rather  traditional  psychotherapy  sessions  allow 
the  children  to  vent  feelings,  memories,  and 
fantasies  associated  with  their  chronic  illness 
and  disturbed  family  equilibrium.  In  Mary’s 
case,  the  temporary  foster  home  placement 
provides  a necessary  reduction  of  family  ten- 
sion and  direct  counselling  of  the  parents— 
a relaxed  “breathing  spell”  for  her  whole  fam- 
ily. Simultaneously,  Mary  has  ample  oppor- 
tunities to  become  socially  active  with  peers 
and  to  gain  physical  strength,  social  and  aca- 
demic skills,  and  increased  self-assurance  as  a 
normal  young  person  with  a controllable 
physical  ailment.5  Mary’s  foster  mother  has 
been  employing  a form  of  relaxation  training 
when  she  gently  holds  and  talks  to  Mary  as 
she  experiences  the  onset  of  an  asthmatic  attack 
after  physical  exertion— usually  the  wheezing 
subsides. 
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No  psychosocial  treatment  technique  with 
asthmatic  children  can  claim  superior  results.3-4 
A possible  exception  might  be  residential  treat- 
ment for  those  children  whose  respiratory 
symptoms  are  resistant  to  all  medical  and  psy- 
chologic procedures  in  their  home  environ- 
ment.7 These  are  situations  where  family  ten- 
sion markedly  aggravates  the  asthmatic  con- 
dition and  is  not  amenable  to  the  usual  ther- 
apeutic measures,  such  as  individual  and  parent 
therapy,  group  psychotherapy,  and  behavior 
therapy.  The  results  of  the  use  of  sedatives 
and  tranquilizers  in  an  attempt  to  reduce 
anxiety  levels  in  asthmatic  children  are  equivo- 
cal. In  addition,  their  potential  danger  in  terms 
of  depressing  respiratory  function  and  bron- 
chial reflexes  explains  why  they  find  little  use 
in  most  centers  for  asthmatic  children.  Chloral 
hvdrate  remains  the  safest  drug  when  sedation 
is  necessary. 

There  are  two  well-known  essential  factors 
for  the  successful  modification  of  childhood 
asthma:  an  optimal  team  relationship  between 
the  pediatrician  or  allergist  and  the  psychiatric 
therapist,  with  constant  communication  re- 
garding the  child’s  physical  and  psychosocial 
condition;  and  the  establishment  of  a good 
working  relationship  with  the  parents  or  par- 
ental substitutes  of  the  child— they  are  crucial 
therapeutic  allies.  Family  treatment  of  asth- 
matic children  holds  much  promise  for  the 
future,  as  it  can  alleviate  family  conflicts  that 
may  precipitate  or  aggravate  asthmatic  symp- 
toms of  a child,  and  also  promote  improved 
family  adaptation  to  the  long-term  childhood 
disorder. 

Summary 

In  conclusion,  child  psychiatry  has  a selec- 
tive role  in  the  treatment  of  asthmatic  children. 
Referral  for  psychosocial  evaluation  of  a fam- 
ily with  an  asthmatic  child,  with  a considera- 
tion of  psychiatric  treatment,  seems  indicated 
in  the  following  situations:  (1)  Children  with 
non-allergic,  non-inf ectious  asthma  where 
psychologic  factors  are  likely  to  be  of  etiologic 
and/or  aggravating  importance;  (2)  Any 
asthmatic  child  whose  symptoms  appear  to 
be  repeatedly  worsened  by  individual  or  fam- 


ily tension,  or  whose  chronic  disorder  has 
caused  secondary  behavior  problems  or  mal- 
adaptive family  patterns;  (3)  Behavioral  prob- 
lems seemingly  unrelated  to  the  child’s  asth- 
matic illness.  Psychiatric  intervention  in  child- 
hood asthma  may  be  oriented  toward  preven- 
tion of  emotionally  triggered  attacks,  modifi- 
cation of  the  child’s  and  the  parents’  attitudes 
toward  his  symptoms,  and  alleviation  of  a 
concurrent  behavior  disorder.  Frequently,  all 
three  directions  are  pursued.  Careful  evalua- 
tions of  the  effectiveness  of  various  psycho- 
logic approaches  to  the  modification  of  child- 
hood asthma  are  sorely  needed.  The  clinical 
material  for  such  studies  will  remain  ample— 
alas,  “the  dogwood  season”  will  ever  recur. 


Acknowledgment.  Gretchen  Kelly,  Janet 
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Tobramycin  in  the  Neonatal  Period 


The  clinical  pharmacology  of  to- 
bramycin was  studied  in  15  new- 
born infants.  Tobramycin  was 
found  to  be  effective  in  vitro 
against  most  gram  negative  or- 
ganisms encountered  in  neonatal 
infections.  Specific  recommen- 
dations and  precautions  are  out- 
lined for  treating  selected  neo- 
nates with  tobramycin. 

AN  EVALUATION  of  tobramycin  in  the 
newborn  was  undertaken  during  the  first 
six  months  of  1972.  This  drug  is  a new  member 
of  the  aminoglycoside  family  which  includes 
gentamicin,  kanamycin,  streptomycin,  neo- 
mycin, and  paromomycin.1  These  antimicro- 
bial agents  have  a number  of  pharmacologic 
properties  in  common:  bactericidal  action,  poor 
absorption  from  the  gastrointestinal  tract,  ex- 
cretion by  glomerular  filtration,  relatively  low 
serum  protein  binding,  and  potential  renal 
toxicity  and  ototoxicity.2  In  vitro  data  indi- 
cated that  the  common  pathogenes  such  as 
Staphylococcus,  Escherichia,  Pseudomonas, 
and  other  gram  negative  organisms  are  highly 
susceptible  to  tobramycin.3  Because  of  these 
facts,  the  clinical  pharmacologic  activity  of 
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tobramycin  was  evaluated  in  15  newborn  in- 
fants who  had  suspect  sepsis,  sepsis  or  menin- 
gitis. Bacterial  susceptibility  and  basic  data 
concerned  with  dosage,  levels,  and  accumula- 
tion of  tobramycin  in  sera  and  cerebral  spinal 
fluid  (CSF)  are  reported  in  this  communica- 
tion. 

Materials  and  Methods 

Antimicrobial  susceptibility  studies.  Organ- 
isms obtained  from  clinical  material  including 
blood,  urine,  and  respiratory  specimens  were 
tested  for  their  susceptibility  by  both  the  disc 
diffusion  and  tube  dilution  techniques  for  the 
minimum  inhibitory  concentration  levels 
(MIC)  and  minimum  bactericidal  levels 
(MBC).  In  both  procedures,  organisms  of 
known  susceptibility  were  included  as  controls 
in  order  to  test  for  the  reproducibility  of  re- 
sults. The  disc  diffusion  technique  was  a 
modification  of  the  World  Health  Organiza- 
tion procedure.6  The  tube  dilution  method 
was  performed  as  outlined  by  Anderson.1 

The  assay  method  used  for  tobramycin 
serum  and  spinal  fluid  levels  was  that  of  Win- 
ters, Litwack,  and  Hewitt,  with  the  substitu- 
tion of  tobramycin  for  gentamicin.5  The  test 
organism  was  Bacillus  glabigii. 

Sera  from  infants  receiving  penicillin  in 
addition  to  tobramycin  were  treated  with 
80,000  units  of  penicillinase  to  inactivate  peni- 
cillin. Controls  indicated  that  the  tobramycin 
assay  technique  was  not  altered  by  the  addi- 
tion of  penicillinase  to  the  test  sera.  All  blood 
samples  for  study  were  collected  by  needle 
aspiration.  Sera  were  separated  and  then  stored 
at  -70°C.  until  assayed. 

Serum  half-life  determinations.  The  half- 
life  of  tobramycin  in  serum  was  approximated 
by  plotting  the  serum  tobramycin  level  for 
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each  infant  against  time  (hours  after  admin- 
istration) on  graph  paper.  The  time  at  which 
the  serum  tobramycin  level  was  50%  of  the 
peak  level  was  taken  as  the  serum  half-life. 

Patients.  Fifteen  infants  who  were  diag- 
nosed at  birth  as  having  suspect  sepsis,  sepsis 
or  neonatal  meningitis  were  selected  for  the 
study  from  the  Medical  College  of  Virginia 
nursery.  Infants  suspected  of  having  infection 
were  those  with  abnormal  temperatures,  un- 
explained change  in  feeding  pattern,  failure  to 
thrive,  and  infants  born  of  mothers  with  clin- 
ical amnionitis.  These  patients  were  treated 
with  tobramycin  and  penicillin  until  cultures 
were  reported  as  negative,  clinical  cure  was 
evident  or  culture  results  indicated  another 
antibiotic  was  preferable.  Informed  parental 
consent  was  obtained  in  all  cases. 

All  infants  receiving  tobramycin  were  eval- 
uated daily  during  therapy  with  regard  to  their 
clinical  conditions  and  laboratory  results.  To- 
bramycin was  continued  if  the  pathogen  was 
susceptible  in  vitro  and  the  clinical  response 
satisfactory.  All  infants  receiving  tobramycin 
were  carefully  followed  for  evidence  of  renal, 
hematologic,  and  hepatic  toxicity.  A complete 
blood  cell  count,  urinalysis,  blood  urea  nitro- 
gen (BUN),  blood  glucose,  calcium,  phos- 
phate, uric  acid,  total  protein,  cholesterol, 
albumin,  bilirubin,  liver  enzymes  (LDH, 
SGOT,  alkaline  phosphatase)  were  performed 
prior  to  and  at  the  conclusion  of  therapy. 

CSF  was  obtained  prior  to  therapy  for  diag- 
nostic purposes  and  midway  between  the 
fourth  and  fifth  doses  of  tobramycin  (28  hours 
after  the  start  of  therapy)  for  drug  level  evalu- 
ation. It  was  stored  at  —70°  C.  until  assayed. 

Results 

Serum  tobramycin  assays.  Serum  for  assay 
of  antimicrobial  activity  was  obtained  from 
15  infants  at  one  and  eight  hours  after  intra- 
muscular administration  of  1.3  mgm/kg.  of 
tobramycin  which  was  repeated  every  eight 
hours.  At  80  hours  after  onset  of  therapy 
another  serum  specimen  was  obtained;  this 
sample  being  collected  eight  hours  after  the 


previous  intramuscular  dose  of  1.3  mgm/kg. 
Fig.  1 illustrates  the  tobramycin  levels  at  one 
hour  (mean  2.24  ju,gm/ml.)  and  at  eight  hours 
(mean  0.96  ^gm/ml.)  with  the  highest  level 
occurring  at  one  hour  with  a continual  fall 
to  the  eight  hour  level.  The  tobramycin  levels 
obtained  at  eight  hours  (mean  0.96  figm/ml.) 
and  at  80  hours  (mean  1.1  /Ltgm/ml.)  are 

4.  6 


Time  after  administration 
(hours) 

Fig.  1.  Tobramycin  serum  concentration  versus  time. 

shown  in  Fig.  2 indicating  that  there  was  no 
accumulation  of  tobramycin  with  long-term 
therapy. 

Half-life  of  tobramycin  in  serum.  The  ap- 
proximate half-life  values  of  tobramycin  for 
various  infant  groups  are  shown  in  Table  II. 
The  length  of  activity  was  directly  related  to 
birth  weight  of  the  infants  with  a half-life  of 
greater  than  eight  hours  for  the  1,500-2,000 
Gm.  infant  compared  with  a half-life  of  six 
and  a half  hours  for  the  3,000-3,500  Gm.  in- 
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Tobramycin  serum  concentration  (|igm/ml) 


fant.  The  activity  of  the  2,000-2,500  and 
2,500-3,000  Gm.  infants  fell  between  the  pre- 
vious value  with  a half-life  of  about  eight 
hours  for  each  group  (eight  hours  and  seven 


8 16  24  32  40  48  56  64  72  80  88  96  104  112  120 

Time  (hours) 


mean  tobramycin  value 

Fig.  2.  Tobramycin  serum  concentration  versus  time  into  therapy. 

(Serum  sample  taken  immediately  prior  to  tobramycin  administration) 

and  two-fifths  hours,  respectively).  All  of 
these  infants  were  treated  in  the  immediate 
postpartum  period. 


Table  l Relationship  of  infant  weight  to  tobramycin  levels* 


Infant 
weight 
in  Gms. 

Serum  tobramycin 
ugm/ml 

1 hr.  8 hr. 

Serum 
haif-life 
in  hrs. 

CSF 

tobramycin 

ygm/ml. 

2,021 

2.  2 

1.  8 

17-1/2 

1.  2 

3,  550 

1.9 

0.9 

7-3/4 

0 

3,560 

1.  6 

0.  3 

5-1/2 

0.  6 

3,590 

1.9 

0.6 

6-3/4 

0 

2,590 

1.6 

0.  8 

8 

0 

1,500 

2.  3 

1. 1 

6 

- 

3,  680 

3.  3 

0.6 

5-1/4 

- 

3,542 

1.  2 

0.5 

7 

0 

1,771 

1.  4 

0.7 

7-1/4 

1.5 

2,825 

2.  1 

0.7 

6-1/2 

0 

1,700 

1.7 

1.  2 

13 

0.5 

2,  320 

2.5 

1.  2 

8 

1.  2 

2,  956 

2.  8 

6.9 

5-1/2 

0 

2,930 

4.  6 

1.5 

6 

0 

2,900 

2.0 

1.  3 

11 

0.7 

*Interval  between  injections  was  8 hours. 


Accumulation  of  tobramycin  in  serum.  To 
study  accumulation  of  tobramycin  in  neonates, 


serum  levels  were  obtained  at  eight  and  at  80 
hours  during  therapy.  These  times  represent 
periods  just  prior  to  the  administration  of  the 
next  dose  due  the  patient  in  the  course  of  his 
therapy.  The  mean  serum  level  at  eight  hours 
of  therapy  was  0.9  />igm/ml.  with  a range  of 
0.5- 1.8  fJLgm/m\.  At  80  hours  the  level  was 
1.1  ftgm/ml.  with  a range  of  0.3 -1.6  /u-gm/ml. 
One  patient  had  an  eight  hour  value  of  0.9 
/Agm/mi.  and  an  80  hour  value  of  2.6  /^gm/ml. 
This  was  a 3,550  Gm.  infant  and  had  an  0.2 
level  24  hours  after  termination  of 
therapy.  It  is  probable,  but  could  not  be  def- 
initely determined,  that  the  child  received 
his  80  hour  tobramycin  dose  prior  to  the 
drawing  of  this  serum  sample.  His  serum 
half-life  was  seven  and  three-quarter  hours. 

CSF  tobramycin  levels.  A CSF  sample  was 
obtained  28  hours  after  the  start  of  therapy 
with  tobramycin.  This  time  represented  a 
point  midway  between  the  fourth  and  fifth 
doses  (four  hours  after  the  fourth  dose  and 
four  hours  before  the  fifth  dose).  Only  infants 
weighing  2,500  Gms.  or  less  and  who  had  a 
serum  half-life  of  greater  than  eight  hours  had 
measurable  tobramycin  levels  in  the  CSF.  Only 
two  of  ten  infants  of  greater  than  2,500  Gms. 
had  detectable  levels  of  tobramycin  in  the  CSF 
(Table  I). 


Table  IL  Infant  weight  groups  in  relation  to  tobramycin  levels 


Number 

of 

infants 

infant 
weights 
in  Gms. 

Serum 
tobramycin 
1 hr.  8 hrs. 

jigm/ml  ygm/ml 

CSF 

tobramycin 

^igm/ml 

Half-life 

tobramycin 

hrs. 

4 

1,  500-2,  000 

2.  0 

1.  2 

1.1 

11.5 

1 

2,000-2,500 

2.5 

1.  2 

1.2 

8 

5 

2,500-3,000 

2.  6 

1.  0 

0.  1 

7-2/5 

5 

3,  000-3,  500 

2.0 

0.6 

0. 1 

6.5 

There  was  no  correlation  between  serum 
and  CSF  levels  of  tobramycin  as  shown  in 
Fig.  3.  However,  there  was  a positive  cor- 
relation between  serum  half-life  and  CSF  to- 
bramycin level  measured  at  20  hours. 

In  vitro  susceptibility  studies.  The  MIC  and 
MBC  for  the  common  gram  negative  bacteria 
associated  with  sepsis  are  shown  in  Table  III. 
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The  majority  of  strains  had  an  MBC  value 
that  was  the  same  as  the  MIC.  Most  of  the 
Pseudomonas  strains  were  susceptible  to  levels 
that  were  readily  achievable  in  serum  as  dem- 
onstrated in  the  previous  tables.  Only  one  of 
the  1 0 Pseudomonas  strains  tested  had  an  MBC 
greater  than  100  /*gm/ml.  This  organism  was 
the  most  resistant  of  all  of  the  bacteria  tested. 
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Tobramycin  cerebral  spinal  fluid  concentration 
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Toxicity  evaluation  of  tobramycin.  All  in- 
fants had  hemoglobin,  hematocrit,  WBC,  dif- 
ferential, urinalysis,  calcium,  phosphorus,  uric 
acid,  total  protein,  albumin,  total  bilirubin,  al- 
kaline phosphatase,  LDH,  SGOT,  BUN  be- 
fore, during  and  after  therapy.  There  were 
no  abnormal  values  that  could  be  attributed 
to  medication. 


Discussion 

The  present  study  demonstrates  that  tobra- 
mycin has  the  following  properties:  in  vitro 
inhibition  of  many  of  the  organisms  encoun- 
tered in  neonatal  infections  (bactericidal  ac- 
tion), a safe  parenteral  route  of  administration 


Table  III.  In  vitro  susceptibility  of  common  gram  negative  bacteria  to  tobramycin 


Species 

Number 

of 

strains 

tested 

MIC 

yigm/ml 

Number 

of 

strains 

tested 

MBC 

^lgm/ml 

Pseudomonas 

i 

0. 19 

1 

0.19 

Pseudomonas 

2 

0.  39 

2 

0.78 

Pseudomonas 

2 

0.  39 

2 

1.56 

Pseudomonas 

2 

0.78 

2 

1.56 

Pseudomonas 

1 

0.78 

1 

3.12 

Pseudomonas 

1 

0.78 

1 

6.  25 

Pseudomonas 

1 

0.78 

1 

> 100.  00 

Escherichia 

1 

0.  78 

1 

0.78 

Escherichia 

2 

1.56 

2 

1.  56 

Escherichia 

2 

3. 12 

2 

6.  25 

Citrobacter 

1 

1.  56 

1 

1.56 

Klebsiella 

1 

0.78 

1 

0.  78 

Klebsiella 

3 

1.56 

3 

1.56 

Klebsiella 

1 

3. 12 

1 

3.12 

Enterobacter 

2 

1.56 

2 

1.56 

Proteus  mirabilis 

1 

3.12 

1 

3.12 

Salmonella 

1 

6.  25 

1 

6.25 

MIC=Minimum  inhibitory  concentration 
MBC=Minimum  bactericidal  concentration 


which  produces  suitable  serum  antibacterial 
levels,  lack  of  accumulation  in  serum  with 
multiple  doses,  access  to  the  central  nervous 
system  in  less  than  2,500  Gm.  infants,  lack 
of  detectable  levels  of  tobramycin  in  the  2,500 
Gm.  or  greater  infants  and  freedom  from  acute 
adverse  effects.  However,  there  are  no  long- 
term follow-up  studies  of  renal  toxicity  or 
ototoxicity. 

Gentamicin  or  tobramycin  in  combination 
with  carbenicillin  can  be  recommended  for  the 
treatment  of  neonatal  infections  caused  by 
Pseudomonas  species.  If  tobramycin  is  to  be 
used  in  the  neonatal  period,  certain  precau- 
tions should  be  observed: 

1.  Until  data  are  available  on  larger  dosage 
schedules,  1.3  mgm/kg./dose  should  be  ad- 
ministered intramuscularly  every  eight  hours. 
This  dose  has  been  derived  for  infants  with 
normal  renal  function. 
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2.  Bacterial  susceptibility  studies  should  be 
performed  on  the  causative  organism  and  the 
pathogen  should  be  sensitive  to  tobramycin  at 
an  MIC  level  of  1.0  /xgm/ml.  or  less.  In  men- 
ingitis, if  the  birth  weight  is  greater  than  2,500 
Gms.,  intrathecal  tobramycin  should  be  con- 
sidered. 

3.  Appropriate  laboratory  studies  should  be 
obtained  to  detect  hematologic,  renal,  or 
hepatic  toxicity.  If  possible,  auditory  and  ves- 
tibular function  should  be  assessed  several 
months  later. 
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When  Earth's  Last  Patient  Is  Treated 

When  earth’s  last  patient  is  treated  and  the  ink 
in  the  appointment  book  has  dried 
And  the  lights  in  the  waiting  room  are  dark- 
ened and  the  insurance  forms  are  all  laid 
aside 

We  shall  rest  and  faith  we  shall  need  it,  lie 
down  for  an  aeon  or  two 
Till  the  Chief  of  all  good  physicians  shall  call 
us  to  work  anew. 

And  those  that  were  good  shall  be  happy  and 
they  shall  work  at  hospitals  of  gold 
And  their  stethoscopes  will  sparkle  with  jewels 
and  instruments  of  pure  silver  we  shall  hold. 


We  will  have  angels  as  nurses  and  will  be  free 
from  emergency  call 

And  shall  work  for  an  age  at  a sitting  and  never 
grow  tired  at  all. 

The  Master  Himself  shall  be  Chief,  His  only 
to  praise  or  to  blame 

And  no  one  shall  work  for  money  and  no  one 
shall  work  for  fame 

But  all  for  the  joy  of  working  and  each  in  that 
time  afar 

Shall  treat  his  patient  as  he  sees  fit  for  the  God 
of  things  as  they  are. 

—Anonymous 

Parody  on  Earth’s  Last  Picture  as  painted  by 
Kipling 
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Pleural  Plasmacytoma 
Presenting  as  Pleural  Effusion 


The  case  report  presented  is  be- 
lieved to  be  only  the  second  re- 
ported instance  of  pleural  effu- 
sion due  to  multiple  myeloma. 

UTOPSY  STUDIES  of  multiple  myeloma 
have  revealed  extraosseous  involvement  in 
70%  of  cases.  The  spleen,  lymph  nodes,  liver 
and  kidney  are  most  frequently  involved  in 
that  order.  We  report  here  a case  in  which 
pleural  involvement  without  obvious  con- 
tiguous rib  lesions  presented  with  pleural  ef- 
fusion. To  our  knowledge  this  is  but  the  sec- 
ond instance  described  in  the  literature  of 
pleural  effusion  due  to  a pleural  plasmacytoma. 

Case  Report 

G.G.,  a 78-year-old  black  male,  was  first 
admitted  to  the  Medical  Service  of  the  Vet- 
erans Administration  Hospital,  Richmond,  on 
1/25/62.  His  chief  complaint  was  the  sudden 
onset  of  a sharp,  knife-like  pain  in  his  right 
hip  prior  to  admission.  Physical  examination 
revealed  only  slight  limitation  of  motion  and 
pain  and  tenderness  over  the  right  hip.  Lab- 
oratory data  revealed  a hemoglobin  of  9.2 
g/100  ml.  White  blood  cell  count  was  16,800 
with  80%  polys,  13%  lymphs,  4%  monocytes 
and  3%  eosinophils.  The  BUN  was  16  mg/ 
100  ml.  The  serum  globulins  were  4 g/100 
ml  and  the  albumin  3.6  g/100  ml.  A serum 
protein  electrophoresis  revealed  slightly  in- 
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monary Diseases , V A Hospital.  Presently  Direc- 
tor of  Pulmonary  Laboratory , Retreat  Hospital. 

Tennebaum,  Marvin,  J.,  M.D.,  Resident  in 
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creased  gamma  globulin  and  an  otherwise  nor- 
mal pattern.  Bone  marrow  examination  showed 
active  erythropoiesis  and  a marked  increase  in 
plasma  cells,  many  of  which  were  irregular, 
and  the  possibility  of  a myeloma  was  suggested. 
A bone  survey  was  unremarkable.  The  hos- 
pital course  consisted  mainly  of  penicillin 
treatment  of  a hospital  acquired  “gram-posi- 
tive” pneumonia.  The  patient  was  discharged 
on  2/23/62  with  a diagnosis  of  possible  mul- 
tiple myeloma.  There  were  no  discharge 
medications. 


Fig.  1.  Chest  x-ray  showing  right  apical  density. 


His  next  admission  was  on  11/5/69.  The 
patient  had  experienced  pain  in  the  posterior 
neck  from  August  1969.  He  saw  his  private 
physician  and  a chest  roentgenogram  revealed 
a ground-glass  density  (Fig.  1)  in  the  right 
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apex.  He  was  subsequently  admitted  with  a 
tentative  diagnosis  of  bronchogenic  carcinoma. 
Physical  examination  revealed  marked  decrease 
in  the  range  of  motion  of  the  neck  with  pain. 
There  were  no  other  significant  physical  find- 
ings. Laboratory  studies  revealed  a hemoglo- 
bin of  10.6  g/100  ml;  BUN  was  16  mg/ 100 
ml.  Serum  calcium  and  alkaline  phosphatase 
levels  were  normal.  The  serum  protein  elec- 
trophoresis showed  total  globulins  of  4.9  g/100 
ml  with  a gamma  component  of  31.5%  (the 
upper  limit  of  normal  is  25%).  The  urine  was 
negative  for  Bence-Jones  protein.  A serum 
immunoglobulin  electrophoresis  showed  IgA 
of  1381  mg/ 100  ml  (normal,  200  mg/ 100  ml 
±61)  and  precipitation  bands  with  character- 
istic appearances  of  monoclonal  gammopathies 
in  the  IgA  and  kappa  light  chain  regions.  A 
chest  roentgenogram  showed  bone  destruction 
of  the  right  second  and  seventh  ribs  with  a 
diffuse  haziness  in  the  right  apex  (Fig.  2). 


Fig.  2.  X-ray  showing  absence  of  posterior  portions  of 
right  2nd  and  7th  ribs. 


There  was  an  osteolytic  defect  in  the  body 
of  C-2  and  destruction  of  the  right  pedicle  of 
that  vertebral  body.  There  were  osteolytic 
defects  involving  the  left  pubic  bone  and  the 
right  scapula.  A needle  aspiration  of  one  of 
the  rib  lesions  showed  plasma  cells.  A bone 
marrow  examination  revealed  7 % plasma  cells. 
Accordingly,  a diagnosis  of  IgA-kappa  mye- 
loma was  made  and  the  patient  was  treated 
with  radiation  therapy  to  the  cervical  spine 
and  right  posterior  chest,  receiving  a total 


tumor  dose  of  3,000  rads.  The  patient  was  dis- 
charged improved  on  1/13/70,  to  be  followed 
regularly  in  the  hematology  clinic. 

The  patient’s  third  admission  was  12/31/70 
with  complaints  of  left  hip  and  lumbosacral 
spine  pain.  He  had  been  started  on  Melphalan 
2 mg/ 100  ml  daily  on  4/2/70.  His  hemoglobin 
was  10.2  gm/100  ml.  A destructive  lesion  of 
the  body  of  the  third  lumbar  vertebra  was 
found.  He  received  3,600  rads  to  this  area. 
Because  of  thrombocytopenia,  Melphalan  was 
discontinued  and  the  patient  was  switched  to 
Cyclophosphamide  100  mg  daily,  which  he 
continued  to  take  after  discharge. 

The  patient’s  final  admission  was  on  1/8/72, 
with  complaints  of  shortness  of  breath  and 
ankle  swelling  of  three  weeks  duration.  He 
had  been  unable  to  sleep  except  in  the  sitting 
position.  There  was  no  history  of  fever,  chills, 
or  hemoptysis.  Physical  examination  at  admis- 
sion revealed  marked  enlargement  of  the  left 


Fig.  3.  Chest  x-ray  showing  large  left  pleural  effusion. 


chest  anteriorly,  without  the  presence  of  any 
discrete  masses.  There  was  dullness  to  percus- 
sion with  decreased  breath  sounds  over  the 
lower  two-thirds  of  the  left  hemithorax.  The 
liver  was  percussed  3-4  cm  below  the  right 
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costal  margin,  but  a definite  edge  was  not 
palpable. 


out  any  bone  lesions  apparent  (Fig.  3).  A 5 
tuberculin  unit  skin  test  was  negative. 


Initial  laboratory  data  revealed  a hemo- 
globin  of  6.7  g/100  ml.  The  red  cells  demon- 
strated Rouleaux  formation.  Both  macrocytic 
and  microcytic  red  cells  with  bizarre  forms 
were  present.  White  cell  count  was  4,600 
with  68%  polys,  18%  lymphs,  10%  mono- 
cytes, and  4%  eosinophils.  Platelet  count  was 
109,000.  Blood  urea  nitrogen  was  13  mg/ 100 
ml  and  serum  calcium  was  9.7  mEq/L.  A chest 
film  revealed  a large  left  pleural  effusion  with- 


Thoracentesis  was  carried  out  four  times 
during  this  hospitalization.  Results  of  these 
procedures  are  shown  in  Table  1.  Because  of 

Table  1 
Pleural  Fluid 

Dates  Red  Cell  White  Cell  Count  Protein  Sugar 

Count  Total  Polys  Lymphs  (gm/100  (mg/100 
(/cc3)  (/cc3) ml>  mi> 

1/  8/72  200,000  2,100  100%  7.1  94 

1/14/72  40,000  3,700  60%  40%  7.7  127 

1/20/72  500  950  6.8 

1/28/72  2,550  80%  20%  4.8  180 
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the  exceptionally  high  protein  on  the  initial 
specimen,  protein  electrophoresis  was  obtained 
on  the  second  pleural  fluid  sample.  As  seen  in 
Figure  4 there  was  a marked  gamma  spike  not 
present  in  the  serum.  A pleural  biopsy  ob- 
tained at  the  time  of  the  second  thoracentesis 
revealed  only  chronic  pleuritis.  On  1/20/72 
simultaneous  samples  of  serum  and  pleural  fluid 
were  sent  for  immunoglobulin  electrophoresis. 
The  pleural  fluid  contained  1050  mg/ 100  ml 
IgA  (normal  202  ± 83)  and  the  precipitin 
crescents  indicated  an  IgA-kappa  monoclonal 
protein  with  an  abnormal  crescent  in  the 
lambda  light  chain  pattern.  The  serum  study 
revealed  normal  concentrations  of  immuno- 
globulins, however  the  precipitin  pattern  was 
reported  as  “unusual”  for  IgA  and  the  lambda 
and  kappa  light  chains.  Pleural  fluid  ceil  block 
done  on  1/20/72  showed  many  bizarre  cells 
which  were  initially  interpreted  as  blast  cells 
but  later  were  felt  to  be  very  active  plasma 
cells  (Fig.  5).  All  bacterial,  fungal,  and  tuber- 


Fig.  5.  Pleural  fluid  cytology  revealing  large  bizarre  cells. 


culous  cultures  of  the  pleural  fluid  were  neg- 
ative. 

Radiographically  there  was  never  any  evi- 
dence of  bone  lesions  during  this  final  hospital- 
ization. The  previously  affected  ribs  and  ver- 
tebrae appeared  normal.  On  the  post-thora- 
centesis film  of  1/13/72  there  was  a density 
behind  the  left  anterior  chest  wall  (Fig.  6). 
This  was  felt  to  represent  either  a plasmacy- 
toma or  a loculated  area  of  pleural  fluid.  Sub- 
sequent films  showed  a decrease  in  size  of  this 
shadow  (Fig.  7). 


The  patient’s  hospital  course  was  marked  by 


pulmonary  infection.  On  the  third  hospital 
day,  Cyclophosphamide  was  discontinued,  and 
Melphalan  and  Prednisone  were  begun. 


Fig.  6.  PA  and  lateral  chest  x-ray  showing  a rounded 
density  just  behind  the  anterior  ribs  and  persistent 
pleural  effusion. 


Isoniazid  was  also  given  because  of  the 
pleural  effusion,  question  of  energy  and 
steroid  therapy.  From  1/22/72  to  1/29/72 
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he  was  treated  with  ampicillin  for  fever  and 
productive  cough  with  the  isolation  of  both 
H.  influenza  and  D.  pneumoniae  from  the 
sputum.  He  did  well  until  2/6/72  when  he 


itive  for  D.  pneumoniae.  Permission  for  au- 
topsy was  not  granted. 

Discussion 


Fig.  7.  PA  and  lateral  chest  x-rays  show  clearing  of 
density  anteriorly  and  of  pleural  fluid. 

again  developed  spiking  fever  and  cough.  At 
this  time  leukopenia  of  1,900  wbc  occurred. 
Despite  intensive  treatment  he  died  on  2/13/ 
72.  Both  blood  and  sputum  cultures  were  pos- 


While  pulmonary  involvement  during  the 
course  of  multiple  myeloma  is  uncommon, 
pleural  invasion  is  rare.  Hayes  et  al.  in  1952 
reviewed  182  cases  of  multiple  myeloma  with 
extraosseous  involvement.1  In  the  literature 
there  were  433  specific  instances  of  organ  in- 
volvement of  which  20  were  pulmonary  and 
only  four  pleural.  They  added  38  cases  of 
myeloma  autopsied  at  the  Mayo  Clinic  in 
which  53  soft  tissue  lesions  were  found,  only 
one  of  which  was  pleural.  In  1965  Herskovic 
et  al.,  also  reporting  from  the  Mayo  Clinic, 
cited  only  33  previously  reported  cases  of  in- 
trathoracic  plasmacytoma  from  1911  to  I960.2 
They  reported  on  2 1 cases  of  intrathoracic  in- 
volvement among  a total  of  303  patients  seen 
at  the  Aiayo  Clinic  with  multiple  myeloma 
over  a five  year  period.  In  no  case  described 
was  there  an  associated  pleural  effusion. 

Gabriel  reported  a single  case  of  multiple 
myeloma  presenting  as  pleural  involvement 
over  a three  year  period,  and  terminally  de- 
veloping a large  pleural  effusion.3  On  protein 
electrophoresis  the  concentration  of  myeloma 
protein  in  the  pleural  exceeded  that  in  the 
serum. 

We  believe  the  present  case  to  be  only  the 
second  reported  instance  of  pleural  effusion 
due  to  multiple  myeloma.  As  in  the  case  of 
Gabriel,  the  concentration  of  myeloma  pro- 
tein in  the  pleural  fluid  was  much  greater 
than  in  the  serum  and  there  were  no  obvious 
adjacent  bone  lesions.  This  we  feel  unequivo- 
cally establishes  the  effusion  as  secondary  to 
direct  invasion  of  the  pleura  by  plasma  cells, 
rather  than  as  an  effusion  due  to  some  other 
process  merely  mirroring  the  serum  proteins. 
Despite  the  lack  of  autopsy  confirmation,  the 
presence  of  the  bizarre  cells  in  the  pleural 
fluid,  which  we  feel  are  plasma  cells,  supports 
this  contention. 

We  feel  that  when  pleural  effusion  occurs 
during  the  course  of  multiple  myeloma  that 
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protein  electrophoresis  of  the  fluid  should  be 
carried  out,  rather  than  mistakenly  attributing 
a rare  but  treatable  case  of  pleural  plasma- 
cytoma with  effusion  as  due  to  some  more 
common  cause. 
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Electrocardiogram  Sometimes  Misses  Coronary  Artery  Disease 


The  grim  tale  of  the  patient  who  undergoes 
a complete  physical  examination,  is  given  a 
clean  bill  of  health,  then  drops  dead  of  a heart 
attack  as  he  leaves  the  doctor’s  office  is  widely 
known.  This  doesn’t  happen  often,  but  it  does 
happen. 

A research  group  from  the  Institute  for  Car- 
diovascular Diseases  at  Good  Samaritan  Hos- 
pital, Phoenix,  Ariz.,  tells  why  in  an  article 
in  the  June  11th  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  electrocardiogram— the  monitoring  ma- 
chine on  which  the  doctor  depends  to  deter- 
mine heart  problems— does  not  always  reliably 
predict  the  extent  of  coronary  artery  disease. 
The  electrocardiogram  (ECG)  will  show  a 
normal  tracing  in  a substantial  number  of 


patients  with  significant  triple-vessel  coronary 
artery  disease,  when  the  ECG  is  taken  in  the 
usual  resting  position,  supine  on  an  examining 
table  in  the  doctor’s  office  or  hospital. 

In  a study  conducted  in  the  Phoenix  hos- 
pital, the  researchers  found  that  17  of  106 
patients  known  to  have  triple-vessel  coronary 
artery  disease  had  completely  normal  ECGs. 
Three  patients  with  100  per  cent  obstruction 
had  normal  readings. 

“It  is  apparent  that  the  extent  and  distribu- 
tion of  coronary  artery  disease  cannot  be  pre- 
dicted reliably  on  the  basis  of  a single  normal 
electrocardiographic  tracing.” 

The  report  is  by  M.D.s  Alberto  Benchimol, 
Charles  L.  Larris,  Kenneth  B.  Desser,  Boh  T. 
Kwee  and  Steven  D.  Promisloff. 
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Simplifying  Three-Stage  Colon  Resections 


LAWRENCE  S.  WOLPIN,  M.D. 
Portsmouth,  Virginia 


A method  for  making  the  formid- 
able three-stage  colon  resection  a 
shorter  and  easier  procedure  is 
presented. 

HEN  CONSIDERING  classic  three 
stage  procedures  for  left  colon  lesions, 
initiated  by  a true  defunctioning  colostomy, 
one  is  faced  with  three  formidable  operations 


i 


and  postoperative  courses.  The  third  stage,  or 
“simple  colostomy  closure”  is,  in  fact,  not  so 
simple,  and  when,  as  is  often  the  case,  the 
right  transverse  colostomy  and  mucous  fistula 
are  on  opposite  sides  of  the  abdomen,  requires 
major  laparotomy.  To  complicate  matters,  the 
prior  stages  often  have  extenuated  the  prob- 
lems, because  of  multiple  abdominal  incisions, 
drain  sites,  and  incisional  hernias  due  to  the 
frequent  wound  infections  accompanying  the 
first  stage.  Adding  to  the  above  problems,  the 
fact  that  these  patients  are  most  commonly 


elderly,  with  associated  illnesses,  any  effort  to 
safely  simplify  our  approach  is  certainly  worth 
while. 

I recommend  that  during  the  second,  or  re- 
section stage,  the  mucous  fistula  also  be  taken 
down  and  be  anastomosed  to  the  right  trans- 
verse colon  before  it  exits  from  the  abdomen, 
in  a side  of  right  transverse  colon  to  freshened 
end  of  mucous  fistula  fashion.  This  adds  only 
about  fifteen  minutes  to  the  second  stage,  and 
converts  the  third  stage  from  a major  lapa- 
rotomy, to  a minor  oversewing  of  the  end  of 


the  colostomy,  a procedure  which  now  can 
even  be  done  under  local  anesthesia. 

Case  Report 

M.  H.,  a 47  Y.O.F.  underwent  an  explora- 
tory laparotomy  through  a long  mid-line  in- 
cision for  acute  perforated  diverticulitis  in 
July  1970.  A defunctioning  colostomy  and 
drainage  was  performed,  with  right  transverse 
colon  brought  out  into  the  right  upper 
quadrant,  a mucous  fistula  in  the  left  upper 
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quadrant.  She  developed  a lower  abdominal 
abscess  which  was  drained  through  a transverse 
left  lower  quadrant  incision  two  weeks  later. 
She  also  developed  a wound  infection,  and  sub- 
sequently a huge  incisional  hernia  in  her  mid- 
line incision.  In  January  1971,  she  underwent 
the  second  stage,  which  consisted  of  a sigmoid 
resection  and  hysterectomy  for  concomitant 
gynecologic  disturbance.  Her  mucous  fistula 
was  taken  down,  the  end  freshened,  anas- 
tomosed to  the  side  of  the  right  transverse 
colon  approximately  two  centimeters  below 
the  peritoneum.  She  also  underwent  incisional 


Health  Hazard  in  Drug 

Americans  traveling  abroad  are  advised  to 
avoid  buying  non-prescription  drugs  for  self- 
treatment of  traveler’s  diarrhea  in  an  article  in 
the  July  23rd  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

Many  of  these  products  sold  in  other  coun- 
tries contain  a drug  that  may  cause  serious 
neurological  upsets  and  even  death,  says  the 
report  by  Godfrey  F.  Oakley,  Jr.,  M.D.,  of 
the  Center  for  Disease  Control  at  Atlanta  and 
the  University  of  Washington  Medical  School 
at  Seattle. 

The  offending  drug  is  known  to  pharmacol- 
ogists and  physicians  as  iodochlorhydroxyquin. 

It  is  sold  under  more  than  50  different  trade 
names  throughout  the  world,  in  many  coun- 
tries without  prescription.  In  the  United 


herniorrhaphy.  Two  weeks  later,  a barium 
enema  and  coloproctoscopy  revealed  both 
anastomoses  to  be  widely  patent,  and  one  week 
following  these  studies,  under  local  anesthesia, 
her  colostomy  was  closed  with  a simple  rein- 
forced Parker-Kerr  suture.  She  was  discharged 
five  days  following  colostomy  closure  and  has 
continued  well.  As  her  x-rays  show,  this  leaves 
a large  wide-mouthed  iatrogenic  diverticulum 
at  the  site  of  colostomy  closure  which  has 

caused  no  problems  (Figs.  1 and  2). 

— 

322  Citizens  T rust  Building 
Portsmouth , Virginia  23104 


for  Traveler's  Diarrhea 

States  it  is  available  only  on  prescription  and  is 
used  principally  to  treat  amebic  dysentery. 

Actually,  these  drugs  do  not  help  overcome 
traveler’s  diarrhea  and  should  not  be  used  for 
this  complaint.  Unregulated  use  of  products 
containing  this  drug  can  cause  an  impairment 
of  the  senses,  particularly  the  sense  of  touch. 
More  serious,  they  can  cause  eye  damage  that 
sometimes  leads  to  blindness.  In  severe  cases  the 
result  may  be  death. 

“Because  the  drugs  are  sold  under  a large 
number  of  different  trade  names,  an  American 
traveling  out  of  the  country  may  find  it  diffi- 
cult to  avoid  being  exposed  to  the  drug  if  he 
buys  any  over-the-counter  remedy  for  diar- 
rhea. It  seems  prudent,  therefore,  to  advise 
travelers  to  avoid  buying  any  over-the-counter 
products.” 
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Dilemma  of  Herniated  Lumbar  Disc 

Experience  With  Over  1,200  Surgical  Cases 


Herniated  lumbar  disc  is  seen 
so  frequently  that  all  physicians 
must  be  familiar  with  the  criteria 
for  diagnosis  and  with  the  rela- 
tive merits  of  the  various  methods 
of  treatment. 

HYSICIAN  AND  SURGEON  ALIKE 
are  not  infrequently  confronted  with  the 
problem  of  the  patient  with  neck  or  low  back 
pain  requesting  advice  as  to  diagnosis  and  treat- 
ment. Should  the  treatment  be  of  a conserva- 
tive nature  or  should  one  consider  surgery,  if 
the  lesion  responsible  is  disc  herniation?  If  a 
conservative  approach  is  utilized,  for  how  long 
a period  of  time  must  one  entertain  this  mode 
of  treatment  and  when  should  one  embark 
on  surgical  removal  of  the  lesion?  Is  the  prob- 
lem the  same  in  a patient  who  is  a laborer, 
a physician  or  a housewife?  Suppose  the  pa- 
tient is  pregnant?  Consider  the  compensation 
patient,  the  personal  injury  (automobile  or 
other  vehicular  accident)  patient,  and  the 
patient  undergoing  present  or  past  psychiatric 
treatment.  When  should  myelography  be 
performed?  What  are  the  risks  of  surgical 
interference,  conservative  treatment  of  a pro- 
longed nature,  and  what  are  the  probabilities 
of  total  “cure”?  In  an  attempt  to  answer  these, 
and  kindred,  questions  this  paper  will  deal  with 
only  the  herniated  lumbar  disc  problem;  a sub- 
sequent manuscript  will  consider  kindred 
problems  involving  the  cervical  disc  syndrome. 

Any  patient  who  presents  to  the  physician 
with  back,  hip,  or  radiating  leg  pain  of  dura- 


A.  R.  COPPOLA,  M.D. 

Newport  News,  Virginia 

tion  beyond  a few  days,  or  at  most  a week,  is 
entitled  to  radiographic  examination  of  the 
lumbar  spine  beyond  the  initial  physical  and 
neurologic  examination.  Failure  to  do  so  is 
almost  tantamount  to  medical  malpractice 
since  compression  fractures  of  vertebrae,  vas- 
cular involvement  (hemangioma)  of  bone,  pri- 
mary and  metastatic  lesions  of  bone,  infections 
(tuberculosis  of  bone),  cannot  be  otherwise 
readily  ascertained  and  valuable  time  may  be 
lost.  Narrowing  of  a disc  space  is  most  un- 
reliable evidence  of  the  presence  of  disc  her- 
niation at  this  same  space  and,  in  the  main, 
should  be  discounted.  Normal  x-rays  of  the 
lumbar  spine  are  the  “rule”  for  the  most  part 
in  cases  of  disc  herniation  and  are  of  assistance 
almost  solely  to  exclude  the  previously  men- 
tioned possibilities.  Absence  of  “positive” 
neurologic  findings  (loss  and/or  alteration  of 
reflexes,  sensation,  motor  power,  leg-raising 
tests,  and  the  like)  is  not  uncommon  in  pa- 
tients with  disc  herniations;  the  author  would 
estimate  conservatively  that  5-10%  of  his 
patients  in  private  practice  show  no  such 
changes!  Often  the  history  of  recurrent,  pro- 
tracted, progressively  severe  back  or  hip  pain 
is  the  sine  qua  non  of  probable  lumbar  disc 
protrusion  and  the  answer  is  vividly  yielded  at 
the  time  of  myelography. 

When  should  myelography  be  considered? 
Failure  of  symptoms  to  disappear  or  increased 
pain  and  failure  of  the  patient  to  improve 
within  a reasonable  period  of  time— several 
days  to  several  weeks— should  predicate  the 
desirability  of  myelographic  study.  In  approx- 
imately 90-95%  of  patients  the  establishment 
of  disc  herniation  can  be  then  readily  verified. 
In  a small  number  of  patients  failure  of  mye- 
lographic verification  will  have  to  rest  on  the 
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clinical  syndrome  for  need  for  further  con- 
servative versus  operative  treatment.  In  either 
event  the  patient,  as  well  as  the  physician,  is 
in  a better  position  to  assess  and  evaluate  the 
future  outlook  of  therapy.  Spondylolisthesis 
and  spondylolysis  have  occupied  much  of  the 
orthopedic,  and  to  a somewhat  lesser  extent, 
the  neurosurgical  literature.  Either  one  or  the 
other  of  these  conditions  may  or  may  not  be 
associated  with  disc  herniation.  It  is  preferable 
to  deal  with  the  disc  herniation  per  se  if  it 
exists,  and  to  consider  possible  corrective  or- 
thopedic measures  (such  as  fusion)  at  a future 
later  date  if  necessary.  It  will  be  found  not 
infrequently  that  disc  excision  is  sufficient  to 
correct  the  underlying  problem  and  further 
surgery  is  inadvisable  and  often  unnecessary.  It 
is  not  always  possible  to  distinguish  on  a clin- 
ical basis,  and  sometimes  not  even  after  con- 
clusion of  myelography,  the  herniated  disc 
lesion  from  the  intra-spinal  neoplasm1  and  this 
factor  alone  may  render  myelographic  pro- 
cedure obligatory  on  the  treating  physician. 
Ochronosis2,3  and  achondroplasia4’5’6,7,8’9,10  pre- 
sent rather  unique  problems.  The  former  is 
quite  rare,  the  latter  less  so.  Disc  lesions  oc- 
curring in  achondroplastic  dwarfs  present  a 
unique  and  very  disturbing  problem  to  the 
neurologic  surgeon  since  both  myelography 
and  surgery  may  prove  exceedingly  difficult 
from  a technical  standpoint  because  of  the 
narrowed  canal  and  deformity.  Symptoms  of 
intermittent  claudication  similar  to  those  seen 
in  the  spondylotic  cauda  equina  syn- 
drome11,12’13,14  may  not  be  unusual.  The  author 
has  had  two  achondroplastic  dwarfs  with  radi- 
cular symptoms,  but  fortunately  has  been  able 
to  avoid  surgery  in  both.  Many  of  these 
dwarfs  experience  symptoms  in  later  life  and 
come  into  the  orbit  of  the  neurosurgeon  at 
such  time.  Symptoms  of  intermittent  claudi- 
cation are  not  readily  recognized  by  the  med- 
ical profession  and,  although  secondary  to 
spondylotic  compression  of  the  cauda  equina, 
may  easily  be  confused  with  the  symptoms  of 
intermittent  vascular  claudication,  and  there- 
fore be  less  frequently  diagnosed.  Without  the 
aid  of  myelography  multiple  disc  lesions  or 


the  presence  of  a spondylotic  ridge  or  multiple 
ridges  may  be  quite  possibly  overlooked  at 
the  time  of  surgery. 

Several  remarks  on  myelography  seem  ap- 
propriate at  this  time.  The  procedure  is  per- 
formed in  the  radiology  department  by  the 
neurosurgeon  who  remains  in  attendance  dur- 
ing the  fluoroscopic  procedure.  The  panto- 
paque  (6.-1 0.cc)  is  usually  run  cephalad  to 
the  level  of  D10  for  lumbar  myelography  and 
is  removed  at  termination  of  procedure.  So 
long  as  the  spinal  puncture  needle  is  in  the 
lower  lumbar  spaces  it  matters  little  which 
space  is  utilized,  although  it  is  preferable  to 
perform  the  spinal  puncture  above  the  site  of 
spondylosis,  since  injection  below  the  site  may 
require  a second  more  cephalad  puncture.  The 
experienced  neurosurgeon  should  be  able  to 
distinguish  needle  “artefact”  from  a true  lesion 
with  little  difficulty.  Extradural  or  subdural 
extravasation  of  the  injected  medium  usually 
defeats  the  procedure  dramatically  and  com- 
pletely; it  is  then  wise  to  resort  entirely  to  the 
clinical  picture  or  repeat  the  study  at  a later 
date.  Reactions  to  myelography  are  rare  but 
may  be  due  to  improper  positioning  of  the 
spinal  puncture  needle,  inexperience  with  the 
procedure,  bleeding,  and  subsequent  chemical 
or  “aseptic  meningitis”  in  the  occasional  al- 
lergic patient,  altho  serious  and  even  fatal 
reactions  have  been  reported.15,16  Recovery  of 
pantopaque  if  incomplete  is  not  a serious  prob- 
lem and  in  almost  all  instances  the  dye  may 
be  left  with  virtual  impunity.  Postmyelo- 
graphic  headache  (a  #18  gauge  needle  is  used) 
can  rarely  be  avoided  since  there  is  escape 
of  cerebrospinal  fluid  extradurally  through 
the  opening  made  in  the  dura,  after  removal 
of  the  needle,  even  though  little  CSF  has  been 
removed  at  the  time  of  myelographic  surgery. 
Patients  should  be  warned  and  advised  of  this 
probability  in  advance.  The  author  has  never 
had  to  repair  such  a dural  tear  made  by  the 
needle  although  this  has  been  reported  as  a 
very  rare  complication.  Care  should  be  uti- 
lized to  avoid  injection  of  the  pantopaque  into 
a blood  vessel  at  the  time  of  puncture  since 
this  may  result  in  embolism  to  the  pulmonary 
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circulation.17 18,19  This  complication  can  usually 
be  readily  avoided  by  the  simple  expediency 
of  aspiration  prior  to  injection.  Having  com- 
pleted the  early  stages  of  disc  diagnosis  it  now 
becomes  necessary  to  consider  surgery,  the 
technic,  and  the  possible  complications  of  such 
operative  intervention. 

The  surgical  technique  of  intervertebral  disc 
surgery20  certainly  would  appear  to  be  of  little 
practical  application  to  the  practicing  physi- 
cian; but  it  is  often  his  duty  to  refer  the  patient 
to  the  appropriate  neurosurgeon  and  since, 
also,  his  exposure  to  the  operating  theatre  has 
often  been  limited,  it  is  not  without  impor- 
tance that  he  should  be  aware  of  some  of  the 
difficulties  encountered  there  by  the  neuro- 
surgeon and  the  patient.  The  most  common 
difficulties  at  the  time  of  surgery  encountered 
by  the  neurosurgeon  are  (in  order  of  fre- 
quency): 1.  hemorrhage;  2.  exposure,  identi- 
fication, and  possible  injury  to  the  nerve  root; 
3.  injuries  to  the  cauda  equina  (especially  with 
massive  disc  protrusions  or  rupture);  4.  cere- 
brospinal fluid  leak  (often  the  result  of  tearing 
dura  and  arachnoid);  5.  perforation  of  the  an- 
terior ligament  with  subsequent  injury  to  great 
abdominal  vessels  (aorta  or  vena  cava), 21,22,23,24 
and  nreter.25,26,27,28,29  There  are  perhaps  very 
few  neurosurgeons  who  have  not,  at  one  time 
or  another,  experienced  one  or  all  of  these  mis- 
haps. Hemorrhage  from  epidural  vessels  dur- 
ing exposure  of  the  nerve  root  and  disc,  after 
removal  of  the  ligamentum  flavum,  can  prove 
to  be  a rather  harrowing  experience;  on  occa- 
sion neurosurgeons  have  been  known  to  have 
terminated  the  procedure  after  ultimate  con- 
trol of  bleeding.  Cauterization  of  vessels  in 
the  epidural  space  is  to  be  avoided  as  is  also 
the  use  of  excessive  amounts  of  absorbable 
hemostatic  agents  because  of  possible  harmful 
sequelae  to  nerve  root  and/or  cauda  equina, 
since  thrombosis,  or  swelling  and  tamponade 
by  the  hemostatic  agent  can  occur.30  Exposure 
and  identification  of  the  nerve  root  is  usually 
a relatively  simple  step  but  even  a quite  ex- 
perienced neurosurgeon  may  find  the  root 
stretched  to  almost  “cellophane”  consistency 
over  a very  large  protruded  or  ruptured  disc. 


It  can  be  appreciated  that  opening  into  the 
disc  through  overlying  nerve  root  may  readily 
result  in  postoperative  difficulties  to  the  patient 
(“foot  drop”,  sensory  loss,  etc.).  Cerebro- 
spinal fluid  leakage  at  the  time  of  surgery  is 
most  frequent  of  occurrence  at  the  time  of 
secondary  (recurrent)  operative  exposures  for 
disc  herniation.  Scar  tissue  at  the  operative  site 
may  vary  from  a few  millimeters  to  a centi- 
meter or  more  both  in  depth  and  length.  In 
attempts  to  free  and  preserve  the  nerve  root, 
injuries  to  dura  and  arachnoid  may  not  be 
uncommon.  These  may  later  eventuate  in 
formation  of  a so-called  false  or  “spurious” 
meningocele31  which  will  often  necessitate 
further  surgery  for  correction.  It  is  the  ambi- 
tion of  every  neurosurgeon  to  remove  “all  the 
disc”  at  the  time  of  surgery.  Attempts  to  do 
so  with  vigorous  use  of  the  curette  or  other 
means  may  produce  injuries  to  aorta,  vena 
cava,  or  ureter,  which  may  prove  disastrous  to 
the  patient.  These  complications  may  often 
give  little  or  no  indication  of  their  occurrence 
at  the  time  of  surgery  but  may  present  rather 
in  the  postoperative  phase;  failure  of  recogni- 
tion of  any  one  of  these  may  result  in  shock, 
rapid  death,  or  subsequent  sepsis.  Injuries  to 
the  cauda  equina  are  associated  with  (1)  ex- 
ploration of  multiple  interspaces  and  attendant 
hemorrhage,  (2)  control  of  excessive  bleeding 
from  epidural  vessels  by  use  of  absorbable 
cellulose  (which  may  later  expand  and  cause 
tamponade  of  the  cauda  equina),  (3)  attempts 
to  remove  a massive  disc  protrusion  or  large 
ruptured  fragment  which  has  already  com- 
promised the  cauda  equina  and  to  which  fur- 
ther injury  may  occur  during  surgical  manipu- 
lation, (4)  re-exploration  for  disc  herniation 
where  excessive  scar  tissue  obscures  identifica- 
tion of  anatomical  structures,  and  (5)  “fusion” 
operations  where  bone  chips  or  fragments  may 
lodge  in  the  spinal  canal  and  exert  pressure 
against  the  cauda  equina. 

There  are  additional  hazards  and  complicat- 
ing aspects  to  disc  surgery.  In  addition  to 
operative  hemorrhage,  injury  to  nerve  root  or 
cauda  equina,  cerebrospinal  fluid  leakage,  great 
vessel  injury,  there  should  be  included  anesthe- 
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tic  complications,  wound  infection,  infections 
of  the  intervertebral  disc  interspace,  failure  to 
detect  presence  of  an  associated  neoplasm,  and 
failure  of  exploration  of  the  correct  disc  space. 
In  the  presence  of  excessive  scar  tissue  from 
previous  disc  surgery  or  fusion,  congenital 
anomalies  of  spinal  architecture,  or  an  occa- 
sional very  narrowed  interlaminar  space  it  is 
not  inconceivable  that  failure  to  identify  the 
involved  disc  space  can  occur;  of  course,  if 
this  is  unrecognized  at  the  time  of  initial  sur- 
gery, subsequent  operation  for  correction  of 
the  lesion  becomes  obligatory.  It  should  be 
mentioned  that,  as  in  general  surgical  pro- 
cedures, the  “wrong  side”  can  also  be  operated 
upon  by  error  and  in  the  case  of  lateral  disc 
rupture  little  or  no  benefit  will  accrue  to  the 
patient.  Especially  difficult  of  operation  are 
the  cases  of  previous  spine  fusion  where 
spinous  process  removal,  bone  fusion  mass,  and 
scar  render  correct  interspace  identification 
exceedingly  difficult  and  at  times  well-nigh 
impossible.  The  adjunctive  aid  of  x-ray  and 
“markers”  of  one  kind  or  other  may  prove  of 
some  additional  aid  at  the  time  of  surgery. 
Pre-operative  electrocardiogram  is  especially 
advisable  prior  to  surgery  since  cardiac  ar- 
rhythmias, hypotension  with  postural  change 
of  the  patient,  and  even  cardiac  arrest  may 
occur.  Obesity,  diabetes,  pulmonary  emphy- 
sema and  fibrosis,  and  moderate  degrees  of 
myocardial  insufficiency  contribute  greatly 
to  the  gravamen  of  anesthetic  risk  to  the  pa- 
tient. Cardiac  monitoring,  advisable  in  general, 
is  a sine  qua  non  in  this  group  of  patients. 
Pre-operative  medical  consultation  and  pul- 
monary physiology  studies  may  prove  of  as- 
sistance in  determining  the  degree  of  risk  of 
the  patient  for  operative  intervention.  An 
anesthetist  or  anesthesiologist  unfamiliar  with 
these  potential  hazards  will  certainly  add 
greatly  to  operative  morbidity  and  mortality. 
Postoperative  wound  infections  present  no  dif- 
ferent problem  from  those  encountered  during 
general  surgical  procedures,  but  postoperative 
disc  infections32’33,34,35,36  are  sui  generis  quite 
the  contrary.  Often,  it  is  impossible  to  deter- 
mine the  mode  of  infection.  Characteristic  in 


the  postoperative  phase  a sudden  unexplained 
“spike”  in  temperature  is  not  unusual  and  is 
often  followed  by  such  inordinate  pain  on  ' 
slightest  movement  of  the  patient  that  not 
infrequently  these  patients  are  considered  to  ! : 
be  hysterical  by  the  physician  or  ancillary 
hospital  personnel  unfamiliar  with  this  syn- 
drome. Laboratory  studies  are  often  of  very  I 
little  aid  in  diagnosis.  There  are  usually  three 
characteristic  findings  with  the  syndrome  of  !< 
postoperative  disc  space  infection:  1.  pain  on 
motion,  or  even  at  rest,  with  severe  lumbar  j 
muscle  “spasms”;  2.  elevation  of  the  sedimen-  j 
tation  rate,  and  3.  x-ray  changes  involving  the 
intervertebral  spaces  and  adjacent  vertebral 
bodies  (which  may  not  be  evident  until  sev-  ! 
eral  weeks  or  even  months  after  sur-  j. 
gery). 37,38,39  Treatment  may  prove  often  as  j 
difficult  as  diagnosis  in  the  first  instance  and 
septicemia  may  occur  with  an  occasional  death. 
Failure  to  detect  a neoplasm  of  the  lumbar 
canal  may  most  commonly  take  place  when  the 
advantages  of  myelography  have  been  es- 
chewed. In  these  cases  a clear-cut  neurologic 
syndrome  of  disc  disease  may  lead  to  direct 
exploration  and  associated  neoplastic  disease  j 
may  be  easily  overlooked.  In  consequence, 
subsequent  and  later  symptoms  may  result  in 
delayed  diagnosis  and  subsequent  surgery.  Al- 
though the  anterior  approach  for  lumbar 
discs,40,41,42  especially  for  correction  of  spon- 
dylotic  defects  and  “spurs”,  might  seem  ideal, 
the  complications  of  this  procedure  (especially 
phlebothrombosis  and  pulmonary  embolism) 
have  in  the  main  precluded  this  as  the  ideal 
technical  approach  in  this  country.  Recurrent 
disc  herniations  are  the  experience  of  every 
neurosurgeon  and  the  incidence  has  been  var- 
iously estimated  at  5%  to  20%,  and  is  prob- 
ably not  avoidable  with  present  surgical 
technics. 

Meriting  serious  consideration  are  herniated 
discs  arising  from  various  occupations,  ages 
of  patients  concerned,  stage  of  life,  type  of 
activity  of  the  patient,  and  mode  of  produc- 
tion of  disc  herniations.  It  is  indubitably  true 
that  there  must  exist  predisposing  changes 
either  in  the  annulus  fibrosus,  or  posterior  liga- 


1046 


Virginia  Medical  Monthly 


ments  or  associated  articular  chancres  at  the 
joint  interspaces43  which  lead  to  ultimate  disc 
protrusion  or  rupture.  Whether  such  be  fa- 
milial, genetic,  or  developmental  in  origin  re- 
mains unknown  at  present.  Every  neurologist 
and  neurosurgeon  must  have  observed  count- 
less situations  where  a patient  has  sneezed, 
coughed,  bent  over,  twisted  the  spine  during 
work  or  athletic  activity  with  ensuing  rupture 
of  a lumbar  disc  and  immediate  sciatic  pain 
into  the  leg  with  few  or  no  existing  premoni- 
tory symptoms.  This  would  supply  corroba- 
tive  evidence  of  weakness  or  laxity  of  the 
supporting  structures  to  the  intervertebral  disc 
so  that  rupture  may  dramatically  ensue.  Of 
less  awareness  to  the  average  practitioner 
however,  is  the  so-called  “teen-age”  disc  syn- 
drome.44,45’46 Since  teen-agers  may  present  to 
the  physician  with  a multiplicity  of  complaints 
such  as  headache,  vague  abdominal  pain,  and 
back-ache  it  is  not  unusual  for  the  last  of  these 
to  be  categorized  as  “musculo-skeletal”  strain 
or  of  psychosomatic  origin.  Less  appreciated 
is  the  fact  that  many  of  these  teen-age  patients 
suffer  from  herniations  or  rupture  of  the  disc 
not  dissimilar  to  those  of  the  adult  pa- 
tient.47,48,49 The  youngest  in  the  author’s  ex- 
perience was  a girl  slightly  over  ten  years, 
brought  to  the  office  on  a board,  previously 
diagnosed  as  “conversion  hysteria”.  Surgical 
removal  of  her  disc  herniation  led  to  a dra- 
matic and  complete  cure  of  her  symptoms. 
Since  these  patients  on  the  whole  make  such 
a dramatic  recovery  with  surgical  removal  of 
disc  herniations,  delays  and  conservative  treat- 
ment seem  scarcely  justified.  More  recently, 
however,  it  has  been  shown  that  follow-up 
x-ray  spine  studies  are  indicated  because  of  the 
possible  later  development  of  spondylolisthe- 
sis50 in  such  patients.  Whether  spondylolis- 
thesis following  disc  surgery  in  very  young 
people  is  more  common  than  the  reported  cases 
seem  to  evince  will  undoubtedly  depend  upon 
two  factors:  the  increased  incidence  of  disc 
surgery  in  this  group  and  serial,  postoperative 
roentgenograms  over  a period  of  years.  With 
recent  advances  in  anesthesia  and  anesthetic 
agents,  surgical  preoperative  and  postoperative 


care  in  the  elderly,  the  relative  rapidity  of 
surgical  technical  virtuosity,  there  seems  to 
be  no  rationale  in  denying  the  advantages  of 
surgical  relief  to  the  older  patient  for  disc 
herniation  when  the  usual  methods  of  conser- 
vative treatment  have  failed.  Osteoarthritic 
spurring,  with  radicular  pain  limited  to  a single 
dermatome  level,  is  often  remarkably  amenable 
to  surgical  decompression  of  the  nerve  root 
with  extreme  relief  to  the  patient.  There  is 
a paucity  of  literature  dealing  with  pregnancy 
and  the  herniated  disc  syndrome:  quite  prob- 
ably this  may  be  because  back  pain,  as  well  as 
other  complaints,  are  not  so  uncommon  during 
pregnancy  that  the  expectant  mother  is  ex- 
pected to  tolerate  all  the  ills  that  beset  her! 
The  author  has  had  at  least  three  patients  in 
his  practice  who  required  disc  surgery  because 
of  intolerable  pain  due  to  disc  herniation, 
without  relief  with  bed  rest  and  considerable 
analgesic  medication,  and  with  protracted 
duration  of  sciatic  pain.  Myelography  may  be 
avoided  in  such  instances  if  desired  and  direct 
exploration  with  gratifying  cures  may  well  be 
anticipated.  These  patients  certainly  represent 
a very  insignificant  group  of  patients  suffering 
from  disc  herniation  and,  to  be  sure,  surgical 
exploration  may  be  justified  only  when  all  else 
fails.  It  would  appear  in  general  that  most 
pregnant  women  manage  to  “get  through”  the 
puerperium  but  may  later  require  disc  surgery 
because  of  failure  of  symptoms  to  abate.  Care- 
ful histories  in  many  patients  seem  to  verify 
this  conclusion.  Flexion-extension  injuries  to 
the  cervical  spine,  or  “whiplash,”  has  occupied 
a voluminous  medical  and  legal  portion  of  the 
literature  of  both  professions.  One  can  only 
marvel  at  the  scarcity  of  low  “backlash”  in- 
jury although  certainly  this  must  also  occur! 
The  incidence  of  disc  injury,  aggravation  or 
herniation  must  either  be  infrequent  or  other 
factors  must  undoubtedly  play  a part  in 
medico-legal  litigation.  The  fact  remains  that 
disc  herniations  may  occur  following  automo- 
bile accidents  and  are  more  likely  to  occur  in 
the  obese  patient  who  at  time  of  impact  is 
thrown  backward  or  even  may  have  the  ex- 
perience of  being  thrown,  seat  and  all,  com- 


Volume  100,  November,  1973 


1047 


pletely  off  the  seat  track  in  a retrograde  direc- 
tion. Myelography  is  utilized  as  an  aid  if  no 
improvement  in  back  or  leg  pain  continues 
despite  conservative  treatment.  Failure  to  di- 
agnose a central  disc  protrusion  can  lead  to 
weakness  or  paralysis  of  both  lower  extremities 
and  irreversible  injury  to  the  cauda  equina 
with  bowel  and  bladder  paresis.  Surgery  in 
these  patients  may  come  too  late  and  reversion 
of  paretic  structures  to  a norm  may  be  delayed 
for  several  years  and  occasionally,  only  incom- 
pletely. Myeiographic  documentation  of  the 
presence  of  a disc  lesion  or  possible  tumor 
should  therefore  be  requested  at  an  early  stage 
of  the  disease  before  irreversible  neurologic 
deficit  may  ensue.  Conservative  treatment  for 
weeks  or  months  should  be  avoided.  Compen- 
sation injuries51  constitute  a very  considerable 
percentage  of  orthopedic  and  neurosurgical 
practice52,53  and  statistics  reported  of  relief  or 
cure  vary  quite  widely  from  one  series  of  cases 
to  another.54  Professional,  educated,  or  highly 
motivated  patients  seem  to  do  the  best,  while 
the  laborer  and  unskilled  patients  do  rather 
poorly.  Early  diagnosis  with  definitive  sur- 
gical treatment  mav  yield  a higher  degree  of 
rehabilitation  rather  than  prolonged  treatment 
with  medication,  hot  packs,  ultrasound  and  the 
like,  where  a disc  lesion  is  the  causative  factor. 
Unless  provisions  for  less  arduous  occupation 
can  be  found  it  is  advisable  to  keep  the  post- 
operative laborer  unemployed  for  a period  of 
two  to  three  months.  A longer  period  of  un- 
employment may  preclude  any  satisfactory 
rehabilitation  and  should  therefore  be  vigor- 
ously denied  the  patient  unless  unforeseen 
complicating  factors  present.  Professional  peo- 
ple such  as  lawyers,  doctors,  architects,  teach- 
ers may  often  be  returned  to  their  full  em- 
ployment within  two  to  three  weeks  after 
operation.  In  dealing  with  compensable  disc 
injuries  one  must  be  fully  aware  of  the  highly 
charged  role  which  possible  future  disability 
connotes  to  the  laboring,  unskilled  patient  who 
suffers  from  disc  disease  and  has  been  sub- 
jected to  disc  surgery.  A painful  spine  which 
subsides  in  a few  days  is  quite  different  from 
a painful  back  of  several  months  duration.  Few 


employers  make  allowance  for  lesser  produc- 
tivity on  the  part  of  their  employees,  and  quite 
justly  may  not  be  expected  to  do  so.  The 
patient,  unable  to  perform  fully,  may  lose  his 
employment  and,  of  far  greater  importance, 
becomes  virtually  unemploy  able.  Fie  is  almost 
automatically  denied  employment  and  insur- 
ance the  moment  he  makes  known  the  fact 
that  he  has  had  disc  surgery;  in  this  respect, 
his  problem  is  not  very  dissimilar  to  the  epi- 
leptic patient!  If  successful  in  obtaining  em- 
ployment the  salary  is  often  at  such  a reduced 
scale  that  the  patient  finds  it  exceedingly  dif- 
ficult to  support  a family.  Satisfactory  solu- 
tions to  this  problem  are  certainly  not  readily 
provided.  It  would  appear  to  be  an  incontro- 
vertible conclusion  that  a significant  responsi- 
bility to  the  patient  is  owed  by  both  the 
attending  physician  and  society.  A greater 
degree  of  flexibility  by  employers  and  indus- 
tries in  general  would  facilitate  relief  of  the 
patient’s  apprehension  of  loss  of  his  livelihood 
and  ability  of  future  earnings.  No  less  im- 
portant is  the  moral  and  sociologic  attitude  of 
the  attending  physician.  If  it  is  evident  that 
the  patient  cannot  return  or  perform  his  pre- 
vious occupation  after  surgery  and  that  ap- 
preciable loss  of  income  will  result  to  the 
patient,  then  compensatory  permanent  disabil- 
ity should  be  provided  to  the  well-motivated 
and  sincere  patient  who  deserves  no  less  than 
this  degree  of  consideration.  In  actual  prac- 
tice this  has  not  proved  for  the  most  part  to 
be  a theoretical  exercise  for  the  number  of 
such  patients  over-all  is  not  overwhelming. 
The  malingerer  is  readily  detected  and  this 
type  of  protection  can  be  easily  denied  him. 
Rhizotomy  for  persistent  pain  is  usually  of 
only  transient  aid  to  the  painful  postoperative 
disc  patient.55,56 

Medicolegal  aspects  of  the  herniated  disc 
problem  merit  particular  consideration  since 
the  number  of  lawsuits  involving  physicians 
and  surgeons  is  likely  to  increase  rather  than 
to  decline.57,58,59  Failure  of  diagnosis,  or  mis- 
diagnosis, though  not  the  most  fertile  grounds 
for  suit,  may  assume  increased  prominence 
especially  where  the  complicating  features  of 
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bladder,  bowel,  or  extremity  paresis  have  oc- 
curred because  of  protracted,  non-specific 
therapy.  Hospital  infection  of  wounds  has 
already  exposed  both  the  hospital  and  the  phy- 
sician to  rather  costly  malpractice  suits.  Injury 
to  great  vessels60,61,62  and  other  traumatic  in- 
juries occurring  during  disc  surgery  have  had 
a similar  history  and,  dependent  as  always  on 
the  courts  and  juries  in  various  jurisdictions, 
have  led  to  very  sizeable  recoveries.  The  doc- 
trine of  “informed  consent’  has  sometimes 
been  extended  to  the  breaking-point  so  that 
the  degree  of  knowledge  which  must  be  im- 
parted to  a patient  undergoing  surgery  be- 
comes well-nigh  incredible.  One  wonders  how 
the  surgeon  under  these  and  comparable  cir- 
cumstances can  protect  himself  against  future 
litigation.  And  to  this  at  the  moment  there 
seems  to  be  no  one  satisfactory  rejoinder.  Per- 
mitted in  some  courts,  and  looked  askance  at 
in  others,  the  doctrine  of  “res  ipsa  loquitur” 
opens  the  million-doliar  door  for  the  jury  so 
inclined.  An  incomplete  answer  to  the  prob- 
lem may  conceivably  be  found  in  the  fact  that 
where  formerly  the  physician  was  at  the  mercy 
of  any  patient  who  could  find  an  attorney  to 
take  his  case,  the  increasing  number  of  mal- 


practice cases  against  attorneys  themselves  may 
help  stem  the  tide.  There  is  little  prospect  that 
lower  jury  verdicts  are  likely.  An  ultimate 
plan  somewhat  comparable  to  that  of  “no 
fault”  auto  insurance  may  prove  of  inestimable 
value  for  protection  of  patient  and  physician 
alike. 

Summary 

Herniated  intervertebral  lumbar  discs  pose 
problems  to  the  general  practitioner  and  neu- 
rosurgeon alike.  Management  by  conservative 
approach,  time  for  consideration  of  operative 
intervention,  myelography,  and  surgical  tech- 
niques have  been  discussed.  Differences  in  pa- 
tients as  to  occupation,  age,  types  of  injury 
incurred,  and  probably  results  of  therapy  have 
been  considered.  Complications  of  non-oper- 
ative and  surgical  intervention,  as  well  as  the 
medico-legal  implications  of  disc  surgery  have 
been  discussed. 


Note:  A full  list  of  references  may  be  obtained 
from  the  author. 
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Drinking  Ice  Water  Declared  Harmless 


Drinking  cold  water  or  ice  water  when 
you're  overheated  from  exertion  has  the  okay 
of  two  medical  consultants  in  the  June  18th 
issue  of  the  Journal  of  the  American  Medical 
Association. 

The  commonly  held  belief  that  drinking 
very  cold  water  on  a very  hot  day  is  bad  for 
your  health  just  isn’t  true,  says  John  L.  Boyer, 
M.D.,  of  San  Diego,  Calif.,  and  Allan  J.  Ryan, 
M.D.,  of  Madison,  Wis. 

Dr.  Boyer  writes:  “Some  studies  that  we 
have  done  in  our  laboratory  indicate  that  there 
is  no  basis  for  concern.  We  have  recorded 
the  temperatures  of  some  of  our  students  fol- 
lowing a high  level  of  physical  activity,  and 


then  immediately  following  ingestion  of  large 
quantities  of  water  at  various  temperatures. 
There  was  no  significant  temperature  change 
due  to  drinking  the  cold  water  from  the  re- 
frigerated drinking  fountains  in  our  gymna- 
sium.” 

Dr.  Ryan  wTites:  “I  am  aware  of  no  evi- 
dence to  the  effect  that  drinking  ice  water  is 
harmful  to  athletes  in  the  course  of  their  par- 
ticipation in  sports.”  He  pointed  out  that  ice 
water  stimulates  rapid  emptying  of  the  stom- 
ach, and  that  it  is  possible  that  stomach  cramps 
might  result,  but  this  would  not  be  a serious 
effect. 
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Diseases  of  Children 

50  Years  of  Continuous  Practice 


A capable  and  dedicated  pedia- 
trician remembers  50  years  of 
practice. 

AT  THE  OUTSET  I deem  it  proper  to 
inform  you  that  I am  a self-invited  speaker 
at  this  meeting.  I am  confident  that  those  who 
are  responsible  for  my  appearance  before  you 
will  be  able  to  marshal  an  adequate  excuse  for 
their  error  of  judgment. 

The  23  rd  of  next  month  will  mark  my  83  rd 
birthday.  This  month  marks  50  years  of  con- 
tinuous pediatric  practice  in  this  community, 
interrupted  only  by  eight  operations:  sub- 
mucous resection;  appendectomy;  cholecy- 
stotomy;  tonsillectomy;  six  cystoscopies  for 
a non-existent  stricture  of  the  ureter;  hernior- 
rhaphy; removal  of  a remnant  of  a rubber 
tube  left  from  the  previous  cholecystotomy, 
and  removal  of  a nasal  angioma.  I am  the  not- 
so-proud  possessor  of  an  expanding  pancreatic 
or  renal  cyst  which  is  pushing  the  right  kidney 
down  into  the  pelvis  and  crowding  the  intes- 
tines into  the  left  side  of  the  abdomen. 

I was  welcomed  to  these  blessed  shores  by 
the  Statue  of  Liberty  in  New  York  Harbor, 
December,  1909.  The  spiritual  and  cultural 
baggage,  which  I brought  with  me,  was  trans- 
mitted to  me  via  the  Jewish  tradition,  which 
blended  reality  with  the  American  mind  and 
spirit. 

America  became  a nation  by  virtue  of  the 
American  Revolution.  The  patriotism  of  the 
men  who  played  so  decisive  a part  in  the 
American  Revolution  was  fired  by  the  example 
of  judges  and  prophets  of  ancient  Israel. 

Presented  before  Danville-Pittsylvania  Acad- 
emy of  Medicine,  May  11,  1973. 


SAMUEL  NEWMAN,  M.D. 

Danville,  Virginia 

The  great  British  historian,  W.E.H.  Lecky 
(1838-1903)  writes:  “It  is  at  least  an  historical 
fact  that  in  the  great  majority  of  instances  the 
early  Protestant  defenders  of  civil  liberty  de- 
rived their  political  principles  chiefly  from  the 
Old  Testament.”  (Rationalism  in  Europe) 
Philip  David  Bookstaber  in  his  book,  “Judaism 
and  the  American  Mind”,  states:  “The  foun- 
ders of  America  were  steeped  deeply  in  He- 
braic learning  and  the  ‘Hebraic  Mortar’  in  the 
structure  of  America  cannot  be  underesti- 
mated.” 

The  rights  and  privileges  of  citizenship  were 
conferred  upon  me  in  1916.  On  that  day  I 
was  bound,  legally  and  morally,  to  conform 
my  future  civic  and  political  activities  to  the 
letter  and  spirit  of  the  Constitution.  The  term 
Reactionary,  Conservative,  Liberal  or  Radical, 
conveys  no  meaning  to  me.  Life  is  dynamic, 
not  static;  life  is  process.  Each  problem  must 
be  solved  in  the  context  of  the  present  with  a 
view  of  a rational  foreseeable  future.  Every 
social,  civic  and  political  involvement  of 
mine  should  be  tested  in  the  light  of  its  con- 
formity with  the  letter  and  spirit  of  the  Con- 
stitution of  the  United  States. 

The  Constitution  allows  ample  scope  for 
differences  of  opinion  on  all  essential  concerns 
of  life;  the  differences  must  lie  within  the 
frame  of  legality  as  determined  by  the  Consti- 
tution and  its  interpreters,  the  Supreme  Court 
of  the  United  States.  The  core  and  heart  of 
the  American  philosophy  is  Pragmatism,  as 
distinguished  from  abstract,  or  romantic,  phi- 
losophies in  vogue  on  the  European  continent. 
Pragmatism  is  defined: 

“In  order  to  ascertain  the  meaning  of  an 
intellectual  conception  one  should  con- 
sider what  practical  consequences  might 
conceivably  result  by  necessity  from  the 
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truth  of  that  conception;  and  the  sum  of 
these  consequences  will  constitute  the  en- 
tire meaning  of  the  conception.” 

It  is  this  philosophy  which  served  as  the 
force  behind  the  unfolding  of  American  civili- 
zation. 

After  intensive  study  in  European  medical 
centers,  and  capping  it  with  a year  of  Resi- 
dency at  the  Children’s  Clinic  of  the  Univer- 
sity of  Vienna,  under  the  tutelage  of  Clemens 
Von  Pirquet  and  Bela  Schick,  I returned  to 
the  United  States  with  the  intention  of  pursu- 
ing an  academic  career.  I was  offered  an  in- 
structorship  at  the  Washington  University  in 
St.  Louis,  under  McKim  Marriott.  My  wife 
vetoed  it.  June,  1923,  I pitched  my  tent  in 
Danville.  With  a strong  orientation  towards 
the  laboratory,  I equipped  my  office  with 
x-ray  and  laboratory  facilities  in  charge  of 
registered  technicians. 

My  entry  upon  the  study  of  medicine  was 
motivated  by  a strong  tradition.  From  the 
beginning  of  their  history,  until  modern  times, 
Jews  have  exercised  a tremendous  influence 
on  the  development  of  medical  science.  In 
the  Jewish  tradition  the  physician  is  regarded 
as  an  instrument  through  whom  God  could 
effect  the  cure.  Jewish  physicians  considered 
their  vocation  a spiritual  gift  and  challenge. 
Jews  have  contributed  to  medicine  both  by 
creation  of  new  medical  concepts  and  by  the 
transmission  of  medical  knowledge.  It  was 
through  the  medieval  Jewish  and  Arab  phy- 
sicians that  the  medical  knowledge  of  the  East 
and  much  of  ancient  Greek  medicine  were  pre- 
served and  transmitted  to  the  West. 

Of  the  440  Nobel  Prize  Winners,  66  are 
of  Jewish  extraction.  Of  the  66  Nobelists 
53  are  in  medicine,  chemistry  and  physics. 
This  preeminence  of  Jews  in  science  is  not 
due  to  any  racial  trait  but  to  traditional  em- 
phasis on  learning.  The  ancient  Greeks  built 
mansions  of  the  mind;  the  Romans,  great  pub- 
lic works  and  empires;  the  Hebrews  extolled 
learning.  In  our  times  the  Russians  furnished 
an  example  of  what  can  be  accomplished  by 
reordering  priorities.  Under  the  Czars  98% 
of  the  population  were  illiterate.  Now  literacy 


is  as  high  as  97%.  China,  too,  has  reordered 
its  national  priorities,  with  surprising  results  in 
the  fields  of  science  and  technology. 

Private  practice,  as  a rule,  does  not  offer 
opportunities  for  adding  to  basic  medical 
knowledge;  this  is  the  province  of  medical 
centers  and  research  institutes.  The  function 
of  the  practitioner  is  to  apply  the  best  which 
is  already  established  as  sound  practice  and 
to  guard  himself  from  becoming  mired  in  stale 
routine.  The  practitioner  has  a duty  to  sharpen 
his  acumen  and  to  acquire  the  rudiments  of 
epistomology:  the  branch  of  philosophy  which 
investigates  the  origins,  nature,  methods  and 
limits  of  human  knowledge. 

At  the  time  I planted  my  feet  in  this  com- 
munity pediatrics  was  not  a recognized  and 
organized  specialty,  except  in  a few  large  cities 
such  as  Boston,  New  York,  Philadelphia,  and 
Chicago.  There  were  probably,  at  that  time, 
only  two  full  time  chairs  in  pediatrics  in  the 
country.  The  American  Board  of  Pediatrics 
was  organized  in  the  year,  1933.  I received 
my  certification  as  a Licentiate  of  the  Ameri- 
can Board  of  Pediatrics  October  27,  1934. 
At  that  time  there  were  only  two  other  certi- 
fied pediatricians  in  Virginia:  Dr.  Mangum 
in  Richmond  and  Dr.  Royster  at  the  Univer- 
sity of  Virginia.  The  first  20  or  25  years  the 
scope  of  my  practice  was  broad.  I set  simple 
fractures;  did  minor  surgery;  thoracotomies 
for  empyema;  myringotomy,  and  paracentesis 
of  the  pericardium. 

Laboratory  facilities  in  the  hospital  in  those 
days  were  extremely  limited.  I was  the  first 
to  give  a blood  transfusion  to  a child  in  the 
State  of  Virginia;  to  establish  a blood  bank 
and  prepare  blood  plasma,  and  parenteral  solu- 
tions in  my  office. 

The  Clinics 

At  the  initiative  of  Dr.  R.  W.  Garnett,  one 
of  the  most  progressive  health  officers  in  Vir- 
ginia, a weekly  Child  Health  Clinic  was  or- 
ganized, within  the  first  month  of  my  arrival 
in  Danville.  It  is  still  functioning.  Only  seven 
times  have  I failed  to  attend  the  clinic.  A con- 
servative estimate  of  the  number  of  visits  to 
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the  clinic  is  between  24,000  and  25,000.  Under 
the  auspices  of  the  Charity  League  of  Martins- 
ville and  the  Red  Cross,  a free  monthly  clinic 
was  organized.  The  first  clinic  was  held  June 
11,  1924,  and  the  last  clinic,  December,  1966, 
covering  a period  of  42*4  years.  Only  four 
clinics  were  missed,  due  to  illness.  The  num- 
ber of  visits  totals  a little  over  6,000.  The 
Charity  League  in  Martinsville  established  the 
Samuel  Newman  Hospital  Fund.  The  Junior 
Wednesday  Club  in  Danville  established  a 
monthly  clinic  for  children  in  1937.  It  was 
renamed  the  Samuel  Newman  Children’s  Clinic 
of  the  Junior  Wednesday  Club.  Due  to  im- 
proved social  conditions  in  the  county,  only 
few  patients  have  been  seen  during  the  last 
two  or  three  years.  The  total  number  of  visits 
to  the  clinic  is  approximately  5,000. 

The  service  rendered  to  the  patients  was 
more  than  perfunctory.  It  involved  the  as- 
sistance of  public  health  nurses,  volunteer 
workers,  and  referrals  to  local  and  out-of- 
town  specialists  and  institutions.  In  some  cases 
large  sums  of  money  were  expended  by  the 
Charity  League  of  Martinsville  and  the  Jun- 
ior Wednesday  Club  Children’s  Clinic,  or  the 
City  of  Danville  for  the  care  of  patients. 
Communication  with  various  specialists  broad- 
ened my  medical  knowledge. 

The  article,  “The  Private  Practice  of  Pedia- 
trics” in  the  February,  1973,  issue  of  “Resident 
and  Staff”  answers  the  questions,  “Whom  do 
they  treat?  What  do  they  treat?  How  much 
do  they  earn?” 

Most  common  conditions  treated  by  pedia- 
tricians currently  are: 

A.  Neonatal  visits;  well-baby  care  and  child 
care;  prophylactic  treatment. 

B.  Medical  and  surgical  aftercare;  general 
medical  examinations. 

C.  Gastro-intestinal  conditions. 

D.  Common  cold;  hayfever;  asthma;  bron- 
chitis; pharyngitis;  tonsillitis;  laryngitis; 
otitis  media;  pneumonia. 

Pediatricians  have  the  lowest  net  income  of 
all  doctors.  The  average  for  physicians  as  a 
whole  (1972)  was  $39,727;  for  surgeons, 


$48,868  and  for  pediatricians,  $31,812.  The 
average  number  of  visits  annually  is  about 
7000. 

The  illnesses  which  I have  encountered  dur- 
ing the  first  20  years  of  practice  are  seldom 
encountered  now.  In  the  first  decades  of  prac- 
tice I saw  rickets,  scurvy,  marasmus,  pellagra 
(acrodynia)  typhoid  fever,  tuberculosis  in 
many  forms,  malaria,  osteomylitis,  rheumatic 
fever,  pyodermas  (malignant  chicken  pox), 
diphtheria,  Rocky  Mountain  spotted  fever, 
phlyctenular  conjunctivitis,  xerophthalmia, 
diaphragmatic  hernia,  weeping  eczema,  tumors 
(benign  and  malignant)  and  leukemia. 

Facilities  for  referral  during  those  years  were 
limited.  Practice  presented  a challenge  to 
diagnostic  acumen;  it  also  presented  the  pos- 
sibility for  mistaken  diagnoses  and  iatrogeny. 

In  1923  Dr.  Bela  Schick,  University  of 
Vienna,  was  invited  to  become  Pediatrician- 
in-Chief  at  Mount  Sinai  Hospital  and  Profes- 
sor of  Pediatrics  at  Columbia  University.  He 
was  very  helpful  to  me  with  referrals  and 
advice  by  letter  and  telephone.  A child  was 
referred  to  me  for  treatment  of  jaundice.  The 
correct  diagnosis  was  Addison’s  Disease.  I 
sought  advice  concerning  this  condition  from 
Dr.  Schick.  “Thereby”,  as  the  saying  goes, 
“hangs  a tale”,  ( Aphorisms  and  Facetiae  of 
Bela  Schick , by  I.J.  Wolf,  M.D.  1965 ) In  April, 
1938,  a case  of  Addison’s  Disease  in  a boy, 
aged  1 1 years,  was  presented  at  Grand  Rounds 
at  Mount  Sinai  Hospital.  This  case  had  been 
a diagnostic  problem  to  the  staff.  At  the  con- 
ference Dr.  Schick  said  that  he  received  a 
telephone  call  from  Danville,  Virginia,  last 
week  about  a boy  there  with  Addison’s  Dis- 
ease. In  view  of  this  he  was  well  prepared 
to  diagnose  the  case.  Full  credit  for  the  cor- 
rect diagnosis  was  due  Dr.  Newman. 

This  incident  and  others  that  I could  recite 
about  this  man,  if  time  permitted,  gives  insight 
into  the  character  of  the  man  who  for  decades 
was  regarded  as  the  greatest  living  pediatrician. 

It  may  be  of  interest  to  allude  now  to  the 
way  the  medical  profession  is  looked  upon  by 
some  non-medical  men. 

At  a meeting  of  the  American  Philosophical 
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Society  (founded  1743)  it  was  stated  that 
“Truth  in  all  its  kinds  is  the  most  difficult  to 
win;  and  truth  in  medicine  is  the  most  diffi- 
cult.” A human  being,  unlike  a computer,  is 
more  than  the  sum  of  his  parts.  There  is  some- 
thing elusive  about  a human  being,  call  it 
spirit  or  soul.  A milligram  of  digitalis  per 
kg.  of  body  weight  in  one  person  will  not 
produce  the  same  effect  in  another  person. 
Of  all  scientific  disciplines,  medicine  is  the 
most  guilty  of  “post  hoc,  ergo  proptor  hoc” 
(after  this,  therefore,  on  account  of  it);  a type 
of  fallacious  reasoning  as  to  argue  that  because 
night  follows  day  it  follows  as  a result  or  con- 
sequence of  day.  Some  great  medical  reputa- 
tions have  been  built  on  this  fallacy.  Some 
prestigious  medical  institutes  and  Ivory  Tower 
luminaries  have  come  under  criticism  for  an- 
nouncing, publishing  and  promoting  pro- 
cedures and  cures  which  are  short-lived.  The 
absolute  truth  is  not  attainable.  It  is  like  a shat- 
tered mirror  scattered  in  myriad  bits,  occupy- 
ing different  levels  in  space  and  time.  Each 
person  believes  his  little  bit  is  the  whole. 

From  the  beginning  of  recorded  history  the 
physician  occupied  a unique  position  in  so- 
ciety by  virtue  of  self-imposed  and  imposed 
high  ethical  codes.  The  basis  of  medical  ethics 
is  secular  and  religious.  The  well  known  Hip- 
pocratic Oath  reflects  the  ethical  ideas  of  the 
Greeks  which  were  summarized  bv  Aristotle 

J 

(384-322  BC).  Aristotelian  ethics  bases  its 
conception  on  morality  upon  the  moral  judg- 
ments and  practices  of  the  wise  and  good  men 
of  Greece.  According  to  Aristotle,  morality 
is  discovered  by  empirical  observation,  with- 
out reference  to  any  transcendant  good  or 
standard.  The  great  German  philosopher,  Im- 
manuel Kant,  formulated  the  secular  or  philo- 
sophical basis  of  ethics  in  the  well  known 
Categorical  Imperative:  “Act  as  if  the  maxim 
of  thy  will  were  to  become  by  adopting  it  a 
universal  law  of  nature”. 

The  religious  basis  of  medical  ethics  stems 
from  the  fact  that  religion  and  medicine  have 
been  in  alliance  with  each  other  in  every  land, 
among  all  peoples  throughout  recorded  his- 


tory. The  moral  and  ethical  outlook  of  the 
Western  World  is  influenced— if  not  absolutely 
determined— by  the  Judeo-Christian  tradition. 
In  our  Western  Civilization,  “nature”  is  con- 
ceived as  permeated  in  some  way  or  another 
by  God.  Einstein  speaks  of  it  as  “Cosmic  In- 
telligence”; the  great  Christian  theologian  Paul 
Tillich,  as  the  “ground  of  being”.  A Hedonist: 
one  who  believes  that  pleasure,  or  pleasant  con- 
sciousness, and  this  alone,  has  ultimate  value, 
would  not  be  tolerated  as  a physician  in  our 
society. 

It  has  been  juridically  determined  that  a 
physician  in  the  performance  of  his  duties  must 
conform  to  a high  ethical  code.  In  Nazi  Ger- 
many experiments  were  conducted  on  human 
beings  on  the  so-called  inferior  races— Jews  and 
Slavs,  without  their  consent,  and,  in  many  in- 
stances, without  the  consideration  given  to 
experimental  animals.  At  the  University  of 
Vienna,  1922,  I sat  at  the  feet  of  the  world- 
renowned  authority  on  the  diseases  of  the 
liver  and  spleen,  Dr.  Hans  Eppinger.  During 
the  Hitler  years  he  performed  experiments  on 
Jewish  women.  The  defense  maintained  that 
such  experiments  were  by  orders  of  his  su- 
periors. The  courts  did  not  accept  such  de- 
fense on  the  part  of  a physician. 

As  human  beings  we  are  subject  to  all  the 
frailties  of  man  born  of  woman.  Humility 
becomes  each  one  of  us.  The  French  philoso- 
pher, Henri  L.  Bergson,  a Nobelist,  stated  that 
the  potential  capability  for  immediately  grasp- 
ing reality  is  actualized  only  in  a few  select 
men.  Strong  fetters  of  habit  tie  man  down 
to  the  social,  moral,  and  conceptual  reality  of 
his  environment,  and  only  an  elite  few  are 
capable  of  extricating  themselves.  Constant 
and  diligent  study  must  accompany  every  day 
of  our  practice. 

The  pursuit  of  knowledge  is  an  arduous 
task.  In  the  words  of  Rabbi  Tarfon  (1st  Cen- 
tury A.D.) : 

“It  is  not  for  you  to  finish  the  task,  neither 

are  you  free  from  pursuing  it.” 

110  Main  Street 
Danville , Virginia  24541 
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Medicare— Part  B . . 


CURTIS  J.  KELLY,  JD 


Services  of  Physician's  Assistants 

A new  category  of  allied  health  personnel, 
known  by  various  identifying  titles,  e.g.,  phy- 
sician’s assistant,  medical  specialty  assistant, 
medical  services  assistant,  nurse  practitioner, 
etc.,  are  being  trained  under  various  programs 
to  assist  or  act  in  the  place  of  the  physician. 
The  services  performed  by  those  so  trained  in- 
clude not  only  services  ordinarily  performed 
by  the  physician’s  nurse  such  as  taking  blood 
pressure,  giving  injections,  changing  dressings, 
but  also  services  heretofore  ordinarily  per- 
formed by  the  physician  himself,  such  as  rou- 
tine physical  examinations,  minor  surgery,  as- 
sistance in  major  surgery,  setting  casts  on 
simple  fractures,  reading  x-rays,  and  other  ac- 
tivities that  involve  an  independent  evaluation 
or  treatment  of  the  patient’s  condition. 

There  is  no  coverage  under  Part  B of  Medi- 
care which  would  authorize  coverage  of  the 
services  of  physician’s  assistants  as  independent 
practitioners.  The  only  basis  found  for  cover- 
ing their  services  would  be  as  services  furnished 
“incident  to”  a physician’s  professional  service. 
One  of  the  requirements  that  must  be  met  for 
services  to  be  covered  as  “incident  to”  a phy- 
sician’s professional  service  is  that  the  service 
rendered  must  be  of  a kind  that  is  commonly 
furnished  in  a physician’s  office.  This  limita- 
tion restricts  coverage  to  the  services  or  nurses 
and  other  assistants  that  are  commonly  fur- 
nished as  necessary  adjunct  to  the  physician’s 


personal  in-office  service.  Thus,  the  perform- 
ance by  a physician’s  assistant  of  services  which 
traditionally  have  been  reserved  to  the  physi- 
cian cannot  be  covered  under  Part  B of  Medi- 
care even  though  all  the  other  “incident  to”  re- 
quirements are  met.  (Reference  Part  B Inter- 
mediary Manual  Section  6103  B) 

Assignment  Agreement 

Many  physicians  have  recently  inquired  as 
to  the  effect  of  the  Medicare  assignment  agree- 
ment in  view  of  the  current  method  of  proces- 
sing Blue  Shield  65  Extended  Claims. 

The  Bureau  of  Health  Insurance  has  advised 
that  any  excess  amount  collected  from  Blue 
Shield’s  processing  of  65  Extended  Claims 
prior  to  Medicare  Payments  should  be  returned 
to  Blue  Shield  by  the  physician. 

The  manual  instructions  are  specific  in  that 
a physician  who  has  accepted  assignment 
would  be  in  violation  of  his  assignment  agree- 
ment if  he  collects  an  amount  which  exceeds 
the  reasonable  charge  determination  and  he  is 
obligated  to  refund  such  excess  amounts.  Sec- 
tion 6018.5  of  the  Part  B Intermediary  Manual 
(which  is  available  for  your  inspection  at  the 
nearest  Social  Security  District  Office)  clearly 
indicates  that  any  excess  amount  paid  by  the 
enrollee  should  be  returned  to  the  enrollee  and 
any  excess  amount  paid  by  private  insurance 
to  the  insurer. 
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The  Medical  Society  of  Virginia  . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  held  at  Richmond’s  Ex- 
ecutive Motor  Hotel  on  Sunday,  September  23. 

Members  Present:  Dr.  Carl  E.  Stark,  Dr.  John 
A.  Martin,  Dr.  William  S.  Hotchkiss,  Dr.  Alvin 
E.  Conner,  Dr.  Mack  I.  Shanholtz,  Dr.  William  J. 
Hagood,  Jr.,  Dr.  Raymond  S.  Brown,  Dr.  Charles 
E.  Davis,  Jr.,  Dr.  Percy  Wootton  (for  Dr.  Car- 
rington Williams,  Jr.),  Dr.  George  J.  Carroll,  Dr. 
Girard  V.  Thompson,  Sr.,  Dr.  H.  C.  ^Alexander, 
III,  Dr.  James  C.  Respess,  Dr.  Thomas  L.  Lucas, 
Dr.  James  Hal  Smith  and  Dr.  W.  Leonard  Weyl. 

Others  Present:  Dr.  Harry  G.  Hager,  Jr., 
Second  Vice-President;  Dr.  K.  K.  Wallace,  Jr., 
Vice-Speaker;  Dr.  Alexander  McCausland,  Dr. 
William  R.  Hill  and  Dr.  W.  Callier  Salley,  AMA 
Delegates;  Dr.  F.  Ashton  Carmines,  Alternate 
AMA  Delegate;  Dr.  John  R.  Jones  (for  Dr.  War- 
ren H.  Pearse),  Executive  Associate  Dean,  Medi- 
cal College  of  Virginia;  Dr.  James  W.  Craig  (for 
Dr.  William  R.  Drucker),  Associate  Dean,  Uni- 
versity of  Virginia  School  of  Medicine;  Mr. 
Robert  G.  Stuart,  Executive  Secretary,  Va- 
MPAC;  Air.  James  S.  Imboden,  AMA  Field 
Service  Representative;  and  Mr.  William  R. 
Miller,  Attorney. 

Southern  Medical  Reception 

Council  was  advised  that  Virginia  is  doubly 
honored  to  have  Dr.  George  Carroll  as  President- 
Elect  of  the  Southern  Medical  Association  and 
Mrs.  W.  Nash  Thompson  as  President-Elect  of 
the  Woman’s  Auxiliary  to  the  Southern  Medical 
Association.  Both  will  be  installed  during  the 
meeting  of  that  Association  in  November. 

A proposal  was  made  that  The  Medical  So- 
ciety of  Virginia  honor  Mrs.  Thompson  and  Dr. 
Carroll  with  a reception  in  San  Antonio  on  the 
evening  of  November  13.  The  cost  would  be  ap- 
proximately $800.00  and  a special  appropriation 
would  be  required.  Dr.  Brown  moved  that  the 
necessary  funds  bv  authorized  and  that  the  So- 
ciety arrange  a reception  in  honor  of  our  two  dis- 
tinguished Virginians.  The  motion  voas  seconded 
and  carried. 

VaMPAC  Board 

Each  year  at  this  time  Council  is  requested  to 
elect  a Board  of  Directors  for  the  Virginia  Medi- 
cal Political  Action  Committee.  After  reviewing 


a list  of  nominees  it  was  noted  that  the  Board 
does  not  contain  a Member-at-Large  from  the 
Eighth  District. 

Dr.  Thomas  L.  Lucas  was  nominated  for  the 
vacant  spot  and  it  was  agreed  that  there  is  no 
conflict  of  interest  where  members  of  Council 
are  concerned. 

Dr.  Hotchkiss  then  moved  that  the  following 
slate  be  elected.  The  motion  ivas  seconded  and 
carried. 

DISTRICT  CHAIRAIEN 

1st:  Frank  Chambers  Robert,  M.D.,  Hamp- 
ton 

2nd:  Clarence  B.  Trower,  Jr.,  M.D.,  Norfolk 
3rd:  Henry  S.  Spencer,  iM.D.,  Richmond 
4th:  Arthur  A.  Kirk,  M.D.,  Portsmouth 
5th:  Girard  V.  Thompson,  Sr.,  M.D.,  Chat- 
ham 

6th:  Charles  A.  Young,  Jr.,  M.D.,  Roanoke 
7th:  Dennis  P.  McCarty,  M.D.,  Front  Royal 
8th:  Alvin  E.  Conner,  M.D.,  Alanassas 
9th:  Walter  C.  Elliott,  M.D.,  Lebanon 
10th:  Michael  A.  Puzak,  M.D.,  Arlington 

MEMBERS-AT-LARGE 

1st:  James  R.  Howerton,  M.D.,  Hampton 
2nd:  Clarke  Russ,  M.D.,  Virginia  Beach 
3rd:  Harold  I.  Nemuth,  M.D.,  Richmond 
5th:  Mrs.  F.  Clyde  Bedsaul,  Floyd 
5th:  A.  Epes  Harris,  Jr.,  M.D.,  Blackstone 
5th:  Thomas  H.  Holland,  Pharmacist,  Dan- 
ville 

5th:  Mrs.  Robert  D.  Keeling,  Woman’s  Aux- 
iliary, South  Hill 

6th:  Alexander  AIcCausland,  M.D.,  Roanoke 
7th:  Walter  Copley  McLean,  M.D.,  Char- 
lottesville 

8th:  Thomas  L.  Lucas,  M.D.,  Alexandria 
9th:  Cecil  C.  Hatfield,  M.D.,  Saltville 
10th:  Ira  D.  Godwin,  AID.,  Fairfax 
10th:  W.  Leonard  Weyl,  M.D.,  Arlington 

MEDICREDIT 

Although  The  Medical  Society  of  Virginia  has 
long  been  on  record  as  endorsing  Medicredit, 
AMA  has  requested  that  the  endorsement  be  re- 
affirmed. Dr.  Stark  called  Council’s  attention  to 
the  fact  that  nine  of  Virginia’s  twelve  man  Con- 
gressional delegation  have  thus  far  agreed  to 
serve  as  sponsors  of  this  legislation. 
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A motion  by  Dr . Hotchkiss  to  reaffirm  the  So- 
ciety's previous  endorsement  of  Medicredit  was 
seconded  and  adopted . 

House  of  Delegates  Agenda 

Dr.  Stark  reported  that  every  effort  is  being 
made  this  year  to  streamline  the  First  Session  of 
the  House  of  Delegates  to  the  maximum  extent- 
possible,  He  went  on  to  say  that  he  had  given 
the  agenda  a great  deal  of  thought  and  had  made 
a special  trip  to  Richmond  for  this  purpose.  Un- 
fortunately, an  unforeseen  emergency  had  pre- 
vented Dr.  Hagood  from  attending.  Dr.  Stark 
pointed  out  that  Dr.  Hagood  had  proposed  some 
changes  to  the  agenda  and,  in  his  opinion,  Coun- 
cil would  be  the  best  judge.  He  expressed  the 
hope  that  the  first  part  of  the  agenda  could  re- 
main unchanged  since  he  feels  strongly  that  the 
President  should  introduce  the  Society’s  guests. 
This  procedure  is  followed  in  many  other  state 
societies  and  apparently  is  well  received. 

Dr.  Hagood  stated  that  the  agenda  is  really  an 
excellent  one  and  that  the  only  changes  he  pro- 
poses are  for  the  purpose  of  complying  with  the 
By-Laws  and  also  to  give  the  Presidential  Address 
the  attention  and  recognition  it  deserves. 

Following  considerable  discussion,  it  was 
moved  by  Dr.  Hotchkiss  that  the  agenda  be 
drawn  in  such  fashion  as  to  permit  the  President 
to  introduce  the  Society’s  guests  prior  to  his 
Presidential  Address.  The  motion  was  seconded 
and  carried. 

Rules  of  Procedure 

Council  then  turned  its  attention  to  reviewing 
proposed  Rules  of  Procedure  for  the  House  of 
Delegates.  Dr.  Hagood  believed  that  a number 
of  changes  were  in  order  and  recommended  that 
the  first  sentence  of  the  Rules  be  amended  by 
striking  the  words  uand  the  Executive  Vice  Pres- 
ident”.  This  would  bring  the  Rules  into  com- 
pliance with  the  By-Laws.  A motion  by  Dr. 
Smith  to  amend  the  sentence  as  suggested  was 
seconded  and  adopted. 

Dr.  Hagood  then  moved  that  the  third  para- 
graph of  the  Rules  be  amended  by  inserting  the 
words  uappointed  by  the  Speaker ” after  the  word 
“ Committees ” in  the  first  sentence.  The  motion 
would  also  amend  the  fourth  paragraph  by  de- 
leting the  first  three  sentences.  The  motion  was 
seconded. 

It  was  explained  that  the  proposed  amendment 
to  paragraph  three  would  simply  provide  for  the 
appointment  of  all  Reference  Committees  by  the 
Speaker  and  that  the  proposed  amendments  to 
paragraph  four  would  eliminate  language  no 
longer  applicable. 


Following  some  discussion  concerning  the  ad- 
visability of  Vice-Councilors  serving  on  Refer- 
ence Committees,  it  was  moved  by  Dr.  Weyl 
that  Dr.  Hagood’s  motion  be  amended  by  pro- 
viding that  each  Reference  Committee  be  com- 
posed of  ten  members  in  addition  to  a Chairman 
—each  Committee  to  have  at  least  one  represen- 
tative from  each  Congressional  District.  The 
Committees  would  be  made  up  of  ten  Councilors, 
ten  Vice-Councilors  and  nominees  to  be  sub- 
mitted by  the  Districts. 

After  considerable  discussion  it  was  moved  that 
the  matter  be  tabled  in  order  that  a special  com- 
mittee could  consider  the  problem  and  report 
back  to  Council  later  in  the  day.  The  Triotion 
was  seconded  and  adopted . 

It  was  then  moved  by  Dr.  Hagood  that  during 
elections  all  nominating  speeches  be  limited  to 
three  minutes  each  and  seconding  speeches  to  two 
minutes.  The  motion  would  also  limit  the  num- 
ber of  seconding  speeches  to  three.  The  motion 
was  seconded  and  adopted. 

Continuing  Education 

Dr.  Carroll  reported  that  his  Committee  on 
Medical  Education  had  put  in  a busy  year  ex- 
ploring the  most  effective  ways  and  means  of 
implementing  a program  of  continuing  medical 
education  within  the  Society.  In  this  connection, 
the  Committee  has  spent  considerable  time  with 
representatives  of  Natresources,  Inc.— a national 
firm  specializing  in  the  design,  promotion  and 
actual  operation  of  continuing  education  pro- 
grams. 

Mr.  Nattress,  President  of  Natresources,  Inc., 
was  introduced  and  briefly  covered  the  proposal 
of  his  Company.  Following  his  comments,  Dr. 
Craig  expressed  the  feeling  that  a cooperative  and 
coordinated  approach  to  continuing  education  is 
vitally  important  for  the  medical  schools  and 
other  interested  groups.  He  indicated  that  there 
is  a need  for  better  communications  among  all 
interested  parties  and  that  a coordinating  com- 
mittee on  continuing  education  might  well  be  in 
order.  Dr.  Jones  stated  that  the  Medical  College 
of  Virginia  was  committed  to  working  with 
other  medical  schools  and  The  Medical  Society 
of  Virginia  in  establishing  sound  and  effective 
educational  programs. 

During  the  ensuing  discussion  the  thought  was 
expressed  that  an  effort  should  be  made  to  de- 
termine definite  needs  before  agreeing  on  a 
specific  program.  Mr.  Nattress  agreed  that  a 
needs  assessment  program  would  most  certainly 
be  mandatory  and  is  a definite  part  of  the  Nat- 
resources proposal. 

In  discussing  the  estimated  first  year  cost  of  the 
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program— $1.80  per  member— it  was  brought  out 
that  the  Company  would  have  a small  staff  com- 
mitted for  the  first  several  months.  It  was 
stressed  that  the  expertise  necessary  for  a pro- 
gram of  this  kind  would  be  drawn  from  the 
membership  of  the  Society.  Mr.  Nattress  defi- 
nitely favored  a supportive  approach  to  continu- 
ing education  rather  than  a punitive  approach. 

A question  was  then  raised  as  to  whether  ac- 
tion by  Council  would  be  premature  since  the 
House  of  Delegates  should  make  the  final  de- 
cision. It  was  mentioned  that  continuing  educa- 
tion is  a natural  by-product  of  PSRO  and  that 
a model  PSRO  plan  currently  being  put  together 
will  very  probably  provide  for  a contract  with 
some  qualified  organization  for  continuing  edu- 
cation activities. 

A motion  was  then  offered  by  Dr.  Hotchkiss 
which  would  have  Council  reaffirm  its  stated  po- 
sition on  continuing  education  and  table  for  the 
time  being  the  matter  of  contract  negotiations 
with  Natresources,  Inc.  The  motion  was  sec- 
onded. 

It  was  agreed  that  the  question  should  be  di- 
vided and  that  part  calling  for  reaffirmation  of 
the  Society's  stated  position  on  continuing  edu- 
cation was  carried.  (Dr.  Carroll  requested  that 
he  be  recorded  as  not  voting.)  That  part  of  the 
question  which  would  table  the  matter  of  ne- 
gotiating a contract  with  Natresources  was  lost. 

It  was  then  moved  by  Dr.  Carroll  that  the 
recommendation  by  the  Committee  on  Medical 
Education  to  develop  a pilot  program  for  con- 
tinuing education  be  approved  and  that  Natre- 
sources, Inc.,  or  an  equivalent  educational  firm,  be 
employed  to  develop  the  program  with  The 
Medical  Society  of  Virginia  as  sponsor.  He 
further  moved  that  such  approval  by  Council  be 
forwarded  to  the  House  of  Delegates  for  final 
action.  The  motion  was  seconded  and  carried. 


Rarick  for  the  repeal  of  those  provisions  of  Pub- 
lic Law  92-603  having  to  do  with  PSRO. 

Although  there  was  considerable  support  for 
the  Louisiana  request,  there  was  some  question 
as  to  whether  such  definite  action  should  be 
taken  at  this  time.  Dr.  Respess  moved  that  the 
matter  be  tabled  in  view  of  the  thorough  dis- 
cussion of  PSRO  surely  to  be  conducted  by  the 
House  of  Delegates  in  October.  The  motion 
was  seconded  and  adopted. 

A motion  by  Dr.  Lucas  to  remove  the  matter 
from  the  table  was  seconded  but  lost. 

At  this  time  Dr.  Stark  reported  that  he  had 
recently  met  personally  with  Dr.  George  Gard- 
iner, Medical  Director  of  Region  III  of  HEW. 
He  expects  a letter  from  Dr.  Gardiner  within  the 
next  few  days  and  will  keep  Council  advised  of 
all  developments.  Dr.  Stark  went  on  to  express 
the  feeling  that  it  is  of  the  utmost  importance 
that  medicine  not  lose  the  very  first  PSRO 
battle  in  which  it  engages.  For  this  reason,  it  is 
most  important  that  Virginia  be  permitted  to 
establish  a statewide  PSRO  with  satellite  divisions. 

In  answer  to  a question  as  to  what  the  Society 
might  do  should  its  proposal  be  rejected  by 
HEW,  Dr.  Stark  called  attention  to  a resolution 
recently  adopted  by  the  Kentucky  Medical  As- 
sociation. This  resolution  takes  into  account  the 
possibility  that  the  Kentucky  proposal  might  be 
either  rejected  or  amended  and  provides  that, 
should  this  occur,  any  new  plan  must  be  approved 
by  the  House  of  Delegates  at  a regular  or,  if 
necessary,  special  called  meeting.  The  resolu- 
tion also  requested  that  an  effort  be  made  to  in- 
form the  public  and  legislators  of  the  potential 
deleterious  effects  of  the  law  on  the  quality,  con- 
fidentiality, and  cost  of  medical  care.  It  went 
even  further  and  requested  the  Kentucky  House 
of  Delegates  to  petition  the  State’s  Congressional 
delegation  to  work  for  the  repeal  of  PSRO. 


1974  Travel  Program 

Dr.  Martin  reported  that  July  8 has  been  se- 
lected as  the  departure  date  for  the  14-day  trip 
to  Austria,  Switzerland  and  West  Germany.  This 
particular  trip  is  being  arranged  through 
INTRAV. 

A shorter  trip  will  also  be  tried  in  1974  and 
will  feature  a 7-day  excursion  to  London.  The 
departure  date  will  be  February  27. 


PSRO 


Bicentennial  of  American  Revolution 

The  Society  has  been  urged  by  several  of  its 
members  to  appoint  a special  Bicentennial  Com- 
mittee for  Celebration  of  the  American  Revolu- 
tion. The  Committee  would  determine  what  role 
the  Society  should  play  in  the  celebration  and 
suggest  such  projects  as  it  might  believe  advis- 
able and  worthwhile. 

A motion  by  Dr.  Brown  calling  for  the  ap- 
pointment of  such  a Committee  was  seconded 
and  adopted. 


Dr.  Stark  recently  received  a letter  from  the 
Louisiana  State  Medical  Society  requesting  that 
Virginia’s  Congressmen  be  urged  to  support  a 
bill  introduced  by  Louisiana  Congressman 


Jane  Todd  Crawford 

On  December  25,  1809,  Dr.  Ephraim  Mc- 
Dowell performed  what  is  referred  to  as  the  first 
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ovariotomy.  The  surgery  took  place  at  Dr.  Mc- 
Dowell’s home  in  Danville,  Kentucky.  It  hap- 
pens that  Dr.  McDowell  was  a native  of  Rock- 
bridge County  and  his  patient  was  Jane  Todd 
Crawford,  who  resided  at  Todd’s  Mill  on  Whistle 
Creek. 

Mrs.  W.  Nash  Thompson,  President-Elect  of 
the  Woman’s  Auxiliary  to  the  Southern  Medical 
Association,  has  expressed  considerable  interest  in 
having  an  historical  marker  placed  at  Old  Mon- 
mouth Church— within  sight  of  the  Todd  birth- 
place. Mr.  Osburn  discussed  the  project  and 
stated  that  no  Society  funds  would  be  involved. 

It  was  then  moved  by  Dr.  Lucas  that  the  So- 
ciety endorse  Mrs.  Thompson’s  efforts  in  con- 
nection with  the  proposed  marker.  The  motion 
was  seconded  and  carried. 

Legislation 

Mr.  Osburn  reported  that  the  Legislative  Com- 
mittee had  recently  met  in  Richmond  for  the  pur- 
pose of  putting  together  a legislative  package  for 
the  House  of  Delegates.  He  reviewed  a number 
of  the  subject  areas  and  stated  that  a special 
legislative  package  would  be  ready  for  the  dele- 
gates at  Norfolk. 

Council  was  reminded  that,  during  its  meeting 
of  July  8,  endorsement  was  accorded  a resolu- 
tion adopted  by  the  State  Board  of  Health  which 
emphasized  that  the  disposal  of  human  waste, 
solid  waste  and  the  protection  of  drinking  water 
supplies  are  primary  health  matters  and  should 
remain  under  the  control  of  the  Department  of 
Health. 

Dr.  Stark  reported  that  he  had,  in  keeping  with 
a recommendation  of  Council,  appointed  a Com- 
mittee on  Emergency  Medical  Services.  This 
Committee  will  undoubtedly  make  many  con- 
tributions during  future  sessions  of  the  General 
Assembly. 

Maternal  Deaths 

For  a number  of  years  it  was  the  practice  of 
the  Committee  on  Maternal  Health  to  pay  those 
physicians  (Residents  in  most  cases)  investigat- 
ing maternal  deaths  a fee  of  $50.00  in  addition 
to  expenses.  In  recent  years,  however,  very 
little  has  been  spent  for  this  purpose— simply  be- 
cause Committee  members  themselves  have  car- 
ried most  of  the  load.  It  has  now  been  recom- 
mended once  again  that  the  Society  authorize 
payment  of  a $50.00  fee— plus  expenses— for  such 
investigations  should  they  become  necessary. 

A question  was  raised  as  to  whether  such  ex- 
pense should  properly  be  borne  by  the  Society. 
It  was  the  consensus  that  maternal  death  investi- 


gations represent  another  form  of  peer  review 
and  that  physicians  should  do  the  job  themselves 
if  at  all  possible. 

A motion  by  Dr.  Davis  to  approve  the  pay- 
ment of  $50.00  per  case— plus  expenses— was  sec- 
onded and  adopted. 

Phase  IV 

It  was  learned  that  physicians  in  Northern  Vir- 
ginia—particularly  Fairfax  County— are  interested 
in  having  The  Medical  Society  of  Virginia  join 
with  them  in  a class  action  suit  seeking  relief 
from  the  rigid  and  discriminatory  regulations  of 
Phase  IV— as  determined  by  the  Cost  of  Living 
Council.  The  AMA  position  was  discussed  and 
there  was  considerable  doubt  that  a class  action 
suit  would  be  undertaken  at  that  level. 

Dr.  Hagood  moved  that  the  matter  be  referred 
to  Mr.  Miller  for  necessary  legal  advice  and 
guidance  and  considered  further  during  Council’s 
meeting  on  October  18.  The  motion  was  sec- 
onded and  carried. 

Prayer  Breakfast 

Council  was  reminded  that  a Prayer  Breakfast 
has  been  arranged  for  the  upcoming  Annual 
Meeting  and  that  all  members  should  do  every- 
thing possible  to  assure  a good  attendance.  An 
excellent  program  has  been  arranged  and  the 
Breakfast  could  well  prove  one  of  the  real  high- 
lights of  the  meeting.  The  hope  was  expressed 
that  all  members  of  Council  will  plan  to  attend. 

Executive  Sessions 

Inquiries  have  recently  been  received  from 
some  newspapers  concerning  press  coverage  of 
meetings  of  the  House  of  Delegates  and  Refer- 
ence Committees.  There  was  a wide  difference  of 
opinion  concerning  the  advisability  of  conducting 
open  sessions  and  some  suggested  that  the  news 
media  be  provided  releases  in  lieu  of  open  meet- 
ings. It  was  pointed  out  that  The  Medical  So- 
ciety of  Virginia  is  a private  organization  and, 
consequently,  is  not  saddled  with  obligations  im- 
posed on  public  bodies.  Brought  out  also  was  the 
fact  that  where  open  sessions  might  be  advisable 
in  some  sections  of  the  State,  the  reverse  might 
well  be  the  case  in  others. 

It  was  then  moved  by  Dr.  Weyl  that  meetings 
of  the  House  of  Delegates  and  Reference  Com- 
mittees during  the  upcoming  Annual  Meeting  be 
closed.  The  motion  was  seconded  but  failed 
adoption.  (Dr.  Davis  requested  that  his  vote  for 
closed  sessions  be  recorded.) 

It  was  then  moved  by  Dr.  Hotchkiss  that  the 
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media  be  invited  to  attend  the  First  and  Second 
Sessions  of  the  House  of  Delegates.  The  motion 
was  seconded  atid  adopted.  (Dr.  Davis  requested 
that  his  negative  vote  be  recorded.) 

Insurance 

Council  was  advised  that  the  time  has  come  for 
the  Society’s  multicover  insurance  package  to 
be  renewed  and  that  certain  recommendations 
have  been  received.  It  has  been  recommended 
that  coverage  on  the  headquarters  building  be 
increased  to  $106,000.00— a figure  more  in  line 
with  today’s  construction  costs.  It  was  also  rec- 
ommended that  the  fidelity  bond  be  retained  for 
two  members  rather  than  switched  to  a blanket 
coverage  at  additional  expense.  It  was  agreed 
that  the  risk  is,  for  all  practical  purposes,  mini- 
mal—almost  to  the  point  of  being  nonexistent. 

A motion  by  Dr.  Martin  to  approve  the  cov- 
erage as  presented  was  seconded  and  adopted. 

Medical  Staff  Appointments 

The  attention  of  Council  was  called  to  the  fact 
that  many  applications  for  appointment  to  hos- 
pital medical  staffs  contain  check  lists  which 
could  possibly  pose  problems  with  reference  to 
malpractice  suits.  The  applicant  is  required  to 
check  those  services,  procedures,  etc.  which  he 
considers  himself  qualified  to  provide  and  per- 
form. Fear  has  been  expressed  that  should,  for 
any  reason,  it  become  necessary  for  him  to  under- 
take a procedure  which  he  has  not  checked,  he 
would  place  himself  in  a somewhat  precarious 
position. 

It  was  also  brought  out  that  some  applications 
require  the  applicant  to  list  the  amount  of  his 
professional  liability  coverage,  the  name  of  the 
carrier  and  policy  number,  and  other  pertinent 
information.  Some  members  have  objected  to 
having  to  provide  this  information— feeling  that 
it  could  pose  a problem  should  it  fall  into  the 
wrong  hands. 

Although  there  were  many  who  believed  that 
professional  liability  insurance  information  is 
necessary  where  staff  appointments  are  con- 
cerned, it  was  agreed  that  further  study  is  in 
order. 

Dr.  Conner  moved  that  the  two  questions  be 
referred  to  an  appropriate  committee  for  study 
and  recommendations.  The  motion  was  seconded 
and  adopted. 

Lobbying 

A suggestion  had  been  made  that  The  Medical 
Society  of  Virginia  consider  the  advisability  of 
requesting  Mr.  Robert  Stuart  to  register  as  a 


lobbyist  for  VaMPAC.  In  this  way  he  would  be 
in  a good  position  to  strengthen  the  medical 
lobby  should  such  need  arise. 

There  followed  a great  deal  of  discussion  con- 
cerning the  pros  and  cons  of  the  matter— the  main 
question  being  concerned  with  how  close  the 
Society  can  be  tied  to  what  is  essentially  a po- 
litical organization.  It  was  pointed  out  that  the 
Society  must  be  very  careful  not  to  violate  Fed- 
eral statutes  regulating  political  activities  of  cor- 
porations. 

Dr.  Martin  then  moved  that  the  matter  be 
tabled.  The  motion  was  seconded  and  adopted. 

Liaison  Committee 

It  was  recommended  that  the  Society  join  with 
the  State  Board  of  Medicine  and  State  Board  of 
Pharmacy  in  setting  up  a Committee  comprised 
of  representatives  of  the  three  organizations.  The 
Committee  would  be  concerned  with  the  many 
matters  and  problems  of  interest  to  all  three  or- 
ganizations. 

Dr.  Carroll  stated  that  such  a Committee  would 
be  of  tremendous  assistance  to  the  Board  of  Phar- 
macy as  well  as  the  Board  of  Medicine— where 
certain  drug  problems  are  concerned.  He  pointed 
out  that  both  Boards  are  investigating  more  and 
more  alleged  violations  of  the  State’s  Drug  Act. 

A motion  by  Dr.  Carroll  which  would  have 
the  Society  cooperate  in  setting  up  such  a Com- 
mittee was  seconded  and  adopted. 

POWs 

A number  of  component  societies  have  re- 
sponded to  an  inquiry  concerning  Virginia  phy- 
sicians who  have  at  any  time  been  prisoners  of 
war.  Thus  far,  five  former  POWs  have  been 
identified  and  it  is  believed  that  there  are  a num- 
ber of  others  practicing  in  the  State. 

It  was  moved  by  Dr.  Hagood  that  special  dis- 
tinguished service  certificates  be  prepared  for 
those  former  POWs  known  at  this  time  and  pre- 
sented at  the  Annual  Meeting  if  at  all  possible. 
The  motion  was  seconded  and  carried. 

VaMPAC  Contribution 

The  Medical  Society  of  Virginia,  for  the  past 
several  years,  has  contributed  $12,000  to  the  Ed- 
ucational Fund  of  VaMPAC.  This  contribution 
makes  it  possible  for  the  money  obtained 
through  membership  dues  to  be  used  for  candi- 
date support.  VaMPAC’s  Executive  Committee 
has  again  requested  a similar  contribution  for 
1973-74. 

A motion  by  Dr.  Hotchkiss  to  include  in  the 
1913-14-  budget  a contribution  of  $ 12,000  to  V a- 
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MPAC’s  Educational  Fund  was  seconded  a?id 
adopted. 

Nutrition  Seminar 

Dr.  Stark  reported  that  he  had  received  a letter 
from  the  Chairman  of  Health  Education  for  the 
Woman’s  Auxiliary,  recommending  that  the  So- 
ciety purchase  a supply  of  booklets  for  distribu- 
tion at  the  Annual  Meeting  in  Norfolk.  The 
booklet  contains  the  proceedings  of  a program  on 
nutrition  sponsored  in  April  by  the  Auxiliary 
and  a number  of  other  interested  organizations. 
The  cost,  based  on  50^  per  copy,  would  mean  a 
total  expenditure  of  approximately  $350.00. 

While  it  was  agreed  that  the  booklet  had  much 
to  recommend  it,  it  was  also  agreed  that  an  effort 
must  be  made  to  keep  the  cost  of  the  meeting 
within  acceptable  limits.  Consequently,  it  was 
moved  by  Dr.  Respess  that  the  Chairman  of 
Health  Education  be  thanked  for  her  interest  and 
suggestion  and  provided  an  explanation  as  to  why 
the  Society  will  not  be  able  to  distribute  the 
booklets  at  this  time.  The  motion  was  seconded 
and  carried.  (Dr.  Weyl  requested  that  his  vote 
in  negative  be  recorded.) 

Rules  of  Procedure — Continued 

The  special  committee  which  had  been  re- 
quested to  prepare  a recommendation  concerning 
the  Rules  of  Procedure  then  presented  its  report. 
It  was  recommended  that  the  three  Reference 
Committees  be  composed  of  seven  (7)  members 
each— including  the  Chairman.  All  Committee 
members  would  be  appointed  by  the  Speaker— 
with  recommendations  from  the  Districts.  It  was 
also  recommended  that  a Rules  Committee  of  the 
House  be  set  up  for  the  purpose  of  reviewing  the 


Rules  of  Procedure  in  the  future.  In  order  to 
accomplish  this,  it  would  be  necessary  to  amend 
Article  V,  Section  1 of  the  By-Laws  by  deleting 
the  last  sentence  which  delegates  to  Council  the 
responsibility  of  reviewing  the  Rules  of  Proce- 
dure between  sessions  of  the  House. 

A motion  by  Dr.  Lucas  approving  the  recom- 
mendations of  the  special  committee  was  seconded 
and  adopted. 

FDA 

Dr.  Davis  reported  that  the  FDA  had  rescinded 
its  action  to  remove  sulfasuxidine  from  the  market 
and  pointed  out  that  this  could  probably  be  at- 
tributed in  large  part  to  actions  taken  by  The 
Medical  Society  of  Virginia  and  other  groups.  It 
was  recalled  that  Council,  on  January  7,  had  ob- 
jected strongly  to  an  FDA  policy  of  removing 
medications  from  the  market  without  prior  con- 
sultation with  those  physicians  who  comprise  the 
practicing  community.  As  a result,  this  objection 
was  transmitted  to  FDA  and  letters  were  also 
written  to  Virginia’s  Congressional  delegation. 
All  members  of  the  delegation  supported  the  So- 
ciety’s action. 

High  Blood  Pressure 

There  followed  a brief  discussion  concerning 
the  National  High  Blood  Pressure  Educational 
Program  and  a motion  by  Dr.  Lucas  to  support 
the  program  was  seconded  and  adopted. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Carl  E.  Stark,  M.D.,  President 


LET'S  REMINISCE! 

The  Metric  System 

Has  so  soon  to  become  the  popular  system  in  medicine  for  prescriptions, 
etc.,  that  colleges  about  to  begin  their  courses  this  fall  should  see  to  it  that  it 
is  taught  the  student.  It  has  been  adopted  or  legalized  by  the  principal  nations 
of  the  world.  It  was  legalized  by  Great  Britain  in  1864  and  by  the  United 
States  in  1866.  The  weights  and  measures  of  the  U.  S.  Pharmacopoeia  are 
now  given  in  this  metric  system.  It  has  been  used  in  the  U.  S.  Marine  Hospital 
Service  for  years,  and  has  lately  been  made  compulsory  in  the  U.  S.  Army. 

(Virginia  Medical  Semi-Monthly,  Vol.  I,  June  26,  1896) 
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Mrs.  Donald  F.  Fletcher,  Jr. 


New  President 

Fletcher  is  a well-known  and  distinguished 
name  in  the  annals  of  Virginia  medicine.  On 
the  Eastern  Shore  there  were  many  doctors  of 
this  name  who  were  not  only  eminent  physi- 
cians but  greatly  beloved  citizens. 

Today  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia  is  most  fortunate 
indeed  to  welcome  as  its  incoming  president 
another  Fletcher,  Mrs.  Donald  F.  Fletcher,  Jr., 
nee  Virginia  Richards  of  Roanoke.  Daughter, 
granddaughter,  niece,  great-niece  and  cousin 
of  doctors  and  herself  a former  medical  student 
(she  attended  medical  school  for  one  year  at 
the  Medical  College  of  Virginia),  she  has  a 
background  that  makes  her  an  especially  ap- 
propriate choice  for  the  presidency. 

Virginia  Carolina  Richards  Fletcher,  the 
daughter  of  Dr.  Charles  Carr  Richards  and 
Susie  Daniel  Madison  Richards,  was  born  Jan- 
uary 21,  1919,  in  Beaufort,  South  Carolina, 
while  her  father  was  serving  as  Lt.  (MC) 
USNR  at  Parris  Island,  S.  C.  After  her  gradu- 
tion  from  high  school  in  Roanoke,  she  attended 
Roanoke  College  in  Salem  for  one  year  and 
then  transferred  to  the  University  of  Alabama, 
from  which  she  was  graduated  in  1940.  There 
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she  was  a member  of  Kappa  Kappa  Gamma, 
and  there  she  met  her  future  husband,  Donald 
Fletcher,  a member  of  Phi  Gamma  Delta  Fra- 
ternity. 

One  of  the  first  group  of  girls  admitted  to 
Civilian  Pilot  Training  Program  in  the  United 
States,  Virginia  received  a private  pilot’s  li- 
cense in  her  senior  year  and  subsequently 
joined  American  Airlines  as  a stewardess  in 
New  York. 

On  March  13,  1943,  she  was  married  to  En- 
sign Donald  F.  Fletcher,  Jr.,  (SC)  USNR. 
After  World  War  II  he  entered  Roanoke  Col- 
lege as  a pre-med  student.  He  received  the 
M.D.  degree  from  the  Medical  College  of  Vir- 
ginia in  1951,  interning  later  at  Portsmouth 
Naval  Hospital  and  serving  one  year  at  Ana- 
costia  Naval  Air  Station.  A private  practi- 
tioner since  1954  on  the  Eastern  Shore  of  Vir- 
ginia, he  is  the  fifth  generation  of  doctors  in 
his  family  to  practice  in  this  area. 

Virginia’s  activities  are  numerous  and  di- 
verse. She  is  a sportswoman,  having  won  many 
trophies  in  trapshooting  and  was  State  Cham- 
pion in  Junior  Ladies  and  later  Senior  Ladies 
divisions.  A member  of  the  old  Roanoke  Gun 
Club,  she  optimistically  buys  a hunting  license 
each  year  although  she  has  little  time  for  hunt- 
ing. Her  activities  have  also  contributed  a 
great  deal  to  her  State:  she  has  been  active  in 
Scouting  and  in  the  PTA,  having  served  on  the 
Accomack  County  Council  of  the  latter;  she 
has  been  Past  President  of  the  Atlantic  Dis- 
trict Woman’s  Club;  presently  she  is  Historian 
of  the  Eastern  Shore  of  Virginia  Chapter, 
DAR  and  Historian  of  the  Susan  Constant 
Committee  of  Colonial  Dames  in  the  Common- 
wealth of  Virginia;  a member  of  the  Garden 
Club  of  the  Eastern  Shore;  and  for  the  past 
two  years  she  has  served  as  Vice-President  of 
the  Eastern  Shore  Historical  Society  (member 
of  the  Board  since  1969) . 

Religious  activities  include  service  as  a mem- 
ber of  the  choir  and  of  the  vestry  of  Emman- 
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uel  Episcopal  Church,  Jenkins  Bridge,  the 
church  of  Dr.  Fletcher’s  ancestors;  she  is  one 
of  the  first  two  women  elected  to  this  vestry. 

No  stranger  to  the  Auxiliary,  Virginia  since 
1954  has  served  as  chairman  of  many  local 
committees:  as  secretary  and  as  president  in 
1956-1957  and  again  in  1966-1967.  On  the 
State  level,  she  was  Philanthropic  Chairman, 
serving  on  the  Ad  Hoc  Commitee  (Leigh- 
Hodges-Wright  Fund) ; she  has  been  a member 
of  the  Memorial  Fund  since  its  inception;  Cor- 
responding Secretary;  Recording  Secretary  for 
two  years;  Second  Vice-President  and  Health 
Manpower  Chairman;  President-Elect  and 
Membership  Chairman. 

The  Fletchers  have  four  children:  Donald, 


III,  28;  Charles  Richards,  22;  Richard  Ashton, 
20;  and  Susan  Madison,  15.  Their  mother, 
sportswoman,  former  pilot,  stewardess  and 
medical  student,  executive  and  administrator 
par  excellence , claims  one  hobby— cooking  and 
collecting  cookbooks! 

The  Woman’s  Auxiliary  to  The  Medical  So- 
ciety of  Virginia  is  to  be  congratulated  on  its 
exceptionally  good  fortune  in  having  as  its 
President  for  1973-1974  a woman  as  talented, 
versatile  and  gracious  as  Virginia  Richards 
Fletcher. 

—Mary  Fitchett  Fosque 
Charter  Member,  Woman’s  Auxiliary 
to  the  Northampton-Accomack 
Medical  Societies 
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Our  New  President:  John  A.  Martin,  M.D. 


Dr.  Martin  began  practice  in  Roanoke,  in  1952  and  for  twenty-one  years 
has  been  in  the  private  practice  of  Radiology.  Currently  he  is  President  of 
Radiology  Associates  of  Roanoke  and  Chief  of  Radiology  at  the  Roanoke 
Memorial  Hospitals.  He  is  a staff  member  at  the  Community  Hospital  of 
Roanoke  Valley  and  Shenandoah  Hospital  both  in  Roanoke  and  a consultant 
at  the  U.  S.  Veterans  Administration  Hospital,  Salem.  He  became  a Fellow 
of  the  American  College  of  Radiology  in  1965. 

Dr.  Martin  has  been  active  in  organized  medicine  and  politics:  he  was 
Chairman  of  the  Local  Arrangements  Committee  for  the  1963  meeting  of 
The  Medical  Society  of  Virginia  and  First  Vice-President  of  the  Society  in 
1963-64.  He  was  President  of  the  Roanoke  Academy  of  Medicine  1967-68 
and  President  of  the  Virginia  Chapter,  American  College  of  Radiology  in 
1968.  He  has  served  on  the  Council  of  The  Medical  Society  of  V irginia  since 
1968  and  on  the  Judicial,  Publication,  and  Medicare  Committees  of  this  So- 
ciety. He  was  on  the  first  Board  of  Directors  of  VaMPAC.  He  served  as  a 
Delegate  to  the  1964  Republican  National  Convention  and  was  active  for 


JOHN  ALBERT  MARTIN,  M.D.,  was  born  in  New  Bethlehem,  Pennsyl- 
vania, on  19  April  1918.  He  was  educated  at  New  Bethlehem  High  School, 
received  a B.S.  degree  from  Grove  City  College  in  1940  and  an  M.D.  degree 
from  Jefferson  Medical  College,  Philadelphia,  in  1944.  He  interned  at  Robert 
Packer  Hospital,  Sayre,  Pennsyl- 
vania, then  entered  military  service 
in  1944,  receiving  training  at  Carlisle 
Barracks,  Carlisle,  Pennsylvania.  He 
was  next  stationed  at  Miller  Field, 

Staten  Island,  New  York,  as  a Hos- 
pital Train  Commander.  In  August 
1945,  he  was  assigned  to  the  25th  In- 
fantry Division  in  the  Philippines 
and  later  served  as  Commanding  Of- 
ficer, 25th  Medical  Battalion,  25th 
Infantry  Division  in  the  Army  of 
Occupation  at  Osaka  and  Nagoya, 

Japan.  He  wTas  separated  from  serv- 
ice as  a Captain  in  the  Afedical  Corps 
in  October  1946  and  spent  the  next  John  Albert  Martin,  M.D. 

three  years  as  a Radiology  Resident 

at  the  Hartford  Hospital,  Hartford,  Connecticut.  He  then  spent  a 
year  as  a Teaching  Fellow-Harvard  Medical  School,  Peter  Brent  Brigham 
Hospital  in  cardiac  radiology,  completing  that  training  in  1951.  He  became 
a Diplomate  of  the  American  Board  of  Radiology  in  1950. 
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years  prior  to  VaMPAC  in  Congressional  Candidate  support.  He  is  well 
known  for  his  active  support  of  candidates  in  local  and  state  political  cam- 
paigns. He  has  held  several  responsible  positions  in  the  American  College  of 
Radiology. 

Dr.  Martin  was  very  influential  in  having  the  Medicare  law  permit  hospital 
based  physicians  to  bill  fees  separately  and  has  stressed  the  importance  of 
physicians  not  accepting  Medicare  assignments.  He  was  also  one  of  the  first 
physicians  in  Virginia  to  work  for  and  promote  the  law  permitting  profes- 
sionals to  act  as  corporations  and,  thus,  having  a means,  like  other  citizens, 
of  setting  aside  money  for  retirement. 

Dr.  Martin  is  a strong  advocate  of  the  private  practice  of  medicine  simply 
because  he  believes  it  is  the  best  method  of  delivering  good  medical  care  to 
the  citizens  of  the  United  States.  He  can  be  defined  as  a conservative  in  all 
things  but  he  is  a progressive  conservative;  he  deplores  government  bureau- 
cratic control  of  any  phase  of  our  lives  but  recognizes  that  progress  can  best 
be  achieved  by  cooperation  among  ail  people.  He  recognizes  the  inevitable 
association  between  government  and  doctors  and  he  reluctantly  accepts  gov- 
ernment help  while  hoping  to  keep  government  interference  to  a minimum. 

John  Martin  married  Joan  A.  Coyne  of  Bridgeport,  Connecticut,  in  1948. 
They  have  two  children,  Mary  Patricia,  a junior  at  the  University  of  Miami 
and  John  Albert,  Jr.,  a junior  at  Patrick  Henry  High  School,  Roanoke.  When 
Jack  has  time  he  is  at  his  Smith  Mountain  Lake  home  water  skiing,  or  is  play- 
ing golf,  or  hunting  or  fishing,  all  of  which  he  does  very  well  and  all  of 
which  he  enjoys. 

The  physicians  of  Virginia  and  The  Medical  Society  of  Virginia  are  for- 
tunate indeed  to  have  such  a well  rounded,  well  informed,  experienced  repre- 
sentative as  President.  He  is  never  rattled  in  even  the  most  abrasive  encounters 
with  those  who  would  change  the  American  way  in  medicine.  We  can 
depend  on  him  always  to  be  well  informed  and  prepared  to  represent  us  well, 
and  to  work  for  any  sound  progressive  programs  that  can  be  developed. 

Charles  D.  Smith,  M.D. 
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Calendar  of  Eyents 

Southern  Medical  Association— Annual  Meeting— San  Antonio,  Texas— Novem- 
ber 12-15,  1973. 

Medical  Aspects  of  Sports— National  Conference— Sponsored  by  American  Medi- 
cal Association— Royal  Inn— Anaheim,  California— December  1,  1973. 

American  Medical  Association— Clinical  Session— Anaheim,  California— Decem- 
ber 1-5,  1973. 

Conference  on  Teamwork  for  the  Handicapped  Child— Sponsored  by  the  Vir- 
ginia Council  on  Health  and  Medical  Care— Hilton  Inn— Virginia  Beach— 
December  9-11,  1973. 

Lombardi  Cancer  Symposium— An  Interdisciplinary  Symposium  sponsored  by 
Georgetown  University  School  of  Medicine— Basic  Science  Building— George- 
town University  School  of  Medicine— Washington,  D.C.— January  18,  1974. 

AM  A National  Leadership  Conference— Marriott  Motor  Hotel— Chicago— Jan- 
uary 25-27,  1974. 

AMA-AMPAC  Public  Affairs  Workshop— Washington-Hilton  Hotel— Wash- 
ington, D.C.— March  15-17,  1974. 

Tri-State  Medical  Association— Annual  Meeting— Hotel  Roanoke— Roanoke— 
March  21-24,  1974. 

National  Conference  on  Rural  Health— Sponsored  by  AMA— Detroit-Hilton 
Hotel— Detroit,  Michigan— April  25-26,  1974. 

Seaboard  Medical  Association— Annual  Meeting— Holiday  Inn— Nags  Head, 
North  Carolina— June  13-16,  1974. 

***** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  August: 

John  A.  Cardea,  M.D.,  Richmond 
Beth  Ann  Collins,  M.D.,  Roanoke 


Thomas  Stewart  Dina,  M.D.,  Vienna 
Antonio  T.  Donato,  M.D.,  Roanoke 
William  Sliman  Elias,  M.D.,  Roanoke 
Jack  C.  Fisher,  M.D.,  Charlottesville 
Michael  Benjamin  Ford,  Sr.,  Big  Stone  Gap 
Bijan  Ghovanlou,  M.D.,  Rockville,  Mary- 
land 
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Charles  J.  Goldman,  M.D.,  Norfolk 
Patrick  Joseph  Hennelly,  Jr.,  M.D.,  Norfolk 
George  Durham  Henning,  M.D.,  Roanoke 
John  Omohundro,  Jr.,  M.D.,  Roanoke 
Ann  Jeanette  Johanson,  M.D.,  Charlottesville 
Lloyd  Irvin  Kramer,  M.D.,  McLean 
James  Larry  Mathis,  M.D.,  Richmond 
Ali  Moghtader,  M.D.,  Woodbridge 
William  Singleton  Ogden,  M.D.,  Danville 
John  Robert  Olson,  Jr.,  M.D.,  Hampton 
Kelly  Ennis  Overcash,  M.D.,  Danville 
J.  A.  Pettigrew,  M.D.,  Bristol,  Tennessee 
Manuel  O.  Sanz,  M.D.,  Williamsburg 
Graenum  Robert  SchifF,  M.D.,  Richmond 
Jose  Lim  Sievert,  M.D.,  Arlington 
Harold  George  Stacy,  M.D.,  Danville 
Evelyn  Clark  Wade,  M.D.,  Roanoke 
Earl  Dowdy  White,  II,  M.D.,  Hampton 

Dr.  Thomas  McP.  Brown, 

Arlington,  presented  a paper  at  the  13  th  In- 
ternational Congress  of  Rheumatology  at 
Kyoto,  Japan,  on  October  5th.  He  is  director 
of  the  Arthritis  Institute  of  the  National  Or- 
thopaedic and  Rehabilitation  Hospital. 

Dr.  Nathaniel  H.  Wooding, 

Halifax,  has  been  ordained  to  the  diaconate 
in  the  Church  of  Redeemer,  Richmond.  He 
has  been  assigned  to  Emmanuel  Church, 
Mountain  Road,  in  Halifax  County. 

Gill  Memorial  Refresher  Course. 

The  46th  Annual  Spring  Refresher  Congress 
for  Eye,  Ear,  Nose  and  Throat  specialists, 
sponsored  by  Gill  Memorial  Hospital  Founda- 
tion, Roanoke,  will  be  held  at  the  Grapetree 
Bay  Hotel  on  St.  Croix  in  the  Virgin  Islands, 
January  13-18,  1974. 

Information  may  be  obtained  from  C.  T. 
Akers,  Jr.,  Administrator,  P.  O.  Box  1789, 
Roanoke,  Virginia  24008. 

The  Virginia  Thoracic  Society 

Is  sponsoring  a day-long  seminar  on  Pul- 
monary Emboli  on  November  29th  at  the 
George  Ben  Johnston  Auditorium,  Medical 
College  of  Virginia.  The  seminar  will  cover 


the  practical  aspects  of  the  diagnosis  and  treat- 
ment. Among  the  featured  speakers  will  be 
Dr.  Myron  Stein,  Professor  of  Medicine,  Uni- 
versity of  Southern  California;  Dr.  William 
Bell,  Assistant  Professor  of  Medicine  at  Johns 
Hopkins  and  Director  of  Coagulation  Labora- 
tories; and  Dr.  John  L.  Patterson,  Research 
Professor  of  Medicine  at  the  Medical  College 
of  Virginia. 

Full  information  may  be  obtained  from  the 
Virginia  Thoracic  Society,  311  South  Boule- 
vard, Richmond. 

Gastrointestinal  Radiology. 

The  tenth  annual  course  in  Radiology, 
sponsored  by  the  Department  of  Radiology  of 
the  Medical  College  of  Virginia,  will  be  held 
March  10-14,  1974,  at  the  Williamsburg  Con- 
ference Center,  Williamsburg.  This  course 
will  provide  up-dated  information  on  a wide 
variety  of  topics  in  gastrointestinal  radiology. 
It  is  designed  for  the  general  radiologist  and  in- 
terested allied  physicians  in  other  medical 
specialties. 

For  further  information,  write  to  Gary  G. 
Ghahremani,  M.D.,  MCV  Station  728,  Rich- 
mond, Virginia  23298. 

Health  and  Nutrition  Examination 
Survey. 

The  U.S.  Health  and  Nutrition  Examination 
Survey  of  the  Public  Health  Service  will 
shortly  be  conducting  operations  in  Roanoke 
County.  The  initial  phase  will  begin  on  Jan- 
uary 7,  1974,  with  interviewers  from  the  U.S. 
Bureau  of  the  Census  calling  on  selected  house- 
holds in  the  sample  area  to  obtain  certain 
demographic  information  about  each  house- 
hold and  the  individuals  who  live  in  them. 
Following  this,  approximately  388  persons  be- 
tween the  ages  of  1 and  74  years  will  be  se- 
lected by  a statistical  sampling  process  to  par- 
ticipate in  the  examinations.  Examinations  will 
be  conducted  during  the  period  January  26 
through  February  21,  1974,  in  the  survey’s 
mobile  examination  center. 

The  survey  has  a dual  purpose— to  measure 
the  nutritional  status  of  the  United  States  pop- 
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illation  between  the  ages  of  1 and  74,  and  to 
obtain  information  on  the  health  status  and 
medical  care  needs  of  persons  between  25  and 
74  years  of  age.  The  examination  is  designed 
primarily  to  collect  statistical  data  on  health 
and  medical  care  needs  and  nutritional  status. 
Results  of  the  examination  are  not  disclosed 
to  the  examinee,  but  a report  of  findings  of 
the  examination  is  sent  to  the  person’s  physi- 
cian and  dentist  upon  request. 

Medical  Building — Manassas,  Virginia. 

Design  your  own  suite  in  the  beautiful  new 
four  story  Doctors’  Center.  Best  location  ad- 
jacent to  open  staff  general  hospital  and  doc- 
tors’ park.  Manassas  is  located  about  20  miles 
from  downtown  Washington,  in  the  middle  of 
the  fastest  growing  county.  Present  165  bed 
hospital  is  projected  to  expand  to  500  beds 
within  five  to  six  years.  Unique  opportunity 
for  GP  or  all  specialties  in  this  prime  location. 


Inquiries  to  L.  T.  Gravatte,  5515  Cherokee 
Avenue,  Alexandria  22312.  Phone  (703)  354- 
8500.  (Adv.) 

Emergency  Room  Physician. 

Accredited  280  bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 
Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  Street, 
Huntington,  West  Virginia  25701.  (Adv.) 

Staff  Physician 

For  active  out-patient /admitting  service. 
Very  strong  staffing  support.  U.  S.  licensure 
required.  875-bed  GM&S  hospital  affiliated 
with  medical  school.  Excellent  retirement  and 
leave  benefits.  Nondiscrimination  in  employ- 
ment. Contact  chief  of  staff,  VA  Hospital, 
Richmond  23249.  Phone  (804)  233-9631,  ext. 
202.  (Adv.) 
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• • • • 


Dr.  James  Keith  Morrow, 

Radford,  died  September  25.  He  was  sixty- 
eight  years  of  age  and  received  his  medical 
degree  from  the  University  of  Arkansas  in 
1930.  Dr.  Morrow  retired  as  vice-president  of 
St.  Albans  Psychiatric  Hospital  in  1969,  having 
served  for  twenty-eight  years  as  staff  physi- 
cian. He  was  a former  president  of  the  Neuro- 
psychiatric Society  of  Virginia  and  a former 
trustee  of  the  National  Association  for  Private 
Psychiatric  Hospitals.  Dr.  Morrow  had  been 
a member  of  The  Medical  Society  of  Virginia 
since  1944. 

His  wife,  a son,  a daughter  and  a step- 
daughter survive  him. 

Dr.  Kasper  Kaufman, 

Wakefield,  died  September  25,  at  the  age  of 
sixty.  He  was  a graduate  of  the  Middlesex 
University  School  of  Medicine,  Massachusetts, 
in  1937.  Dr.  Kaufman  had  practiced  in  Wake- 
field for  twenty-five  years  and  was  a member 
of  the  emergency  department  of  the  Peters- 
burg General  Hospital.  He  had  served  with 
the  medical  corps  during  World  War  II  with 
the  rank  of  Major.  Dr.  Kaufman  was  a past 
president  of  the  Wakefield  Ruritan  Club.  He 
was  also  a past  president  of  the  Fourth  District 
Medical  Society  and  had  been  a member  of 
The  Medical  Society  of  Virginia  for  twenty- 
eight  years. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Clarence  Cameron  Kress, 

Orange,  died  September  21.  He  was  eighty- 
nine  years  of  age  and  a graduate  of  Washing- 
ton University,  St.  Louis,  in  1905.  Dr.  Kress 
was  a retired  Captain,  U.  S.  Navy,  having 
served  forty-one  years  in  the  Navy.  He  served 
as  director  of  the  Orange-Madison-Greene- 
Culpeper  Health  Department  for  ten  years. 
Dr.  Kress  was  a member  of  the  Loyal  Legion, 
the  U.  S.  Naval  Academy  Foundation  and  the 
Medical  Club  of  Virginia.  He  had  been  a 


member  of  The  Medical  Society  of  Virginia 
for  twenty-five  years  and  was  made  a Life 
Member  in  1955. 

A daughter  and  three  grandchildren  survive 
him. 

Dr.  Jerome  Frost  Smith, 

Richmond,  died  September  21.  He  was 
sixty-six  years  of  age  and  a graduate  of  Stan- 
ford University  School  of  Medicine  in  1934. 
Following  his  graduation,  Dr.  Smith  was  com- 
missioned in  the  Navy  and  served  through 
World  War  II  after  which  he  located  for 
practice  in  San  Diego.  He  rejoined  the  Navy 
in  1956  and  was  appointed  chief  of  medical 
service  at  Camp  Pendleton  and  later  at  the 
Naval  Hospital  in  Corpus  Christi.  In  1966, 
Dr.  Smith  was  appointed  medical  director  of 
Richmond  Memorial  Hospital  from  which  he 
retired  last  January.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  since  1967. 

His  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Kohn. 

On  June  30,  1973,  at  the  age  of  70,  Dr.  Theo- 
dore Kohn  died  of  a myocardial  infarction.  He 
had  just  completed  his  hospital  rounds  and  was 
preparing  for  a short  visit  with  his  son. 

Dr.  Kohn  graduated  from  the  University  of 
Maryland  School  of  Medicine  in  1928.  He  served 
his  internship  and  residency  at  Sinai  Hospital, 
Baltimore. 

In  1930,  he  married  Henriette  Gr^enbaum,  and 
then  began  the  practice  of  medicine  in  Rich- 
mond. He  continued  to  practice  here  until  his 
death,  except  for  a period  of  service  with  the 
Medical  Corps,  U.  S.  Army,  during  World  War 
II.  He  served  with  the  rank  of  Captain,  with 
duty  in  Iran. 

Dr.  Kohn  was  a member  of  the  Richmond 
Academy  of  Medicine,  The  Medical  Society  of 
Virginia,  American  Society  of  Internal  Medicine, 
Virginia  Society  of  Internal  Medicine,  and  Rich- 
mond Society  of  Internal  Medicine.  He  served 
on  the  staff  of  Johnston- Willis  and  Stuart  Circle 
Hospitals  early  in  his  career,  and  at  the  time  of 
his  death  was  on  the  staff  of  St.  Mary’s  Hospital, 


1074 


Virginia  Medical  Monthly 


Richmond  Memorial  Hospital,  and  Retreat  Hos- 
pital. 

He  faithfully  served  his  synagogue,  Beth  Aha- 
bah  Congregation,  his  patients,  and  his  commun- 
ity. For  over  twenty  years  he  was  the  physician 
for  Friedman-Marks  Clothing  Manufacturers. 

Dr.  Kohn  was  a kind,  sympathetic  physician 
and  above  all  a gentleman,  whose  dedication  to 
his  chosen  profession  was  cherished  by  all  his 
patients  and  colleagues. 

He  was  a devoted  family  man.  His  widow,  son, 
and  daughter  will  have  fond  memories  of  a kind 
and  devoted  husband  and  father. 

Now,  THEREFORE  BE  IT  RESOLVED:  That  this 

testimony  of  regret  of  the  loss  of  our  loved  and 
esteemed  colleague  be  written  in  the  minutes  of 
the  Richmond  Academy  of  Medicine,  and  The 
Medical  Society  of  Virginia,  and  that  a copy  be 
sent  to  the  family. 

Marion  L.  Rice,  Jr.,  M.D. 

Dr.  Whitehead. 

Dr.  David  Calloway  Whitehead,  Norfolk,  died 
Monday,  September  17,  1973  at  the  age  of  57. 

Dr.  Whitehead  was  the  son  of  Joseph  and  Ruth 
Tredway  Whitehead  of  Chatham,  Virginia, 
where  he  was  born  and  received  his  early  edu- 
cation. He  received  his  B.S.  degree  from  George 
Washington  University,  and  an  M.D.  Degree  in 
1942  from  the  Medical  College  of  Virginia.  He 
then  interned  at  Norfolk  General  Hospital  and 
entered  the  U.  S.  Air  Corps  upon  the  completion 
of  his  internship.  During  his  three  years  service, 
he  served  his  country  ably  and  well,  being  dis- 
charged as  a Major. 

In  1946  he  opened  his  office  for  the  general 
practice  of  medicine  in  Danville.  Three  years 
later  he  moved  to  Norfolk,  continuing  his  service 
as  a family  practitioner.  During  these  years 
David  Whitehead  developed  the  reputation  of 
being  a dedicated,  compassionate  physician  and 
friend,  both  to  his  patients  and  to  his  colleagues. 
His  understanding  of  the  art  and  science  of  medi- 
cine was  profound.  His  dedication  to  his  pa- 
tients, his  family,  and  his  church  became  an  ex- 
ample for  his  contemporaries. 

In  1954,  Dr.  Whitehead  gave  up  his  family 
practice  to  return  to  residency  in  ophthalmology 
at  the  Episcopal  Eye,  Ear,  Nose  and  Throat  Hos- 
pital, in  Washington,  D.  C.  His  interest  and 
enthusiasm  in  ophthalmology  were  infectious, 
attracting  other  physicians  to  the  field.  In  1956, 
with  his  period  of  training  completed,  he  returned 
to  begin  the  practice  of  ophthalmology  in  Nor- 
folk. He  remained  in  this  until  illness  kept  him 
from  doing  the  thing  he  loved  most,  taking  care 
of  people. 


He  was  an  active  member  of  the  Medical  Staff 
of  all  the  Norfolk  hospitals,  including,  DePaul, 
Leigh  Memorial,  Children’s  Hospital,  and  Nor- 
folk General.  He  was  very  active  in  maintaining 
the  Eye  Clinic  at  Norfolk  General.  He  was  a 
member  of  the  Norfolk  County  Medical  Society, 
The  Medical  Society  of  Virginia,  American 
Medical  Association,  and  Southern  Medical  Asso- 
ciation. He  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  and  a Fellow  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology. He  was  secretary  to  the  Tidewater 
Society  of  Ophthalmology  and  Otolaryngology. 

He  was  appointed  by  the  Governor  of  Vir- 
ginia to  the  State  Board  of  Opticians  and  became 
its  Vice  Chairman. 

Dr.  Whitehead  is  survived  by  his  widow,  two 
daughters,  a son,  Dr.  David  Calloway  Whitehead, 
Jr.,  four  sisters  and  two  brothers.  Dr.  White- 
head  was  an  affectionate  and  devoted  father  and 
husband.  He  was  a deeply  religious  man  whose 
love  of  God  shown  through  him.  He  was  a mem- 
ber of  the  Larchmont  Methodist  Church  and 
dedicated  much  of  his  energies  to  its  support. 
His  love  of  his  fellow  man  and  his  dedication  to 
their  service  was  an  outstanding  attribute. 

Whereas,  the  Norfolk  County  Medical  So- 
ciety has  lost  a distinguished  member  and  beloved 
friend  and. 

Whereas,  the  community  has  lost  a dedicated 
and  outstanding  physician, 

Be  it  therefore  resolved,  that  the  Norfolk 
County  Medical  Society  enter  in  its  minutes  these 
Resolutions  and  convey  to  his  family  its  heart- 
felt sympathy  and, 

Be  it  further  resolved,  that  a copy  of  these 
Resolutions  be  sent  to  his  family,  and  to  The 
Medical  Society  of  Virginia  for  publication  in 
the  Virginia  Medical  Monthly. 

George  H.  M.  Rector,  M.D. 

H.  Desmond  Hayes,  M.D. 

Harry  B.  Taylor,  Jr.,  M.D. 

Dr.  Emerick. 

John  W.  Emerick  was  born  on  September  28, 
1919,  in  Baltimore,  Maryland.  He  died  on  May 
18,  1973. 

Dr.  Emerick  received  his  undergraduate  degree 
at  the  University  of  Virginia  and  went  on  to 
Columbus  University  where  he  obtained  a Law 
degree  in  1941.  He  later  returned  to  the  Uni- 
versity of  Virginia  and  received  a medical  degree 
in  1957.  He  interned  at  Winchester  Memorial 
Hospital  in  Winchester.  He  obtained  further 
experience  in  pulmonary  diseases  from  the  Blue 
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Ridge  Sanatorium  at  Charlottesville  for  an  addi- 
tional year. 

Before  beginning  family  practice  in  Richmond 
in  1970,  he  had  previously  practiced  in  Berry- 
ville,  where  he  was  on  the  Staff  at  Winchester 
Memorial  Hospital.  He  also  had  practiced  in 
Dumfries  from  1967  until  he  came  to  Richmond. 

He  had  extensive  service  with  the  Federal  gov- 
ernment, serving  on  the  Bureau  of  the  Census  and 
National  Office  of  Vital  Statistics.  His  military 
service  covered  the  United  States  as  well  as  the 
European  Theater  from  1941  to  1946  during 
World  War  II. 

He  was  a member  of  Sigma  Delta  Kappa  legal 
fraternity  and  a member  of  the  District  of  Co- 
lumbia Bar  Association. 

Memberships  in  professional  societies  included 
the  Virginia  Academy  of  General  Practice,  Med- 
ical Society  of  Northern  Virginia,  The  Medical 
Society  of  Virginia,  Southern  Medical  Associ- 
ation, the  American  Medical  Association,  and 
Richmond  Academy  of  Medicine. 


Dr.  Emerick  is  fondly  remembered  for  his 
thorough  and  diligent  approach  to  patients’ 
problems.  His  compassionate  and  sympathetic 
manner  gained  him  respect  among  his  patients 
and  his  peers. 

He  had  a large  geriatric  patient  following  and 
was  active  on  the  Richmond  Memorial  Hospital 
medical  staff. 

He  was  a tireless  practitioner  of  the  healing 
arts. 

Therefore,  be  it  resolved:  That  the  medical 
profession  in  this  community  has  lost  this  most 
remarkable  man  and  physician,  and  that  the  Rich- 
mond Academy  of  Medicine  recorded  sorrow  at 
the  death  of  John  W.  Emerick. 

Be  it  further  resolved:  That  these  remem- 
brances of  his  life  be  recorded  with  the  minutes 
of  the  Academy  and  that  a copy  be  sent  to  the 
members  of  his  family;  and  a copy  be  sent  to  the 
editor  of  the  Virginia  Medical  Monthly  for  pub- 
lication. 

James  F.  Oates,  III,  M.D.,  Co-Chairman 
Jamison  G.  Buston,  II,  M.D.,  Chairman 
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MEDICAL  MONTHLY 


Guest  Editorial  .... 

A Third  Edition  of  Vulbs  Just  Off  the  Press! 

The  medical  library  at  the  university  of  Virginia 

has  just  issued  the  third  edition  of  its  Virginia  Union  List  of  Bio- 
medical Serials.  It  is  a weighty  tome  of  281  pages  and  contains  no  less  than 
5,188  entries  of  biomedical  journals.  All  these  data  were  assembled  in  machine- 
readable  form  and  have  been  arranged  according  to  programs  developed  by 
computer  experts  in  the  Computer  Center  facility  of  the  University. 

The  question  may  be  asked:  Why  is  this  effort  necessary  and  can  it  be 
of  use  to  the  health  practitioner  in  cities  and  small  towns  of  Virginia? 

As  any  active  practitioner  of  the  health  sciences  knows  only  too  well,  there 
has  been  an  almost  exponential  growth  of  the  biomedical  literature  during 
the  past  decade.  Today  no  individual  and  no  individual  library  can  hope 
to  have  all  materials  in  their  respective  collections  which  may  be  needed  at  any 
particular  time  by  a physician,  nurse,  or  other  worker  in  the  health  sciences. 
The  obvious  solution  for  procuring  materials  which  are  not  available  is  to 
borrow  from  another  source.  For  several  decades  now  there  has  been  close, 
though  informal,  interlibrary  cooperation  between  medical  libraries  in  Vir- 
ginia. Smaller  medical  libraries  have  felt  free  to  request  books  and  journals 
from  their  larger  and  more  affluent  cousins.  The  libraries  of  the  two  state 
medical  schools  in  particular  have  served  as  resources  for  the  small  hospital 
libraries. 

In  1970,  the  new  Virginia  Medical  Information  System  (VAMIS)  created 
a more  formal  network  for  the  exchange  of  biomedical  information.  This 
effort  was  underwritten  with  funds  from  the  Virginia  Regional  Medical 
Program  during  the  first  three  years  of  its  life.  Plans  are  being  made  now 
for  the  augmentation  of  this  program  by  a system  of  regional  medical  libraries 
under  the  auspices  of  the  National  Library  of  Medicine.  These  activities 
have  been  strengthened  by  the  use  of  the  teletype  network  sponsored  by  the 
Virginia  State  Council  of  Higher  Education. 

Now  that  a more  or  less  formal  network  for  the  exchange  of  journal 
articles,  books,  and  other  materials  has  been  established,  techniques  must  be 
developed  to  provide  the  seeker  of  information  with  an  efficient  way  of  find- 


ing  it.  The  Virginia  Union  List  of  Biomedical  Serials  is  an  effort  in  that 
direction.  It  contains  in  its  latest  edition  the  serial  holdings  of  23  biomedical 
libraries  in  Virginia,  including  large  community  hospital  libraries  such  as  the 
Dixie  Hospital  of  Hampton,  Virginia,  and  the  Norfolk  General  Hospital 
as  well  as  the  library  of  a large  pharmaceutical  manufacturing  concern  (A.H. 
Robins  Co.,  Richmond),  the  libraries  of  the  three  Veterans  Administration 
hospitals,  the  library  of  the  U.S.  Naval  Hospital,  and  many  more.  Most 
librarians  in  the  various  contributing  institutions  take  great  pains  to  inform 
the  central  Union  List  office  in  Charlottesville  of  any  changes  in  their  hold- 
ings in  order  that  the  inventory  and  master  file  may  be  kept  current.  By 
using  this  tool  the  physician  or  other  health  worker  is,  therefore,  able  to 
discover  which  of  the  several  biomedical  libraries  in  the  State  has  a particular 
journal  or  issue  of  a journal.  Gone  are  the  days  when  interlibrary  lending 
was  a game  of  chance.  In  days  gone  past,  a user  was  forced  to  address  his 
request  to  any  library  that  he  thought  might  have  the  issue  in  question. 
With  the  Virginia  Union  List  of  Biomedical  Serials , the  user  will  achieve 
his  goal  quickly  and  efficiently. 

It  is  hoped  that  this  effort  will  speed  the  delivery  of  the  biomedical  journal 
literature  and,  thereby,  improve  access  to  the  vast  store  of  biomedical  re- 
sources for  health  professionals  of  Virginia. 

Wilhelm  Moll,  J.D. 

Editor’s  Note:  Dr.  Moll  is  Professor  and  Director  of  the  Medical  Library, 
University  of  Virginia,  Charlottesville,  Virginia. 
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Presidential  Address 


T IS  WITH  GREAT  HUMILITY  that  I 
appear  before  this  august  body  to  report  to 
you  the  activities  of  The  Medical  Society  of 
Virginia  since  the  last  meeting  of  its  House  of 
Delegates,  and  also  to  present  to  you  certain 
programs  which,  as  your  President,  I feel 
deem  your  most  thoughtful  and  deep  consid- 
eration. 

As  President  of  the  Society  during  this  past 
year,  I have  traveled  approximately  60,000 
miles,  I have  visited  many  countries  and  states, 
I have  been  able  to  exchange  ideas  with  many 
medical  societies  and  to  learn  a great  deal  of 
their  operations  and  their  opinions  on  many 
medical  problems.  Let  me  say  that  these  prob- 
lems are  exactly  the  same  as  ours  and  from 
what  I can  gather  the  majority  of  opinions  are 
the  same  as  ours.  Problems  can  be  solved  in 
many  different  ways  and  the  neighboring  so- 
cieties have  provided  me  with  good  solutions 
to  these  problems.  The  distinguished  Presi- 
dents here  today  certainly  indicate  their  co- 
operation. 

I will  touch  briefly  on  a few  programs 
which  have  been  established  and  which  have 
had  the  approval  of  your  Council.  In  dealing 
with  nurses,  the  Council  on  Higher  Education 
from  the  State  of  Virginia  called  a meeting  of 
The  Medical  Society  of  Virginia,  the  Virginia 
Nursing  Association,  the  Board  of  Medicine 
which  used  to  be  the  Board  of  Medical  Ex- 
aminers, and  the  Board  of  Nursing.  After  de- 
liberation of  representatives  of  all  these  groups 
a Liaison  Board  was  established  between  the 
Board  of  Medicine  and  the  Board  of  Nursing  to 
set  guidelines  for  the  new  Nurse  Practitioner 
Program.  The  Medical  Society  of  Virginia 
Council  has  already  approved  the  establishment 

Presented  at  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia,  Norfolk,  October  18-21, 
1973. 


CART  E.  STARK,  M.D. 

Wytheville,  Virginia 

of  two  Nurse  Practitioner  Programs,  one  at 
MCV  and  one  at  the  University  of  Virginia, 
lour  President,  and  your  Council  have  cer- 
tainly felt  the  need  to  work  more  closely  with 
the  Nursing  Association  and  with  the  nurses 
themselves.  I have  been  most  pleased  with 
their  reception  and  cooperation  and  am  look- 
ing forward  to  a better  alliance  between  the 
two  professions.  A joint  practice  committee 
on  nursing  and  medicine  will  be  recommended 
to  this  House  of  Delegates  by  a unanimous 
vote  of  the  Committee  on  Nursing  and  by  the 
Council  of  The  Medical  Society  of  Virginia. 
This  joint  committee  will  indeed  assist  us  with 
our  relationship  with  the  nurses  of  Virginia. 
Such  a committee  has  been  recommended  by 
the  American  Medical  Association  and  the 
American  Nursing  Association.  I sincerely 
hope  that  this  House  will  see  fit  to  approve 
such  a committee  as  it  is  long  needed  in  our 
relationship  with  nursing. 

I would  like,  at  this  time,  to  interject  a few 
other  small  items  into  my  address.  One  is  that 
we  continue  to  oppose  the  drug  substitution 
bill.  I have  received  correspondence  from  the 
author  of  this  bill  during  the  1973  General 
Assembly  and  it  appears  that  this  bill  will  be 
re-entered  into  the  House  of  our  State  Legis- 
lature. In  addition,  I would  also  like  to  see 
introduced  into  our  Legislative  program  the 
abolition  of  the  requirement  of  smallpox  vac- 
cination for  school  children.  I realize  that,  at 
the  present  time,  the  physician  may  state  this 
is  contraindicated  for  the  child’s  health  but 
this  could  easily  become  a medical-legal  prob- 
lem if  any  adverse  condition  would  arise  from 
such  a position.  The  Virginia  Pediatric  So- 
ciety has  maintained  this  position  and  I do  hope 
that  the  Medical  Society  will  give  the  Pediatric 
Society  of  Virginia  its  full  support.  I,  there- 
fore, recommend  that  this  be  included  in  our 
legislative  package  for  1974. 
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It  gives  me  a great  deal  of  pleasure  to  inform 
you  of  the  organization  and  chartering  of  a 
student  component  society  at  the  Medical  Col- 
lege of  Virginia.  It  is  very  heartening  to  see 
the  changed  student  of  today  and  it  was  in- 
deed a pleasure  for  your  Council  to  grant  this 
charter  this  year.  I hope  that  we  will  continue 
in  our  efforts  to  cooperate  with  the  students  of 
all  three  of  our  Medical  Schools,  as  the  future 
of  medicine  lies  within  their  hands. 

This  year,  as  President,  has  been  an  ex- 
tremely busy  one  and  it  has  necessitated  new 
methods  for  the  operation  of  the  Society  so  as 
to  adequately  represent  its  members.  This  has 
been  hampered  by  the  antiquity  of  our  con- 
stitution and  by-laws.  In  many  instances  it  has 
been  difficult  to  maintain  the  requirements  of 
our  by-laws,  particularly  because  of  the  in- 
efficiencies and  inadequacies  of  many  of  the 
sections  as  they  now  exist. 

I,  therefore,  recommend  to  the  House  of 
Delegates  that  they  approve  the  recommenda- 
tions presented  for  immediate  changes  of  the 
by-laws  and  that  this  House  will  fund  and  ap- 
prove the  revision  of  our  by-laws  so  that  they 
will  be  more  workable  and  usable  to  this  So- 
ciety. 

I would  like  to  take  this  opportunity  to  rec- 
ommend to  you  some  changes  for  the  organi- 
zation of  our  Society.  These  organizational 
changes  have  been  considered  by  Council  and 
they  in  turn  will  make  their  recommendations. 
First,  the  Medical  Society  deals  with  some  40 
committees  and  the  staff  functions  have  be- 
come increasingly  more  demanding.  There  is 
also  a great  need  for  more  material  to  be  sent 
to  our  component  societies  and  more  meetings 
to  be  held  jointly  with  the  executive  directors 
of  the  component  societies  as  well  as  to  pro- 
vide them  with  information  to  better  handle 
the  affairs  of  the  societies.  It  is  my  hope  that 
meetings  of  the  Presidents  of  the  various  com- 
ponent societies  can  be  established  on  a semi- 
annual basis  to  inform  them  of  the  functions  of 
the  Council  and  to  receive  some  in-put  from 
them  as  to  functions  of  the  State  Society.  It 
also  behooves  the  staff  to  provide  more  fre- 
quent news  letters  to  each  member  of  the  So- 
ciety. I believe  that  the  lack  of  communica- 


tion is  frequently  the  seed  of  discontent.  A 
well  informed  member  of  the  Society  can  well 
be  a satisfied  member  of  the  Society.  I also 
believe  that  the  staff  will  have  to  take  more 
action  in  preparing  the  material  in  regard  to 
legislature  and  the  various  bills  that  will  come 
before  legislature.  In  the  off  year  legislature 
of  1973  there  were  approximately  140  bills 
dealing  with  medicine.  To  adequately  cover 
these  bills  and  to  analyze  them,  to  present  the 
material  to  the  legislative  committee  and  finally 
to  the  physicians  themselves  will  require  a great 
deal  of  staff  work  and  committee  work.  Mem- 
bers of  the  House  of  Delegates,  you  all  know 
the  importance  of  the  Medical  Society  involve- 
ment in  State  Legislature.  Each  year  we  have 
observed  more  and  more  infringement  upon 
the  right  of  physicians.  It  is  unfortunate  that 
we  are  forced  to  attack  these  infringements 
rather  than  to  set  forth  positive  goals  for  the 
provision  of  good  medical  care  in  the  Com- 
monwealth of  Virginia.  During  the  time  of 
legislature,  it  is  necessary  to  have  a full  time 
staff  member  at  the  Capital  to  represent  The 
Medical  Society  of  Virginia.  We  have  been 
fortunate  in  having  Mr.  Will  Osburn  act  in 
this  capacity.  He  has  during  the  past  year 
gained  a great  deal  of  knowledge  as  to  this  po- 
sition and  has  become  acquainted  with  many 
of  our  Legislators.  In  this  respect,  I respectful- 
ly request  that  each  of  you  inform  your  legis- 
lator that  Mr.  Osburn  is  available  to  answer 
questions  as  to  the  Medical  Society’s  position  on 
various  medical  bills.  As  you  can  see,  the  re- 
quirements of  the  staff  have  become  increasing- 
ly greater  and  therefore  some  re-organization 
will  be  required.  Our  Executive  Secretary, 
Mr.  Bob  Howard,  has  prepared  an  organiza- 
tional chart  outlining  the  duties  of  the  various 
staff  members  required  to  carry  on  the  functions 
that  I have  outlined.  This  detailed  chart  will 
by  presented  at  reference  committee.  The  or- 
ganizational change  will  require  additional  cost 
and  it  appears  that  it  will  be  necessary  to  raise 
our  dues  from  60  to  85  dollars  a year.  Gentle- 
men, it  appears  that  if  you  desire  the  services 
of  the  Medical  Society  and  desire  that  the 
work  be  carried  out  as  outlined,  then  it  be- 
comes necessary  to  pay  for  it.  I,  therefore,  re- 
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quest  that  you  pass  such  an  increase  in  dues 
with  the  knowledge  that  under  the  excellent 
organizational  staff  headed  by  Mr.  Howard 
you  will  be  provided  the  best  service  for  the 
least  dollar.  I personally  feel  the  Society  will 
in  no  way  meet  the  demands  of  its  members 
unless  such  a step  is  taken. 

A new  horizon  of  medicine  is  now  ap- 
proaching and  I would  like  to  take  a little  of 
my  time  to  discuss  emergency  medical  services 
for  our  Commonwealth.  During  the  past  four 
years  I have  served  on  the  Advisory  Commit- 
tee to  the  Governor  on  emergency  medical 
service.  This  has  brought  to  mind  the  need 
for  emergency  care  throughout  the  State.  So 
frequently  emergency  care  is  considered  as 
regular  medical  care.  I believe  the  improve- 
ment of  emergency  medical  care  will  certain- 
ly lead  the  public  to  believe  that  they  will 
have  better  medical  care  in  general.  Your  So- 
ciety has  created  an  emergency  medical  serv- 
ice committee  which  will  work  in  conjunction 
with  state  committees  in  the  organization  of 
an  overall  comprehensive  emergency  medical 
service  for  the  Commonwealth  of  Virginia. 
This  I think  is  a positive  step  in  showing  the 
concern  and  action  by  the  physicians  of  the 
State  of  Virginia. 

Your  Council  and  your  President  have  in- 
deed been  concerned  with  the  topic  of  con- 
tinued education.  There  has  been  a great  deal 
of  indecision  as  to  how  continued  education 
shall  be  carried  out  in  the  State  of  Virginia. 
There  has  also  been  a great  deal  of  speculation 
and  debate  regarding  the  possibility  of  re- 
quiring continued  education  as  a requirement 
for  relicense;  in  other  states  it  is  a requirement 
for  membership  in  the  various  medical  socie- 
ties. I wish  I could  recommend  some  course 
to  take  in  this  regard.  I do  favor  continued 
education  and  I believe  that  every  good  phy- 
sician must  continue  to  update  his  medical 
knowledge  but  I am  reluctant  to  make  this  a 
requirement  and  I am  still  in  favor  of  volun- 
tary education  on  the  part  of  our  members. 
Our  committee  on  education  has  set  up  a pro- 
gram to  assist  in  providing  a coordination  of 
continued  education  in  our  State  and  I am  sure 
further  study  will  bring  about  a method  which 


will  make  available  to  physicians  a variety  of 
courses. 

The  final  topic  which  I would  like  to  discuss 
with  you  is  PSRO.  The  House  of  Delegates, 
at  its  last  meeting,  approved  the  establishment 
of  a PSRO  committee  to  draw  up  a plan  and 
by-laws  which  would  be  presented  to  this 
House  this  year.  I am  happy  to  report  that 
under  Dr.  Robert  Keeley  such  a committee  did 
meet  and  did  form  a plan  which  will  be  pre- 
sented to  this  House.  This  plan  has  been  dis- 
tributed to  the  various  component  medical  so- 
cieties and  has  been  printed  in  the  Virginia 
Medical  Monthly.  It  now  rests  upon  the 
House  of  Delegates  to  either  adopt  or  reject 
this  plan.  I would  like  to  say,  in  the  onset, 
that  I oppose  the  bill  providing  for  PSRO  and 
I hope  that  this  may  be  declared  unconstitu- 
tional or  it  may  be  repealed.  But  as  it  now 
stands  it  is  the  law  and  we  are  under  this  law. 
The  law  provides  that  if  we  do  not  take  on 
this  task  ourselves  then  the  implementation  of 
the  law  will  be  done  by  other  designated 
groups  rather  than  physicians. 

I would  like  to  share  with  you,  at  this  time, 
some  of  my  experiences  with  the  Federal  Gov- 
ernment. The  first  stage  in  setting  up  PSRO 
in  the  United  States  is  the  designation  of  the 
geographic  areas  to  be  involved.  Now  each 
section  of  the  country  is  under  a region  of 
HEW.  Our  particular  region  extends  to  Penn- 
sylvania and  we  are  region  three.  The  director 
of  region  three  of  HEW  is  Dr.  Gardner  and  it 
will  be  through  him  or  through  his  recommen- 
dations that  the  geographic  area  for  Virginia 
will  be  decided.  The  plan  which  has  been 
presented  to  you  for  your  adoption  invisions 
a State-wide  PSRO  with  various  sub-divisions. 
It  is  the  intent  of  HEW,  and  not  the  law  but 
the  so  called  guidelines  of  HEW,  that  there 
will  be  no  State-wide  PSRO  with  physician 
populations  of  2500.  Where  this  magic  num- 
ber came  from  I do  not  know,  and  I have  been 
unable  to  find  out  any  reason  for  such  a num- 
ber. It  would  appear  to  me  that  the  tactic  of 
HEW  is  to  keep  the  PSRO  units  small  and  di- 
vided thereby  better  to  control.  If  we,  as 
physicians,  are  to  make  our  rights  known  it  is 
necessary  that  we  remain  united.  In  this  respect 
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I know  that  one  area  of  the  State  has  con- 
sidered forming  a separate  PSRO  but  after 
conference  with  this  particular  area  and  its 
representatives,  I feel  sure  that  they  will  want 
to  co-operate  and  unite  with  the  entire  State. 

In  that  the  plan  presented  by  the  committee 
on  PSRO  here  in  Virginia  is  oriented  about  a 
State-wide  plan,  I have,  therefore,  endeavored 
to  meet  with  the  director  of  HEW  region 
three  to  explain  our  plan  and  the  necessity  for 
remaining  as  a State-wide  organization.  These 
meetings  have  been  somewhat  frustrating  and 
it  appears  that  HEW  has  already  decided  as 
to  the  course  they  will  take.  During  the  meet- 
ing with  Dr.  Gardner  I was  amazed  to  learn 
of  his  philosophy  in  regard  to  PSRO  and  in 
the  long  run  his  opinion  in  regard  to  health 
care  in  the  United  States.  It  is  obvious  that  he 
is  considering  that  PSRO  is  not  primarily  for 
the  quality  of  medical  care  and  to  assist  the 
physician  in  providing  good  medical  care  to 
his  patient,  but  it  is  a means  whereby  the  Fed- 
eral Government  can  have  a complete  check 
on  all  of  its  Medicaid  and  Medicare  Programs 
more  especially  in  the  financial  area.  He  also, 
perhaps  inadvertently,  made  it  known  that  he 
was  concerned  with  representation  on  PSRO 
Boards  and  it  was  his  concern  that  consumers 
be  represented  in  a greater  majority  and  that 
dentists,  dental  surgeons,  insurance  agents,  hos- 
pital personnel  and  many  other  non-physician 
individuals  be  a part  of  a PSRO  Board  with 
vote.  This  in  no  way  appears  to  be  the  con- 
cept of  the  bill  as  passed  by  Congress  and  I 
can  readily  see  that  with  this  bill  and  with 
future  guidelines  HEW  and  men  like  Dr. 
Gardner  will  endeavor  to  change  the  control 
of  PSRO. 

A state-wide  PSRO  as  required  by  the  Bill 
would  not  make  it  obligatory  to  have  other 
members  on  the  governing  board  who  are  not 
physicians.  I,  therefore  do  recommend  to  this 
House  of  Delegates  that  if  we  pass  a PSRO 
plan,  a plan  such  as  has  been  presented  by  the 
Committee  headed  by  Dr.  Keeley,  then  we 


should  require  that  this  plan  and  only  this  plan 
be  acceptable  to  The  Medical  Society  of  Vir- 
ginia. 

I realize  that  this  gives  very  little  leeway 
for  negotiations,  but  I also  feel  that  a firm 
stand  must  be  taken  by  The  Medical  Society 
of  Virginia  and  its  physicians  on  this  most  im- 
portant problem  of  geographic  distribution.  If 
it  becomes  necessary  to  make  changes  in  this 
plan,  then  I feel  that  an  issue  as  important  as 
this  one  should  be  brought  back  to  the  House 
of  Delegates  for  their  consideration  and,  if 
necessary,  a special  meeting  of  the  House  of 
Delegates  be  called  for  this  purpose.  If  we 
lose  the  first  battle  with  HEW  it  will  be  a 
course  of  dominance  by  them  from  now  on. 

I would  like  to  reiterate  my  stand  in  saying 
we  must  be  firm  with  bureaucracy  and  HEW 
in  order  that  we  may  continue  to  have  a free- 
dom to  practice  medicine  as  free  men. 

In  closing,  I would  like  to  thank  my  part- 
ners who  have  allowed  me  this  time  to  spend 
on  behalf  of  The  Medical  Society  of  Virginia 
and  above  all  my  wife  who  has  threatened  to 
make  an  appointment  just  to  see  me,  but  she 
has  been  understanding  and  I have  appreciated 
that  understanding. 

Membership  in  The  Medical  Society  of  Vir- 
ginia is  now  at  4,454.  We  have  approximately 
75  per  cent  of  the  active  practicing  physicians 
in  the  State,  and  I hope  that  with  your  efforts 
and  the  efforts  of  many  of  our  other  members 
we  can  raise  this  to  90  per  cent.  During  this 
time  of  PSRO  and  other  Federal  activities 
there  is  a great  need  for  all  physicians  to  unite 
in  a common  goal. 

Again  I thank  each  one  of  you  for  your  help 
especially  my  committees,  members  of  Coun- 
cil and  the  officers  of  this  Society.  It  has  been 
a fruitful  year,  an  interesting  and  somewhat 
frustrating  year  but  one  whereby  the  ground 
work  has  been  laid,  and  I hope  that  the  in- 
coming President  can  continue  to  build  on  it. 

Main  Street 

Wytheville,  Virginia  24302 
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Recent  Advances  in 

the  Management  of  Head  Injury  Patients 


Measurement  of  intracranial 
pressure  as  soon  as  head  injuries 
reach  the  emergency  room  makes 
early  diagnosis  and  effective 
treatment  possible.  Long  term 
monitoring  of  the  intracranial 
pressure  by  this  technique  is  a 
valuable  guide  to  treatment,  is 
safe  and  is  reliable. 

VICTIMS  OF  SEVERE  HEAD  INJURIES 
who  survive  to  reach  the  hospital  often 
go  on  to  succumb  from  complications  of  these 
injuries.  Mortality  usually  results  from  delay 
in  definitive  diagnosis,  or  the  lack  of  an  effec- 
tive means  to  treat  post-injury  brain  edema. 
Last  year  in  the  State  of  Virginia  alone  there 
were  nearly  700  deaths  from  head  injury. 

Recently  several  new  approaches  to  the  di- 
agnosis and  treatment  of  head  injury  patients 
have  been  developed  by  the  neurosurgical 
service  at  the  Medical  College  of  Virginia.  The 
key  factor  in  the  development  of  these  new 
approaches  has  been  the  perfection  of  a prac- 
tical means  to  monitor  intracranial  pressure 
(ICP).7  ICP  measurements  in  the  emergency 

Division  of  Neurological  Surgery,  Medical 
College  of  Virginia,  Virginia  Commonwealth 
University. 

Presented  at  the  January  1973  meeting  of  the 
Neurological  Society  of  the  Virginias,  Hot 
Springs. 


JOHN  K.  VRIES,  M.D. 

HAROLD  F.  YOUNG,  M.D. 

ROMAS  SAKALAS,  M.D. 

DONALD  P.  BECKER,  M.D. 

Richmond,  Virginia 

room  make  possible  definitive  diagnosis  in  head 
injury  patients  within  10-15  minutes  of  admis- 
sion. Long  term  ICP  monitoring  after  admis- 
sion provides  a warning  of  developing  mass 
lesions  long  before  clinical  signs  appear.3,4,6 
Finally,  ICP  monitoring  provides  an  objective 
guideline  for  the  use  of  steroids,  hyperventila- 
tion, osmotic  agents,  and  hypothermia  in  the 
treatment  of  post-injury  brain  edema.1,2,3,5 
The  use  of  these  new  approaches  shows  con- 
siderable promise  for  reducing  the  high  mor- 
tality rate  from  head  injury. 

Methods  and  Materials 

1.  Early  ICP  Measurement 
Patients  arriving  at  the  emergency  room 
with  signs  of  severe  head  injury  have  a ven- 
tricular tap  performed  through  a coronal  twist 
drill  hole.  The  procedure  is  done  through  a 
l/2  cm  scalp  incision  under  local  anesthesia. 
The  ICP  is  then  measured  with  a water  ma- 
nometer. Five  cc’s  of  air  is  also  instilled  for  a 
brow  up  ventriculogram.  The  entire  procedure 
including  the  taking  of  x-rays  takes  10-15  min- 
utes. A working  diagnosis  is  made  based  on 
the  findings  of  this  procedure,  and  a decision 
is  made  about  the  further  management  of  the 
patient  according  to  the  following  guidelines: 
(1)  patients  with  an  elevated  ICP  and  a shift 
of  the  ventricular  system  are  taken  to  the  op- 
erating room  for  exploratory  burr  holes;  (2) 
patients  with  a normal  ICP  and  midline  ven- 
tricles are  admitted  to  the  intensive  care  unit 
(ICU)  for  observation  and  chronic  ICP  moni- 
toring; (3)  patients  with  a normal  ICP  and  a 
shift  of  the  ventricular  system,  or  an  elevated 
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ICP  with  midline  ventricles  have  an  angiogram 
for  further  definition  of  their  cerebral  pathol- 
ogy. A summary  of  these  guidelines  is  shown 
in  Table  1. 


situ  against  a water  manometer.  Each  bed  in 
our  seven  bed  ICU  contains  its  own  oscillo- 
scope for  display  of  the  ICP  trace  as  well  as 
a central  recording  station  to  write  out  a per- 

TABLE  I 


PROTOCOL  FOR  EARLY  ICP  MEASUREMENT 


ELEVATED  ICP* 

NORMAL  ICP 

VENTRICULAR 

SHIFT 

IMMEDIATE  EXPLORATORY 
BURR  HOLES 

ANGIOGRAPHY  FOR 
FURTHER  DELINEATION 
OF  PATHOLOGY 

MIDLINE 

VENTRICLES 

ANGIOGRAPHY  FOR 
FURTHER  DELINEATION 
OF  PATHOLOGY 

OBSERVATION  IN  ICU 
WITH  CONTINUOUS 
ICP  MONITORING 

* NORMAL  PRESSURE  = LESS  THAN  11  mm  Hg 


2.  Long  Term  ICP  Monitoring 

ICP  is  monitored  on  a chronic  basis  by  means 
of  a subarachnoid  wick  contained  in  a special 
hollow  screw  anchored  in  the  skull.7  The 
screw  containing  the  wick  is  inserted  into  the 
subarachnoid  space  at  the  level  of  the  coronal 
suture  by  drilling  a % inch  hole  in  the  skull 
with  a twist  drill  through  a 1 cm  scalp  incision 
under  local  anesthesia.  The  procedure  takes 
10-15  minutes  and  can  be  easily  performed  on 
the  ward  or  in  the  emergency  room.  The  wick 
is  connected  to  a pressure  transducer  via  a 
saline  filled  tube.  The  system  is  calibrated  in 


Fig.  1.  Fashioning  the  subarachnoid  wick  for  ICP  moni- 
toring. From  left  to  right:  (1)  a ball  of  glass  wool; 

(2)  a wisp  of  glass  wool  with  a suture  around  the  mid- 
dle; (3)  the  special  hollow  screw  to  hold  the  wick; 
(4)  pulling  the  wick  through  the  screw;  (5)  wick 
monitor  ready  for  insertion  after  trimming  away 
excess  glass  wool. 


manent  record  of  the  ICP  on  chart  paper.  The 
special  hollow  screw  and  the  method  of  fash- 
ioning the  wick  from  a wisp  of  glass  wool  are 
depicted  in  Figure  1.  An  x-ray  showing  the 


Fig.  2.  X-ray  of  a post-operative  craniotomy  patient 
showing  a subarachnoid  wick  monitor  in  place. 


wick  in  place  in  a post-operative  craniotomy 
patient  is  shown  in  Figure  2.  The  bedside 


1118 


Virginia  Medical  Monthly 


display  system  is  shown  in  Figure  3,  and  the 
central  recording  station  is  shown  in  Figure  4. 


4 tk  . ■ A A A A * AAA  * 

M./  Wv,/  W SA.y  SA.y 


Fig.  3.  Close  up  of  one  of  the  seven  bedside  ICP  moni- 
tors showing  the  ICP  on  the  upper  trace  and  the  EKG 
on  the  lower  trace.  The  same  oscilloscope  also  displays 
the  blood  pressure,  central  venous  pressure  and  expired 
CO2  percentage  from  each  patient  if  desired. 


3.  Therapy  of  Post-Injury  Brain  Edema 

The  diagnosis  of  brain  edema  is  made  in 
patients  who  demonstrate  elevated  ICP  after 
hematomas  and  hydrocephalus  have  been  ruled 
out  by  appropriate  contrast  studies.  Patients 
are  considered  to  have  severe  edema  if  they 
have  progressive  neurologic  signs  and  a mean 
ICP  above  25  mm  Hg.  Patients  in  this  cate- 
gory are  treated  with  a regimen  of  decadron 
and  hyperventilation.2  If  ICP  fails  to  fall  below 
25  mm  Hg  on  this  regimen  the  patients  are 
begun  on  a chronic  regimen  of  mannitol.1  In 
certain  very  severe  cases  hypothermia  is  also 
employed.5  The  aim  of  therapy  is  to  prevent 
further  brain  injury  from  elevated  ICP. 

Results 

The  results  of  early  ICP  measurement  in 
20  patients  is  shown  in  Table  2.  The  working 
diagnosis  of  focal  mass  lesion  was  made  four 
times.  These  patients  were  taken  immediately 
to  the  operating  room  where  a large  hematoma 
was  found  in  each  case.  The  working  diag- 
nosis of  brain  stem  contusion  was  made  in  five 
patients.  These  patients  were  admitted  to  the 
ICU  for  long  term  ICP  monitoring.  None  of 
these  patients  ever  developed  signs  of  a mass 


Fig  4.  Close  up  of  the  central  monitoring  station.  The  upper  unit  is  a trend  recorder 
which  writes  out  the  ICP  from  each  patient.  A detailed  4 channel  recorder  from 
any  patient  can  be  written  out  on  the  bottom  unit  by  pushing  a button  on  the 


control  panel. 
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lesion.  A working  diagnosis  of  brain  edema 
was  made  in  1 1 cases.  None  of  these  patients 
was  found  to  have  a hematoma  during  the 
course  of  hospitalization.  Six  of  these  patients 
went  on  to  develop  severe  brain  edema.  This 
complication  occurred  in  a high  percentage  of 


preceded  any  clinical  signs  by  4-24  hours. 
There  were  no  complications  in  any  of  these 
patients  related  to  the  ICP  monitor.  An  ex- 
cerpt from  the  ICP  record  of  a patient  with 
brain  edema  taken  during  an  episode  of 
Cheyne-Stokes  respiration  is  shown  in  Figure 


TABLE  2 

RESULTS  OF  EARLY  ICP  MEASUREMENT 


ICP  VENTRICULAR  INITIAL  WORKING 
CASE  NO  (MM  Hg)  SHIFT  DIAGNOSIS  FINAL  DIAGNOSIS 


1 

20 

4- 

FOCAL  MASS  LESION 

ACUTE  SUBDURAL  HEMATOMA 

2 

9 

- 

BRAIN  STEM  CONTUSION 

BRAIN  STEM  CONTUSION 

3 

10 

- 

BRAIN  STEM  CONTUSION 

BRAIN  STEM  CONTUSION 

4 

50 

4 

FOCAL  MASS  LESION 

ACUTE  SUBDURAL  HEMATOMA 

5 

8 

- 

BRAIN  STEM  CONTUSION 

BRAIN  STEM  CONTUSION 

6 

20 

- 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

7 

12 

- 

BRAIN  EDEMA 

MILD  BRAIN  EDEMA 

8 

37 

- 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

9 

15 

- 

BRAIN  EDEMA 

MODERATE  BRAIN  EDEMA 

10 

18 

- 

BRAIN  EDEMA 

MODERATE  BRAIN  EDEMA 

11 

45 

4 

FOCAL  MASS  LESION 

EPIDURAL  HEMATOMA 

12 

22 

4 

FOCAL  MASS  LESION 

ACUTE  SUBDURAL  HEMATOMA 

13 

50 

— 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

14 

30 

— 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

15 

18 

— 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

16 

8 

— 

BRAIN  STEM  CONTUSION 

BRAIN  STEM  CONTUSION 

17 

22 

— 

BRAIN  EDEMA 

MILD  BRAIN  EDEMA 

18 

15 

— 

BRAIN  EDEMA 

BRAIN  STEM  CONTUSION 

19 

8 

- 

BRAIN  STEM  CONTUSION 

BRAIN  STEM  CONTUSION 

20 

50 

BRAIN  EDEMA 

SEVERE  BRAIN  EDEMA 

patients  when  the  initial  ICP  was  greater  than 
20  mm  Hg. 

Long  term  ICP  monitoring  with  the  sub- 
arachnoid wick  system  has  been  carried  out  in 
20  patients  for  periods  of  one  day  to  three 
weeks.  The  average  time  of  monitoring  has 
been  five  days.  Patients  who  did  not  have 
complications  of  neurosurgical  importance 
during  their  hospitalization  had  a mean  ICP 
below  the  20-25  mm  Hg  range.  Patients  who 
developed  complications  had  a rise  in  mean 
ICP  above  this  range.  The  rise  in  ICP  usually 


5 to  illustrate  the  type  of  ICP  record  obtained 
with  the  wick  system. 


60  secs. 


Fig.  5.  Excerpt  from  the  ICP  record  of  a patient  with 
brain  edema  during  a period  of  Cheyne-Stokes  res- 
piration demonstrating  the  marked  effect  of  the  res- 
piratory pattern  on  the  ICP. 
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Therapy  of  post-injury  brain  edema  guided 
by  the  ICP  response  has  been  carried  out  in 
a total  of  18  patients  with  severe  brain  edema 
on  our  service.  All  patients  in  this  category 
were  deeply  comatose,  had  decerebrate  pos- 
turing, had  one  or  both  pupils  dilated  and  fixed, 
and  had  a mean  ICP  above  25  mm  Hg  before 
therapy.  Reduction  of  ICP  below  the  25  mm 
Hg  level  on  a long  term  basis  was  achieved  in 
all  patients  when  the  full  regimen  with  chronic 
mannitol  was  employed.  Therapy  was  carried 
out  for  1-13  days  in  these  patients  averaging 
eight  days.  Nine  patients  ultimately  recovered 
from  their  brain  injuries  in  this  group.  In  the 
remaining  nine  the  regimen  had  to  be  discon- 
tinued for  systemic  reasons,  and  ICP  could  not 
be  controlled  with  conventional  means.  The 
following  case  report  is  illustrative. 

Case  Report1 

L.  B.  (#5  35  91  17)  is  a 28  year  old  woman 
who  arrived  at  the  emergency  room  of  the 
Medical  College  of  Virginia  on  11/4/71. 
Forty-five  minutes  prior  to  admission  she  had 
fallen  from  a horse  striking  her  head  against 
a brick  retaining  wall.  On  admission  she  had 
bilaterally  fixed  and  dilated  pupils  and  bilateral 
decorticate  posturing.  Within  10  minutes  of 
arrival  her  pupils  had  become  reactive  and  her 
movements  had  become  semi-purposeful.  An 
ICP  measurement  was  performed  through  a 
right  coronal  twist  drill  hole  and  5 cc  of  air 
was  instilled.  The  ICP  was  20  mm  Hg  and  an 
x-ray  showed  a 2 cm  right  to  left  shift  of  the 
ventricular  system.  The  patient  was  taken 
immediately  to  the  operating  room  where  a 
1 00  cc  subdural  hematoma  was  evacuated  from 
the  right  fronto-temporal  area,  and  4 cm  of 
badly  contused  right  temporal  lobe  was  ex- 
cised. An  ICP  monitor  was  inserted.  Post- 
operatively,  the  patient  began  to  wake  up,  but 
her  ICP  rose  to  27  mm  Hg.  An  angiogram 
revealed  no  evidence  of  recurrent  clot  or  focal 
mass  lesion.  Four  hours  after  the  ICP  rise  the 
patient’s  left  pupil  became  dilated  and  fixed 
and  she  showed  right  sided  decerebrate  pos- 
turing. The  patient  was  begun  on  a regimen 
of  steroids,  hyperventilation,  and  chronic  man- 


nitol at  a rate  of  .3  gm/kg/hour.  When  her 
ICP  dropped  below  25  mm  Hg  her  left  pupil 
became  reactive  again  and  her  decerebrate 
posturing  disappeared.  The  patient  was  con- 
tinued on  the  above  regimen  for  nine  days 
until  her  ICP  returned  to  normal.  The  patient 
ultimately  made  a full  recovery,  and  was  able 
to  return  to  work  at  her  former  employment. 

Summary  and  Conclusions 

Early  ICP  measurement  can  lead  to  accurate 
diagnosis  of  head  injury  patients  within  10-15 
minutes  of  admission.  Hematomas  can  be  dis- 
covered and  evacuated  before  they  produce 
clinical  signs.  Early  treatment  of  these  hema- 
tomas limits  brain  injury  in  these  patients  re- 
sulting in  fewer  patients  with  severe  brain 
edema.  Long  term  monitoring  of  ICP  permits 
recognition  of  complications  of  neurosurgical 
significance  before  they  produce  clinical  signs. 
The  subarachnoid  wick  system  has  proven  to 
be  a safe,  reliable,  and  practical  means  to  mon- 
itor ICP.  Therapeutic  regimens  for  severe 
brain  edema  guided  by  the  ICP  response  have 
resulted  in  nine  survivors  out  of  18  in  a con- 
dition almost  always  fatal  with  conventional 
forms  of  therapy.  We  feel  that  the  overall 
morbidity  and  mortality  in  head  injury  patients 
can  be  lowered  through  the  use  of  modern 
monitoring  methods. 
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Box  158 

Medical  College  of  Virginia 
Richmond , Virginia  23298 


LETS  REMINISCE! 

A Female  Medical  College  at  Richmond , V a.! 

Our  city  readers  will  be  not  a little  surprised  at  the  following  announce- 
ment, which  we  copy  from  the  Montreal  Medical  Chronicle: 

“The  corner  stone  of  a Female  Medical  College  to  cost  $125,000,  has  been 
laid  at  Richmond,  Va.” 

Now  we  respectfully  inform  our  Canadian  confrere,  that  here  in  the 
“ States ■”  we  have  a line  corresponding  nearly  with  the  Potomac,  called 
Mason’s  & Dixon’s  line,  and  that  a great  variety  of  tom-fooleries,  such  as  mes- 
merism, spirit  rappings,  Canadian  annexation  schemes,  women’s  rights  con- 
ventions, female  medical  colleges,  & c.  prevail  extensively  north  of  this  line, 
diminishing  in  intensity  as  they  approach  it;  but  that  the  warm  genial  climate 
and  slavery  of  the  states  south  of  this  line  appear  to  be  almost  as  unfavorable 
to  them  as  the  soil  of  the  Emerald  Isle  is  to  physical  reptiles. 

We  presume  the  announcement  in  question  refers  to  the  Baptist  Female 
Seminary  of  this  city,  one  of  the  most  elegant  buildings  for  the  purpose  in 
this  country.  Probably  the  institution  was  termed  in  our  papers  a female 
college , from  a little  affectation  not  unusual  in  these  days  of  women’s  rights. 

(The  Stethoscope,  Vol.  V,  No.  I,  January  1855) 
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G.C.  Culture  Evaluation  in  a Community  Health  Center 

A Study  of  870  Cases 


The  diagnosis  of  gonorrhea  in  the 
female  by  use  of  culture  leaves 
much  to  be  desired.  More  precise 
and  rapid  diagnostic  methods  are 
needed. 

VENEREAL  DISEASE,  and  especially  gon- 
orrhea, has  been  very  much  in  the  profes- 
sional and  lay  publications  in  recent  years. 
This  may  be  due  to  an  actual  increase  in  the 
incidence,  better  possibilities  of  diagnosis  or 
conditions  leading  to  free  discussion  of  the 
subject. 

Recent  publications  have  claimed  results 
comparable  to  the  standard  pour  plate  tech- 
nique with  Thayer-Martin  selective  culture 
medium  by  use  of  simplified  methods,  the  most 
commonly  mentioned  being  “Transgrow”,  de- 
veloped by  Martin  and  Lester  at  the  National 
Communicable  Disease  Center. 

The  purpose  of  this  paper  is  to  report  our 
experience  with  this  method  as  originally  rec- 
ommended, with  the  modifications  we  had  to 
introduce  in  the  handling  of  the  cultures,  and 
in  comparison  with  a recent  modification 
(“Clinicult”). 

Shortly  after  “Transgrow”  became  commer- 
cially available,  one  of  us  (RD)  had  tried  it 
in  50  or  60  consecutive  cases  in  the  clinic 
population  of  the  Out-Patient  Department  of 
Riverside  Hospital.  It  compared  very  poorly 
with  the  published  results,  as  well  as  with  those 
being  then  obtained  at  the  Newport  News 
Health  Department,  in  a comparable  clinic 
population,  but  including  the  V.D.  Clinic 


ROGER  DENIS,  M.D. 

JUDITH  P.  DABNEY,  MT-ASCP 
Newport  News,  Virginia 

(Positives  averaging  8.7%  in  1971).  Its  use 
was  abandoned  at  that  time  by  the  Out-Patient 
Department  at  Riverside  Hospital,  and  stand- 
ard techniques  were  resumed. 

In  January  1972,  with  the  installation  of 
the  Newport  News  Health  Center,*  we  had 
the  opportunity  to  review  this  problem,  now 
with  a clinic  population  including  our  original 
one  and  that  of  the  Newport  News  Health 
Department  Clinics. 

The  patients  included  were  all  of  the  Pre- 
Natal,  Gynecology  and  Family  Planning  Clin- 
ics. All  new  patients,  and  all  patients  due 
for  their  yearly  “Pap”  test,  were  cultured, 
as  well  as  any  patients  with  a recent  history 
of  exposure  to  or  treatment  of  gonorrhea,  a 
presumptive  diagnosis  of  acute  P.I.D.,  acute 
cervicitis,  unexplained  heavy  discharge,  etc. 
Specimens  were  designated  as  “routine”  or 
“indicated”.  The  cultures  were  obtained  from 
the  cervical  canal,  with  a sterile  cotton  swab, 
and  immediately  spread  by  rotation,  in  a Z 
track  pattern,  on  the  surface  of  the  culture 
medium.  In  the  comparative  study,  separate 
swabs  were  used  for  each  method.  The  culture 
tubes  were  kept  refrigerated,  but  were  re- 
placed in  a cardboard  box  after  innoculation, 
until  they  were  taken  to  the  laboratory,  at  the 
end  of  each  clinic  period.  Care  was  taken  at 
the  time  of  innoculation  to  maintain  the  bottles 
vertical  while  unstoppered,  and  to  close  them 
tightly  immediately  afterwards.  The  “Clirn- 
cult”  tubes  were  innoculated  and  treated  as 
recommended  by  the  manufacturer,  the  C02 
releasing  tablet  inserted  and  placed  in  the  spe- 
cial incubator  within  a few  minutes  of  collec- 
tion. Due  to  logistics  problems,  they  were 

*E.  G.  King,  M.D.:  Director. 
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transferred  to  a standard  incubator  in  the 
laboratory  daily. 

When  received  in  the  laboratory,  the 
“Transgrow”  bottles  were  placed  in  an  incu- 
bator at  37°C.  for  48  hours.  Initially,  duplicate 
cultures  were  taken  for  further  diagnostic 
procedures  on  positive  cases  (fermentation 
tests),  but  this  was  discontinued  in  February 
1972,  both  due  to  practical  difficulties  encoun- 
tered and  to  the  latest  recommendations  of 
the  CDC,  regarding  vaginal  and  cervical  cul- 
tures for  G.C.  Cultures  were  then  examined 
macroscopically,  before  and  after  treatment 
with  a 1%  solution  of  N,  N-Dimethyl-p- 
phenylene  diamine  monohydrochloride  (“Oxi- 
dase test”).  Any  colonies  turning  purple-to- 
black  on  this  test  were  considered  positive  if 
the  Gram-stain  showed  Gram-negative  diplo- 
cocci. 

From  March  1,  these  procedures  were  modi- 
fied, the  following  changes  being  made: 

The  temperature  in  the  incubators  was  low- 
ered from  37°  to  35°C. 

The  bottle  tops  were  loosened,  and  the 
“Transgrow”  bottles  placed  in  a C02  rich 
atmosphere,  first,  by  the  use  of  “candle-jars” 
in  the  standard  incubators,  later,  by  the  use  of 
a special  incubator  permitting  the  addition  of 
measured  amounts  of  bottled  C02. 

The  cultures  were  examined  at  24  hours, 
those  showing  growth  being  processed  as 
above,  the  others  being  re-examined  at  48 
hours. 

The  immediate  and  marked  change  in  the 
percentage  of  positive  cultures  can  be  seen  in 
Tables  I and  II. 

Table  I 

January -February  1972 
T otal  patients  240 

Positives  2 

Positives  % .84% 

No  additional  C02  enriched  atmosphere  was 
used  with  the  “Clinicult”  method,  identifica- 
tion procedures  being  otherwise  identical,  the 
oxidase  test  being  the  one  pertaining  to  the 
system  (tetramethyl-p-phenylenediamine  di- 
hydrochloride). 


The  very  poor  results  in  the  initial  240  cases, 
in  which  the  “Transgrow”  bottles  were  simply 
incubated,  following  the  published  recom- 
mendations for  its  use,  forced  us  to  re-evaluate 
our  procedures. 

One  of  us  (JPD),  consulted  with  and  visited 

Table  II 

March  through  June  1972 
Total  patients  630 

Positives  46 

Positives  % 7.3% 

several  private  and  state  laboratories,  and  use 
of  C02  rich  atmosphere  was  started,  with  an 
immediate  increase  in  the  percentage  of  posi- 
tivity, first  by  use  of  “candle- jars”  and  later 
by  the  use  of  a special  incubator  in  which  a 
C02  rich  atmosphere  can  be  maintained,  for 
greater  precision  of  technique  and  convenience. 
During  this  second  part  of  the  study,  a parallel 
evaluation  of  a culture  Kit  system  (“Clini- 
cult”) was  done  in  103  cases.  There  were  no 
discrepancies  between  these  two  methods 
(Table  III). 

Table  III 

“Transgrow”/“Clinicult”  comparison  series 
Total  patients  103 

Positives  8 

Positives  % 7.8% 

Comparison  of  the  “routine”  and  “clinically 
indicated”  culture  specimens  showed  a slightly 
higher  yield  of  positives  when  clinical  suspi- 
cion was  present,  but  the  difference  was  not 
impressive  and  the  numbers  small.  The  greater 
total  number  of  cases  found  were  in  the  larger 
“routine”  group.  (Table  IV) 

Table  IV 

“Indicated”  vs.  “Routine”  cultures 

“Indicated”  total  99 

“Indicated”  positives  9 — 9.1% 

“Routine”  total  771 

“Routine”  positives  39  — 5.1% 

Conclusions 

1.  “Transgrow”  was  evaluated  as  originally 
Virginia  Medical  Monthly 
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recommended  (simple  incubation)  and 
found  grossly  inadequate. 

2.  Addition  of  a C02  rich  atmosphere 
shortly  after  inoculation  to  the  handling 
of  the  “Transgrow”  cultures  resulted  in 
a significant  improvement  in  positivity, 
although  our  overall  results  are  low  when 
compared  to  many  published  series. 

3.  A small  series  (103  cases)  comparing  the 
“Clinicult”  system  with  “Transgrow” 
plus  C02  gave  an  exact  correlation  with- 
out any  discrepancies. 

4.  “Clinical  impression”,  even  with  a high 
degree  of  suspicion,  is  inadequate  in  the 
diagnosis  of  the  N.  Gonorrhea  carrier. 


Discussion 

The  results  above  suggest  that  in  Clinical 
practice,  removed  from  the  experimental  lab- 
oratories and  their  Satellite  Clinics,  “Trans- 
grow”, as  initially  recommended,  fails,  prob- 
ably due  to  loss  of  C02  from  the  bottles  before 
use. 

Although  this  can  be  solved  by  the  more 
elaborate  laboratory  techniques  or  by  the  use 
of  the  more  costly  “Clinicult”  system,  more 
precise  and  rapid  diagnostic  methods  for  N. 
Gonorrhea  are  needed,  if  V.D.  is  to  be 
controlled. 


124-20  Warwick  Boulevard 
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Nose-altering 


Doctors  call  it  “corrective  rhinoplasty.”  The 
rest  of  us  call  it  a “nose  job.”  By  whatever 
name,  the  surgical  procedure  that  alters  the 
size  and  shape  of  the  nose  is  now  an  almost 
routine  and  commonplace  operation. 

In  the  June  issue  of  Archives  of  Otolaryn- 
gology, a publication  of  the  American  Medi- 
cal Association,  an  Austrian  doctor  reports  on 
more  than  5,000  rhinoplasties  performed  over 
a period  of  almost  20  years. 

Hans  G.  Bruck,  M.D.,  of  Vienna,  divides 
rhinoplasty  operations  into  three  categories: 
(1)  Improvement  of  the  nose  only;  (2)  Radi- 
cal change  of  the  size  and  shape  of  the  nose, 
altering  the  whole  face;  (3)  Profileplasties,  in 
which  a receding  chin  is  built  up  at  the  same 
time  the  nose  is  altered. 


In  the  first  procedure,  the  general  shape  and 
appearance  of  the  face  remains  the  same,  and 
no  psychologic  disturbances  result.  In  the 
change  of  the  whole  facial  appearance,  some- 
times radical  psychological  disturbances  occur. 
The  patient  looks  in  a mirror  and  sees  a com- 
plete stranger.  The  shock  is  sometimes  diffi- 
cult to  bear.  Careful  advance  counseling  is  an 
absolute  must  for  these  patients.  In  profileplas- 
ties, building  up  the  chin  as  well  as  reshaping 
the  nose,  it  sometimes  is  necessary  to  work 
along  with  a dental  specialist. 

Although  the  operation  is  now  common  and 
is  well  understood  by  the  surgical  specialists, 
there  are  times— about  4 per  cent— when  rhino- 
plasty results  are  not  satisfactory.  Then  a sec- 
ond operation  to  correct  the  problems  left 
from  the  first  sometimes  is  in  order. 
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Cancer  Trends 


Cancer  Screening 


Most  physicians  agree  that  effective  screen- 
ing  programs  would  significantly  reduce  the 
mortality  from  cancer.  Refinements  in  surgical 
techniques  and  radiotherapy  regimens  may 
slightly  improve  the  salvage  ratio,  but  effective 
screening  methods  which  make  it  possible  for 
the  surgeon  or  radiotherapist  to  treat  smaller, 
more  localized  lesions  seem  more  likely  to  save 
lives.  For  a screening  test  to  be  effective,  it 
must  be  shown  to  reduce  the  mortality  from  a 
disease  without  being  too  expensive  for  the 
public  to  bear.  Some  of  the  obstacles  that  a 
test  must  overcome  before  it  can  be  recom- 
mended as  a routine  procedure  are  outlined 
below. 

Evaluation  of  Screening  Methods 

It  must  screen  for  common  diseases.  The 
VMA  determination  is  a useful  procedure 
when  looking  for  pheochromocytomas,  but  the 
disease  is  so  rare  that  its  routine  use  is  not  justi- 
fied. If  we  had  an  equally  reliable  test  for  early 
lung  cancer,  we  probably  would  use  it  on  all 
male  smokers  over  the  age  of  40. 

T he  test  must  be  sensitive.  A test  with  a high 
percentage  of  false  negatives  may  be  worse 
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than  no  test  at  all.  Patients  might  be  incor- 
rectly reassured  and  ignore  later  signs  of  grow- 
ing tumor.  Examination  of  the  abdomen  will 
occasionally  reveal  a carcinoma  of  the  colon, 
but  it  obviously  is  not  an  adequate  screening 
test. 

The  test  must  be  specific.  False  positives 
lead  to  further  expensive  procedures  which  in- 
crease the  cost  of  the  screening  program.  The 
carcino  embryonic  antigen  (CEA)  is  present 
in  a high  proportion  of  patients  with  carcino- 
ma of  the  alimentary  tract  but  it  is  also  present 
in  many  patients  with  cirrhosis,  pancreatitis, 
and  ulcerative  colitis.  The  CEA  is  also  present 
in  more  than  20%  of  healthy  patients.  Sub- 
jecting all  patients  with  a positive  CEA  to  up- 
per GI  series  and  barium  enemas  would  result 
in  a very  expensive  screening  program. 

The  test  must  improve  the  cure  rate.  Pro- 
longation of  survival  is  not  enough.  Detection 
after  spread  has  occurred  may  prolong  the 
median  survival  of  the  screened  group  but  it 
doesn’t  improve  the  cure  rate.  The  Philadel- 
phia Pulmonary  Neoplasm  Research  Project 
gave  6,000  middle  aged  smokers  routine  chest 
films  every  six  months.  They  picked  up  scores 
of  asymptomatic  lung  lesions,  but  their  cure 
rate  was  no  better  than  was  seen  in  groups  not 
screened. (1)  An  effective  treatment  must  be 
available. 

Cost  must  be  reasonable.  Routine  broncho- 
scopy on  all  male  smokers  might  save  some 
lives,  but  the  cost  would  be  prohibitive.  The 
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expense  of  a screening  program  must  be  evalu- 
ated in  terms  of  (1)  the  patient’s  dollars,  (2) 
the  physician’s  time  and  (3)  the  patient’s  dis- 
comfort and  inconvenience. (2)  In  the  Philadel- 
phia Lung  Cancer  Study  mentioned  above,  it 
has  been  estimated  that  a multi-million  dollar 
project  may  have  saved  one  man  who  would 
have  otherwise  died.  The  cost  of  false  posi- 
tives must  also  be  considered.  CEA  assays 
are  cheap,  but  the  cost  of  barium  studies  on 
20%  of  the  screened  population  must  be  in- 
cluded in  the  cost  estimate. 

High  risk  groups  reduce  the  cost.  When 
risk  factors  can  be  properly  evaluated  they  in- 
crease the  percentage  of  true  positive  results 
and  thus  decrease  the  cost.  In  some  cases,  the 
risk  factors  are  obvious,  such  as  cigarette  smok- 
ing for  lung  cancer,  and  strong  family  history 
for  breast  cancer.  In  other  cases,  the  correla- 
tions are  not  as  strong  and  we  don’t  know 
exactly  how  to  use  our  data.  Examples  in  this 
category  include  the  higher  incidence  of  stom- 
ach cancer  in  patients  with  blood  group  A,  the 
association  of  hypertension  and  diabetes  with 
adenocarcinoma  of  the  endometrium,  and  the 
increased  incidence  of  lung  cancer  after  tuber- 
culosis. Histories  of  exposure  to  asbestos 
(lung,  ? colon  cancers),  radiation  (leukemia, 
bone  tumors),  analine  dyes  (bladder  tumors), 
and  other  carcinogens  may  also  be  important. 

Where  do  you  draw  the  line?  All  of  the 
factors  mentioned  above  contribute  to  the  ef- 
fectiveness of  screening.  As  the  tests  improve 
in  sensitivity  and  specificity  and  as  high  risk 
groups  are  identified  more  accurately,  the  cost 
of  saving  a life  by  early  detection  will  drop. 
At  present,  it  is  estimated  that  the  cost  of  de- 
tecting an  early  carcinoma  of  the  cervix  is 
$3,000  when  women  over  the  age  of  40  are 
screened.  The  cost  of  detecting  a breast  cancer 
with  physical  examination  and  mammography 
has  been  variously  estimated  at  $2,500  to  $20,- 
000  depending  on  the  patient  population  being 
screened.  Saving  one  patient  from  lung  cancer 
with  routine  chest  films  probably  costs  several 
million  dollars.  I have  been  told  that  the  cost 
of  life-saving  highway  improvements  averages 
$400,000  per  life  saved. 


Currently  Available  Procedures 

In  this  section  I will  outline  the  more  popu- 
lar and  the  newer  techniques  for  the  more 
common  tumors.  For  each  tumor  I will  also 
give  the  number  of  Virginians  expected  to  die 
from  it(3)  and  a few  risk  factors  which  may  be 
important.  In  order  of  frequency,  our  biggest 
problems  are: 

Lung  (1400  Virginians  will  die  this  year.) 

There  are  no  screening  methods  which  have 
been  shown  to  improve  the  cure  rate.  Routine 
chest  films  almost  certainly  do  not,  probably 
because  most  lung  tumors  have  spread  before 
they  are  detectable.  Risk  factors  here  include 
cigarette  smoking  (10-50  fold  increase),  tuber- 
culosis (5x)  and  asbestos  and  uranium  dust  ex- 
posure. 

The  National  Cancer  Institute  is  currently 
investing  more  than  three  million  dollars  per 
year  in  efforts  to  evaluate  sputum  cytology  as 
a screening  method.  Deep  cough  techniques 
are  used  to  collect  sputum,  and  bronchograms 
and  bronchoscopy  are  used  to  find  the  early 
tumors.  The  cost  of  early  detection  using  these 
methods  is  unknown. 

Colon  (750) 

There  are  two  proved  methods:  stool  ex- 
amination for  occult  blood  and  rectal  exam. 
A single  stool  examination  is  insensitive  and 
very  non-specific,  but  its  simplicity  makes  it 
a worthwhile  procedure.  Routine  proctoscopy 
is  in  the  “grey  zone”.  Some  physicians  think 
it  should  be  offered  to  all  patients  over  40 
every  other  year.  Others  think  it  should  be 
used  only  on  patients  with  suspicious  symp- 
toms such  as  change  in  bowel  habits,  abdominal 
discomfort,  any  rectal  bleeding  or  palpable 
masses. 

A commercially  available  guaiac-impreg- 
nated  slide  (Hemoccult)  may  improve  the 
usefulness  of  stool  exams. (4)  When  patients 
are  placed  on  a meat  free,  high  roughage  diet, 
the  test  becomes  more  sensitive  and  more  spe- 
cific. The  patient  prepares  a smear  of  three 
successive  stools  and  mails  them  to  the  phy- 
sician. In  Greegor’s  series  careful  workup  of 
patients  with  3+  or  4+  stools  revealed  several 
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silent  colon  tumors  as  well  as  polyps  of  possible 
significance. 

The  entire  American  population  seems  to 
be  a high  risk  group,  apparently  correlated  to 
our  low-roughage  diet  which  is  also  high  in 
refined  sugars.  These  factors  appear  to  in- 
crease colon  transit  time  and  increase  constipa- 
tion. How  this  leads  to  tumors  is  unknown. 

Breast  (650) 

One  in  every  fifteen  women  will  be  afflicted 
with  breast  cancer,  so  screening  is  of  obvious 
importance.  The  physician’s  breast  examin- 
ation and  the  patient’s  self  examination  are  es- 
sential. Many  physicians  forget  to  have  the 
patient  lean  forward  or  to  lift  her  arms  over 
her  head  in  order  to  accentuate  retraction 
signs.  While  the  physician  is  doing  the  exam 
he  should  be  teaching  the  woman  to  examine 
herself  one  week  after  each  menstrual  period. 

Thermography  is  an  easy,  but  nonspecific 
screening  method. (B)  When  positive  thermo- 
grams are  followed  by  mammography  many 
silent  tumors  are  found,  especially  in  older 
women  with  large  breasts.  In  one  of  the  best 
screening  studies  performed,  Strax  randomized 
62,000  participants  of  the  Health  Insurance 
Plan  of  Greater  New  York  into  two  carefully 
matched  groups.  The  “control”  group  was 
given  routine  care,  but  the  test  group  was  of- 
fered thorough  examinations  and  mammo- 
grams at  yearly  intervals.  After  three  and  a 
half  years,  there  were  52  deaths  from  breast 
cancer  in  the  controls  and  31  in  the  group 
given  mammograms. (6)  The  only  criteria  of 
successful  screening  is  lives  saved. 

Perhaps  the  most  important  finding  in  this 
study  was  that  34%  of  the  lesions  would  have 
been  missed  without  mammography  and  44% 
would  have  been  missed  without  physical  ex- 
aminations. The  two  procedures  are  compli- 
mentary. 

Nulliparity  and  family  history  are  important 
high  risk  factors.  Premenopausal  and  bilateral 
breast  cancer  are  frequently  inherited.  If  a 
patient’s  mother  and  sister  develop  breast  can- 
cer before  menopause,  the  patient  has  a 30% 
chance  of  developing  breast  cancer  before 
menopause. 


Stomach  and  Pancreas  (500  cases  combined) 

The  fact  that  there  are  no  effective  screen- 
ing methods  is  largely  responsible  for  the  dis- 
mal salvage  rate  with  these  tumors. 

Prostate  (375) 

The  only  effective  screening  method  is  the 
rectal  examination.  The  old  saying  that  “more 
patients  die  with  prostate  cancer  than  die  from 
it”  is  misleading.  This  statement  is  true  only 
because  of  the  large  number  of  men  who  are 
found  to  have  microscopic  disease  at  autopsy. 
When  a man  develops  bone  pain  or  urinary 
obstruction  his  median  survival  is  just  three 
years;  he  is  probably  going  to  die  from  pros- 
tate cancer.  The  only  way  to  avoid  these 
painful  deaths  is  by  early  detection  of 
asymptomatic  nodules. 

Uterus  (250,  including  both  fundus  and  cervix) 

Papanicolaou  smears  are  sensitive,  fairly 
specific  and  inexpensive  when  used  for  cervical 
cancer.  Although  less  sensitive  they  also  will 
detect  adenocarcinoma  of  the  uterus  in  about 
50%  of  afflicted  patients.  Although  not  proved 
in  a straightforward  randomized  trial,  the 
“Pap”  smear’s  effect  on  mortality  from  cer- 
vical cancer  seems  clear. (7)  In  the  late  1950’s 
over  90%  of  the  women  in  Louisville,  Ken- 
tucky, were  screened.  The  result  was  a dra- 
matic decrease  in  the  death  rate  in  Louisville 
while  the  rate  was  rising  in  the  remainder  of 
the  state. 

There  are  no  significant  new  tests  on  the 
horizon,  and  indeed  none  are  needed.  Multi- 
parity, onset  of  sexual  experience  at  a young 
age  and  multiple  sexual  partners  are  high  risk 
factors  for  cervical  cancer.  Hypertension,  dia- 
betes, late  menopause  and  a history  of  men- 
strual irregularity  are  associated  with  an  in- 
creased risk  of  adenocarcinoma  of  the  endo- 
metrium. 

Summary 

It  is  obvious  from  the  above  discussion  that 
few  procedures  have  fulfilled  our  criteria  for 
an  accepted  screening  procedure.  The  ones 
we  recommend  have  and  are  as  important  a 
part  of  the  physical  examination  as  the  blood 
pressure  and  urine  glucose  examinations. 
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For  women  over  forty  years  of  age  a yearly 
pelvic  examination  with  Pap  smears  should  be 
done.  An  effort  should  be  made  to  palpate  the 
ovaries  on  the  long-shot  possibility  of  finding 
a Stage  I ovarian  tumor.  During  the  rectal 
examination,  colon  tumors  should  be  kept  in 
mind  and  a stool  sample  for  guaiac  should  be 
obtained.  Breast  examination  should  be  done 
in  the  supine  position  and  sitting  with  arms  at 
her  side  and  overhead.  Remember  to  instruct 
the  patient  while  examining  her. 

Unfortunately,  in  men  the  screening  exam- 
ination is  really  a rectal  examination  and  a 
smoking  lecture.  The  prostate  gland  should 
be  thoroughly  examined  and  stool  should  be 
obtained  for  occult  blood  if  possible.  The 
smoking  lecture  probably  will  not  work  but  it 
it  more  valuable  than  a routine  chest  film. 

These  procedures  should  be  offered  to  all 
patients,  not  just  to  those  who  want  an  annual 
physical  exam.  They  can  be  done  in  ten  min- 
utes at  little  cost.  An  annual  physical  should 
include  the  following  additional  procedures: 

(1)  triple  stool  examination  as  outlined  above, 

(2)  proctoscopy  every  other  year,  (3)  sputum 
cytology  on  male  smokers  over  forty  and  (4) 
thermography  with  mammography  for  all  with 
positive  thermograms. 

The  above  procedures  are  recommended  to 
asymptomatic,  “low  risk”  patients.  High  risk 
factors  and  early  signs  and  symptoms  suggest- 
ing lung,  colon  and  breast  pathology  should  be 
pursued  promptly. 
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COMMENTS 

Great  emphasis  is  being  placed  on  early  de- 
tection of  cancer  in  asymptomatic  patients. 
Dr.  Ruffner  has  clearly  outlined  the  various 
procedures  available  and  their  current  rates  of 
success.  As  he  points  out  so  well,  most  of 
these  should  be  part  of  the  physical  examina- 
tion. Every  doctor’s  office  should  be  a cancer 
detection  center. 

The  Editors 


Clinical  Center  Study  of  Immune  Deficiency  Diseases 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  ataxia-telan- 
giectasia for  a study  being  conducted  by  the 
National  Cancer  Institute  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health  in  Bethesda, 
Md. 

Ataxia-telangiectasia  is  characterized  by  cu- 
taneous and  conjunctional  telangiectasia,  cere- 
bellar ataxia,  and  recurrent  respiratory  infec- 
tions. At  the  Clinical  Center  a full  evaluation 
of  the  immunologic,  neurologic  and  endocrin- 
ologic  status  of  the  patients  will  be  made. 


A full  and  prompt  report  of  all  studies  done 
as  well  as  recommendations  for  therapy  will 
be  sent  to  referring  physicians. 

In  appropriate  instances,  therapy  will  be 
undertaken  after  consultation  with  the  refer- 
ring physician. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Warren  Strober,  M.D., 
National  Cancer  Institute,  Building  10,  Room 
4N114,  Bethesda,  Maryland  20014,  Telephone: 
(301)  496-6781. 


Volume  100,  December,  1973 


1133 


Public  Health.... 


MACK  I.  SHANHOLTZ,  M.D. 
State  Health  Commissioner  of  Virginia 


Proposed  Changes  in  Rules  and  Regulations  for  Practice  of  Midwifery 


In  1972,  the  maternal  death  rate  for  Virginia 
was  2.0  per  10,000  live  births.  This  is  one  of 
the  lowest  maternal  death  rates  in  Virginia’s 
history.  Two  years,  1968  and  1971,  had  some- 
what lower  rates.  If  we  expect  to  reduce  these 
figures,  and  we  are  sure  it  can  be  done,  we 
must  not  allow  any  weakening  of  our  efforts 
by  lowering  the  standards  of  maternal  care.  It 
has  been  shown  that  the  safest  place  for  de- 
liveries is  in  the  hospital.  The  advantages  and 
benefits  to  the  patient  physician-nurse-hospital 


leading  causes  of  maternal  deaths  in  Virginia. 
It  is  exactly  these  which  are  less  amenable  to 
prevention  and  correction  with  home  deliveries 
by  untrained  attendants.  Graph  1 presents 
evidence  of  such  safety. 

Although  patients  may  be  looking  for  other 
ways  of  obtaining  maternity  care  because  of 
their  inability  to  pay  or  because  of  social 
mores,  we  must  not  allow  ourselves  to  be  so 
concerned  with  these  factors  that  we  neglect 
to  give  adequate  maternity  care.  Perhaps  be- 
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care  in  delivery  over  any  other  type  of  ma- 
ternity service  are  absolute  and  beyond  any 
logical  comparison.  Through  the  years  infec- 
tion and  hemorrhage  have  been  among  the 


cause  of  these  factors,  we  are  beginning  to  see 
the  slight  rejuvenation  of  interest  in  the  use  of 
the  inexperienced  and  untrained  midwife  by 
some  elements  of  the  public.  This  must  be 
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discouraged.  It  can  be  seen  from  Graph  2 that 
midwife  deliveries  have  declined  over  the 
years.  This  is  a noteworthy  trend  if  we  wish 
to  maintain  the  low  maternal  mortality  rates 
we  now  enjoy. 

However,  a new  prospect  in  maternal  care 
has  come  to  the  fore— the  nurse  midwife.  A 
trained  nurse  midwife  has  shown  us  that  there 
is  an  alternate  way  to  deliver  professional  ma- 


any  patient  having  a midwife  delivery.  This 
is  as  it  should  be,  for  only  a physician  can 
make  a logical,  professional  estimation  of  the 
course  of  labor  and  delivery  for  a patient.  In 
other  words,  the  practicing  physician  really 
has  the  final  control  over  midwife  activities  in 
the  State  of  Virginia.  But  this  is  quite  a re- 
sponsibility. We  feel  that  with  an  adequately 
trained  nurse  midwife  working  in  a hospital, 
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ternity  care  at  reasonable  cost.  The  adequately 
trained  nurse  midwife  may  function  in  a ma- 
ternity clinic  and  in  the  delivery  room  of  a hos- 
pital under  the  supervision  of  a physician. 

At  present  there  is  a joint  responsibility  of 
the  Health  Department  and  the  medical  profes- 
sion in  the  supervision  and  quality  control  of 
midwife  services.  The  local  physician  makes 
the  first  determination  relating  to  the  estimated 
competence  of  the  prospective  midwife  by  his 
“letter  of  recommendation”.  He  also  makes 
the  final  assessment  as  to  the  advisability  of 


under  a physician’s  supervision,  the  delegation 
of  responsibility  would  be  easier.  The  phy- 
sician could  be  confident  that  the  person  in 
whom  he  is  putting  his  trust  has  been  trained 
and  will  be  aware  of  any  prenatal  or  intra- 
partum problems  and  will  call  these  to  his  at- 
tention in  order  that  timely  intervention  by 
the  physician  can  be  made. 

Recognizing  the  importance  of  the  above 
facts  and  information,  the  State  Health  De- 
partment desired  to  make  certain  changes 
relating  to  the  practice  of  midwifery  in  Vir- 
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ginia.  These  revisions  had  been  studied  by  the 
Committee  on  Maternal  Health  of  The  Med- 
ical Society  of  Virginia  and  received  the  Com- 
mittee’s approval  and  endorsement.  The 
amended  Rules  and  Regulations  approved  by 
the  State  Board  of  Health  are  presented  below. 

Rules  and  Regulations 
of  the 

Board  of  Health 
Commonwealth  of  Virginia 
Governing  the  Practice  of  Midwifery 

(Adopted  under  Section  32-167.1  through 
32-167.6  of  the  Code  of  Virginia) 

I.  PERMIT  FOR  PRACTICE  OF  MID- 
WIFERY 

A.  Each  applicant  for  a permit  to  practice 

midwifery  shall: 

1.  Apply  on  a form  provided  by  the 
Local  Health  Director. 

2.  Present  Letter  of  recommendation- 
reference  from  a each  of  two  local 
practicing  physicians  who  personal- 
ly knows  the  candidate  to  be  sent 
directly  to  the  Local  Health  Di- 
rector for  the  area  involved. 

3.  Pass  a literary  tesfi  Be  a high 
school  graduate. 

4.  Be  not  less  than  21  and  not  more 
than  65  years  of  age. 

5.  Observe  and  assist  with  five  ten  or 
more  hospital  deliveries. 

6.  Pass  a physical  examination  given 
by  the  Local  Health  Director  or  a 
practicing  physician  including  a 
e-best  x ray  and:  a blood  test.  This 
examination  to  include  a chest  x- 
ray , blood  test , cervical  or  penile 
and  rectal  culture  and  throat  cul- 
ture. 

7.  Conform  with  acceptable  moral 
reputation  and  observe  adhere  to 
high  standards  for  personal  clean- 
liness, and  neatness  and  demeanor. 

8.  Beginning  July  1,  1914 , applicants 
for  a midwife  permit  must  be  grad- 
uates of  an  approved  school  of 
nurse  midwifery. 

B.  When  all  of  the  above  conditions  have 


been  met  satisfactorily,  the  Local 
Health  Director  shall  certify  the  appli- 
cation and  forward  it  together  with  the 
two  letters  of  recommendation  to  the 
Director  of  the  Bureau  of  Maternal  and 
Child  Health.  The  permit,  signed  by 
the  Director  of  the  Bureau  of  Maternal 
and  Child  Health,  together  with  a mid- 
wife pledge  card  shall  be  sent  to  the 
Local  Health  Director  for  his  signa- 
ture and  presentation  te  the  midwife. 
He  shall  sign  the  permit  presenting  it 
to  the  midwife.  She  shall  sign  the 
pledge  card  in  the  Health  Director's 
presence  who  will  then  forward  it  to 
the  Director , Bureau  of  Maternal 
Health. 

C.  All  permits  in  effect  now  shall  be  con- 
tinued. 

D.  All  new  permits  issued  and  all  permits 
in  effect  now  must  be  renewed  every 
two  years  by  the  Local  Health  Direc- 
tor who  must  certify  that  the  Midwife 
is  in  compliance  with  existing  Rules 
and  Regulations  for  nurse  midwife 
practice. 

II.  REGULATIONS  FOR  PRACTICE  OF 

MIDWIFERY 

A.  Midwives  shall  observe  the  following 
regulations  in  the  practice  of  mid- 
wifery: 

1 . Have  each  patient  examined  attended 

by  a midwife  must  have  had  pre- 
natal care  by  in  the  Local  Health 
Department  maternity  clinic  or  by 
a private  physician  and  a blood  test 
fee  syphilis  performed.  ^Phe  ex- 
amining physician  shall-  give  the 
patient  a statement  that  it  is  be- 
lieved safe  for  her  te  have  a mid- 
wife delivery.  A “ Certificate  of 
Examination ” ( provided  by  the 
Health  Department)  is  to  be  com- 
pleted by  the  physician  and  given 
to  the  patient  at  or  following  her 
8x/z  month  of  pregnancy. 

2.  Place  two  drops  of  1%  nitrate  of 
silver  solution  ( provided  by  the 
Health  Department)  in  the  con- 
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junctiva  of  each  eye  of  the  baby 
immediately  upon  birth. 

3.  Report  each  live  birth  to  the  Regis- 
trar at  the  Local  Health  Depart- 
ment within  seven  (1)  days  of  such 
birth. 

4.  Report  eaeb  the  birth  of  a dead 
baby  immediately  to  the  County  or 
City  Medical  Examiner  immediately 
a?id  to  the  Local  Health  Depart- 
ment. 

5.  Report  the  teeth  e£  each  baby 
Every  infant  weighing  lese  than 
5 Zz  pounds  or  less  must  be  reported 
immediately  to  the  Local  Health 
Department  immediately. 

6.  Attend  clinics  and:  classes  offered 
by  the  Local  Health  Department. 


Comply  with  all  Local  Health  De- 
partment Directives  relating  to  the 
practice  of  midwifery . 

7.  Keep  the  delivery  bag  elean  and 
rcady  at  ad  times.  Continuously 
maintain  all  equipment  and  supplies 
in  medically  clean  and  acceptable 
condition. 

8.  Practice  rules  ter  good  personal 
health. 

III.  REVOCATION  OF  PERMIT 

A.  The  midwife  permit  may  be  revoked 
by  the  Director  of  the  Bureau  of  Ma- 
ternal and  Child  Health  upon  evidence 
that  the  midwife  has  failed  to  comply 
with  any  one  of  the  above  require- 
ments. 


Clinical  Center  Study  of  Patients  with  Ovarian  Carcinoma 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  for 
a controlled  clinical  trial  of  the  treatment  of  advanced  ovarian  carcinoma 
being  conducted  by  the  National  Cancer  Institute’s  Medicine  Branch  at  the 
Clinical  Center,  National  Institutes  of  Health,  Bethesda,  Maryland. 

Previously  untreated  patients  with  serous  or  undifferentiated  ovarian  car- 
cinomas of  all  stages,  under  age  65,  are  needed  for  this  study. 

Upon  completion  of  their  studies,  patients  will  be  returned  to  the  care  of 
the  referring  physician  who  will  receive  a summary  of  findings. 

Physicians  interested  in  having  their  patients  considered  for  admission  to 
these  studies  may  telephone:  Vincent  T.  DeVita,  Jr.,  M.D.,  or  Robert  C. 
Young,  M.D.,  (301)  496-2031,  or  write  Admitting  Office,  National  Cancer 
Institute,  Clinical  Center,  Room  1 ON- 119,  Bethesda,  Maryland  20014. 
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JAMES  B.  FUNKHOUSER,  M.D. 


Mental  Health  .... 

A Meeting  of  the  Court  of  Directors 


Two  hundred  years  ago,  in  October,  during 
the  declining  years  of  Louis  XV  of  France, 
a young  man  named  Phillipe  Pinel  was  grad- 
uated in  medicine  at  the  University  of  Toulous. 
Somewhat  later  he  was  to  establish  a historical 
precedent  by  releasing  mentally  ill  patients 
from  their  chains  at  the  Salpetriere,  the  begin- 
ning of  the  “moral”  treatment  of  the  “insane”. 

In  England,  200  years  ago  this  month,  King 
George  III  was  then  a young  man  3 3 years  of 
age.  He  had  had  recurrent  symptoms  of  insani- 
ty for  eight  years.  Medical  historians  now  be- 
lieve that  he  probably  was  suffering  from 
porphyria. 

In  America,  in  Philadelphia,  young  Dr.  Ben- 
jamin Rush,  later  known  as  “The  Father  of 
American  Psychiatry”,  having  graduated  from 
medical  school  in  Edinburgh,  Scotland,  had 
been  in  the  practice  of  medicine  for  four  years. 

In  Virginia,  in  October  of  1773,  in  Williams- 
burg, Thomas  Jefferson,  a recent  graduate  of 
the  College  of  William  and  Mary  (in  His 
Majesty’s  most  loyal  colony)  was  practicing 
law  with  George  Wythe.  Tom  Jefferson  did 
not  like  the  law.  He  said  “it  is  trade  to  question 
everything,  to  yield  nothing,  and  to  talk  by  the 
hour.”  He  was  a member  of  the  House  of 
Burgesses  where  he  was  said  to  have  never 
made  a speech. 

In  Williamsburg,  Virginia,  in  October  of 
1773,  the  first  public  hospital  in  America,  ex- 

Excerpt  from  remarks  made  at  200th  Anniver- 
sary celebration  at  Eastern  State  Hospital. 
Funkhouser,  James  B.,  M.D.,  Deputy  Commis- 
sioner, Department  of  Mental  Health  and  Mental 
Retardation. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Health  and  Mental  Re- 
tardation. 


clusively  for  mental  illness,  admitted  its  first 
patient.  The  minutes  are  excerpted  as  follows: 

“At  a meeting  of  the  Court  of  Directors 
appointed  by  Act  of  the  Assembly  insti- 
tuted to  make  provision  for  the  support  and 
maintenance  of  idiots,  lunatics  and  other 
persons  of  unsound  mind,  held  at  the  hos- 
pital the  12  th  day  of  October,  one  thousand 
seven  hundred  and  seventy-three,  there  was 
present  The  Honorable  Thomas  Nelson, 
Esq.,  Robert  Carter,  John  Camm,  Clerk, 
Peyton  Randolph,  Esq.,  Robert  Carter 
Nicholas,  Lewis  Bur  well,  John  Blair, 
Thomas  Nelson,  Jr.,  John  Tazewell  and 
Nathaniel  Bunwell,  Esq. 

“The  Orders  of  the  Last  Court  were  read 
and  signed. 

“The  Court  took  into  consideration  the 
case  of  Zachariah  Mallory,  brought  to  the 
hospital  from  the  County  of  Hanover  by 
virtue  of  a warrant  under  the  hands  and 
seals  of  John  Starke,  Francis  Smith  and 
Thomas  Garland,  gentlemen  justices  of  the 
said  county.  It  appearing  from  the  deposi- 
tions of  Benjamin  Grubbs  and  William 
Maenaman  taken  and  returned  by  the  said 
justices  that  the  said  Zachariah  Mallory  is  a 
person  of  insane  and  disordered  mind,  it  is 
ordered  that  he  be  received  into  the  hos- 
pital.” 

The  mental  hospital  had  been  conceived  by 
the  Royal  Governor  Francis  Fauquier  some  10 
years  earlier  but  the  Royal  Governor  of  Vir- 
ginia, resident  in  the  palace  in  October  1773, 
was  a Scottish  nobleman,  John  Murrey,  Earl 
of  Dunmore,  Viscount  Fincastle,  Baron  of 
Blair,  Moulin  and  Tillymont. 

The  aristocrats  in  the  colonial  capital  in 
those  days  on  formal  occasions  wore  powdered 
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wigs  and  lace  at  their  sleeves.  They  were 
much  given  to  drinking,  gaming  and  horse 
racing. 

It  is  not  certain  what  treatment  was  given 
to  Zachariah  Mallory. 

Benjamin  Rush,  in  Philadelphia,  although 
an  advocate  of  non-restraint  or  “moral”  treat- 
ment, was  at  that  time  promoting  the  use 
of  purging  and  puking,  blisters  and  clysters 
for  mental  illness.  However,  he  believed 
that  madness  was  due  to  congestion  of 
blood  in  the  brain  and  phlebotomy  was  his 


favorite  treatment.  Benjamin  Rush  also  used 
a tranquilizer  in  the  form  of  a straight  backed 
chair  with  arrangement  to  restrain  the  head, 
legs  and  arms  with  straps.  He  is  quoted.  “It 
has  the  advantage  over  a strait  waistcoat.  It 
lessens  the  force  of  blood  in  its  determination 
to  the  head  by  opposing  its  gravity  to  it  and, 
by  keeping  the  head  in  a fixed  and  erect  posi- 
tion, it  prevents  the  interruption  of  the  pas- 
sage of  blood  to  and  from  the  brain  by  the 
pressure  upon  any  of  its  blood  vessels.  It  pro- 
duces more  general  muscular  inaction  and,  of 


Benjamin  Rush’s  tranquillizing  chair. 
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course,  acts  more  powerfully  in  wakening  the 
forces  of  the  blood  vessels  in  every  part  of  the 
body.  It  places  a patient  in  a situation  in  which 
it  is  possible  without  any  difficulty  to  apply 
cold  water,  by  means  of  a bladder  to  the  head 
and  warm  water  to  the  feet  at  the  same  time. 
It  enables  the  physician  to  feel  the  pulse  and  to 
open  a vein  without  relieving  other  parts  of  the 
body  from  its  confinement.  It  enables  him 
likewise  to  administer  purgative  medicines 
without  subjecting  the  patient  to  the  necessity 
of  being  moved  from  his  chair  or  exposing  him 
to  the  fetor  of  his  excretions  or  their  contact 
with  his  body.  The  body  of  the  patient  in  this 
chair,  though  in  a state  of  cohesion,  is  so  per- 
fectly free  from  pressure  that  he  sometimes 
falls  asleep.  His  position  in  this  chair  is  less 
irritating  to  his  temper  and  much  less  offensive 
to  the  feelings  of  his  friends  than  in  a strait 
waistcoat.” 

A few  months  after  the  first  patient  was  ad- 
mitted to  the  new  Publick  Lunatic  Asylum  in 
Williamsburg,  a band  of  patriotic  Bostonians 
in  the  north,  disguised  as  Indians,  boarded 
some  British  ships  and  threw  overboard  tea 
from  England,  one  of  the  incidents  that 
precipitated  the  Revolutionary  War.  During 
this  war,  the  asylum  in  Williamsburg  was 
closed  for  lack  of  funds  and  military  troops 
were  quartered  there. 

Let  us  now  overlook  nearly  100  years  and 
come  to  the  Civil  War. 

Dr.  John  Minson  Galt,  II,  a native  of  Wil- 
liamsburg trained  in  Philadelphia,  was  at  that 
time  the  first  full  time  medical  superintendent 
of  the  asylum.  He  was  one  of  the  most  out- 
standing psychiatrists  in  America.  He  was  one 
of  the  founders  of  The  Association  of  Medical 
Superintendents,  which  was  later  to  become 
The  American  Psychiatric  Association.  He 
could  read  all  European  languages.  His  text- 
book on  the  treatment  of  insanity  was  a com- 
pendium of  authority  derived  from  books, 


magazines,  and  articles  from  all  over  Europe 
and  America.  Dr.  Galt  was  a pioneer  in  oc- 
cupational and  recreational  therapy.  He  was 
also  certainly  one  of  the  first  to  pioneer  in 
educational  therapy,  having  instituted  a pro- 
gram with  academic  certification  for  his  pa- 
tients, including  music.  Dr.  Galt  was  one  of 
the  first  to  appoint  a full  time  chaplain  to  the 
hospital.  He  boarded  many  of  his  patients  with 
residents  of  Williamsburg  and  invited  the  ladies 
of  the  town  into  his  hospital,  thus  furnishing 
basis  for  the  claim  that  he  was  also  a founder 
in  what  is  now  considered  such  modern  treat- 
ment as  foster  home  care,  halfway  houses  and 
volunteer  services. 

He  corresponded  with  Dorothea  Dix,  who 
was  largely  responsible  for  mental  hospital  re- 
forms in  the  United  States  over  100  years  ago, 
and  she  visited  him  in  his  home. 

Dr.  Galt,  in  his  famous  “Treatise  on  In- 
sanity” deplored  the  extensive  use  of  blood- 
letting in  the  treatment  of  mental  illness.  He 
was  a strong  believer  of  “moral  treatment”. 

Broadly  defined,  moral  treatment  to  him  was 
occupational  therapy.  It  was  provided  in  those 
days  by  wood  carving,  spinning  equipment 
“to  any  such  persons  capable  of  using  the 
same.”  Activities  ranged  from  music,  games, 
arts  and  crafts  to  industrial  and  housekeeping 
tasks,  gardening  and  educational  programs. 

At  the  age  of  53,  Dr.  Galt  was  a frail  gentle- 
man in  poor  health.  He  died  soon  after  the  oc- 
cupation of  Williamsburg  by  Federal  troops. 

The  hospital  continued  to  operate  as  a 
mental  hospital  throughout  the  Civil  War  un- 
der the  administration  of  the  victorious  North- 
ern Army. 

Time  will  not  now  permit  a chronicle  of 
the  past  100  years  and  of  more  recent  wars. 
With  ups  and  downs,  this  institution  has  shown 
steady  progress  in  the  humane  and  enlightened 
moral  treatment  of  the  mentally  ill. 
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Medicare-Part  B . . . . 


Chronic  Renal  (Kidney)  Disease  (CRD) 


CURTIS  J.  KELLY,  JD 


Effective  July  1,  1973,  Medicare  coverage 
is  extended  to  persons  under  age  65  who  re- 
quire hemodialysis,  peritoneal  dialysis,  or  renal 
(kidney)  transplantation  for  chronic  renal  dis- 
ease. Persons  eligible  for  this  coverage  are 
those  who  are  currently  fully  insured,  or  en- 
titled to  monthly  Social  Security  or  Railroad 
Retirement  benefits,  or  the  spouses  or  depend- 
ent children  of  such  insured  or  entitled  individ- 
uals. The  Medicare  coverage  afforded  on  the 
basis  of  chronic  renal  disease  (CRD)  is  iden- 
tical to  the  coverage  provided  for  individuals 
who  are  over  65  or  who  are  entitled  on  the 
basis  of  disability.  Billings  by  facilities  (institu- 
tions or  kidney  centers)  for  CRD  treatment 
rendered  on  or  after  July  1,  1973,  are  to  be 
processed  by  the  Part  A Intermediary.  Claim 
submission  should  always  be  done  under  the 
health  insurance  number  of  the  person  with 
CRD.  This  is  the  number  which  appears  on 
the  patient’s  health  insurance  card  (all  CRD 
beneficiaries  under  age  65  are  being  issued  new 
health  insurance  numbers).  If  services  of  a 
kidney  donor  are  involved,  claim  submission 
should  be  done  under  the  account  number  of 
the  person  with  CRD,  not  the  donor’s  number. 

Though  both  acute  dialysis  and  maintenance 
dialysis  for  the  stabilized  patient  with  CRD 
are  covered,  the  charge  for  the  dialysis  itself 
will  be  processed  by  the  Part  A Intermediary. 
It  should  be  noted  that  it  is  possible  for  a bene- 
ficiary entitled  to  Medicare  on  a basis  other 
than  CRD  (i.e.,  over  65  or  disabled)  to  require 
acute  dialysis  on  a temporary  basis.  Charges 
for  the  dialysis  itself  in  such  cases  are  also  to 
be  processed  by  the  Part  A Intermediary. 

Part  B Carrier  Bill  Processing 

Because  performance  of  maintenance  dialysis 
is  generally  not  considered  to  require  a phy- 


sician’s personal  attendance,  only  in  the  cases 
in  which  some  type  of  complication  requires 
a physician’s  personal  care  can  reimbursement 
be  made  for  a physician’s  services  during  di- 
alysis. However,  when  complications  require 
it,  physician  services  during  dialysis  would  be 
allowable.  Therefore,  when  bills  are  submitted 
for  physician  services  rendered  during  dialysis, 
medical  documentation  must  be  obtained. 

Regulations  require  detailed  record  keeping 
on  CRD  patients.  We  request  that  all  treat- 
ment for  injury  or  disease,  to  a CRD  patient, 
carry  a notation  on  the  physician’s  bill,  receipt, 
or  SSA  1490  that  the  individual  is  a “CRD 
patient”. 

When  treating  a patient  for  one  of  the  fol- 
lowing where  the  primary  diagnosis  may  lead 
to  Chronic  Renal  Disease: 

Glomerulonephritis 
Primary  Hypertensive  Disease 
Polycystic  Kidney  Disease 
Hereditary  Interstitial  Nephritis 
Diabetic  Nephropathy 
Pyelonephritis,  obstructive 
Pyelonephritis,  drug-related 
Pyelonephritis,  non-obstructive 
Collagen  Vascular  Disease 

Additional  diagnoses  leading  to  CRD  are: 

Amyloidoses 

Cortical  Necrosis,  Bilateral 
Gouty  Nephropathy 
Hypoplastic  Kidney 
Myeloma  Kidney 

Medullary  Cystic  Disease  (Nephronophthe- 
sis) 

Oxalosis 

Cysterosis 

Thrombosis,  renal  arterial 
Thrombosis,  renal  venous 
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Toxic  Nephropathy 

Radiation  Nephritis 

Traumatic  or  Surgical  loss  of  Kidney 

Hemolytic-Uremic  Syndrome 

Thrombotic  Thrombocytopenic  Purpura 

Embolic  Renal  Disease 

Tumor 

Medullary  Necrosis,  Bilateral 
Retroperitoneal  Fibrosis 


Please  indicate  if  CRD  is  involved  or  is  ex- 
pected to  become  involved.  In  that  this  new 
program  required  detailed  documentation, 
please  forward  narrative  reports,  operative 
notes,  discharge  summaries,  etc. 

Payment  of  Medicare  Claims  on  CRD  pa- 
tients will  take  approximately  60  to  90  days 
due  to  special  requirements  of  the  Social  Se- 
curity Administration. 


Physicians  Newly  Licensed  in  1972. 


Another  14,476  licensed  physicians  were 
added  to  the  U.  S.  medical  profession  in  1972 
—the  largest  increase  in  newly  licensed  phy- 
sicians in  any  one  year  in  the  history  of  U.S. 
medicine. 

The  18  per  cent  increase  is  reported  in  the 
71st  annual  report  on  medical  licensure  statis- 
tics by  the  American  Medical  Association’s 
Council  on  Medical  Education,  appearing  in 
the  July  16th  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

Of  the  14,476  new  physicians,  6,442,  or  al- 
most one  half,  were  graduates  of  foreign  medi- 
cal schools,  reflecting  for  the  sixth  consecutive 
year  a substantial  increase  in  the  number  of 
foreign  physicians  taking  state  board  examina- 
tions. 


As  of  Dec.  31,  1972,  there  were  356,500 
physicians  in  the  United  States.  The  total  in- 
cludes 314,527  licensed  physicians,  a net  gain 
of  11,747  licensed  physicians  from  the  same 
date  a year  earlier  after  physician  losses  due 
to  deaths,  retirements  and  return  of  foreign 
medical  graduates  to  their  homelands. 

The  figures  should  not  be  interpreted  as 
meaning  that  only  314,527  licensed  physicians 
are  qualified  to  take  care  of  patients.  Thou- 
sands of  physicians,  working  under  various 
medical,  educational  and  government  service 
permits  contribute  to  patient  care. 

The  report  was  compiled  by  the  AMA  staff 
under  the  supervision  of  Henry  R.  Mason, 
MPH,  research  associate,  Department  of  Un- 
dergraduate Medical  Education. 
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The  Medical  Society  of  Virginia 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  in  the  Nansemond 
Room  of  the  Holiday  Inn-Scope  on  Thursday, 
October  18. 

Members  Present:  Dr.  Carl  E.  Stark,  Dr.  John 
A.  Martin,  Dr.  William  S.  Hotchkiss,  Dr.  Alvin 
E.  Conner,  Dr.  James  B.  Kenley  (for  Dr.  Mack  I. 
Shanholtz),  Dr.  William  J.  Hagood,  Jr.,  Dr.  Ray- 
mond S.  Brown,  Dr.  Charles  E.  Davis,  Jr.,  Dr. 
Carrington  Williams,  Jr.,  Dr.  George  J.  Carroll, 
Dr.  Girard  V.  Thompson,  Sr.,  Dr.  H.  C.  Alex- 
ander, III,  Dr.  James  C.  Respess,  Dr.  Thomas  L. 
Lucas,  Dr.  James  Hal  Smith  and  Dr.  W.  Leonard 
Weyl. 

Others  Present:  Dr.  K.  K.  Wallace,  Jr.,  Vice- 
Speaker;  Dr.  William  R.  Hill  and  Dr.  W.  Callier 
Salley,  AMA  Delegates;  and  Dr.  F.  Ashton  Car- 
mines and  Dr.  Adichael  A.  Puzak,  Alternate  AMA 
Delegates. 

Financial  Report  and  Budget 

Dr.  Puzak,  Chairman  of  the  Finance  Commit- 
tee, reported  that  the  Society  has  once  again 
lived  within  its  budget  and  that  its  financial  con- 
dition had  never  been  better.  Although  the  pro- 
posed budget  for  1973-74  was  based  on  the  cur- 
rent dues  structure,  a projected  budget  to  meet 
the  demands  of  the  future  was  also  ready  should 
a Reference  Committee  of  the  House  look  with 
favor  on  Council’s  recommendation  for  an  in- 
crease in  dues.  A motion  by  Dr.  Carroll  to  accept 
the  Finance  Committee'' s report  and  refer  it  to 
the  House  of  Dele  gates  was  seconded  and 
adopted. 

Malpractice 

A motion  to  discuss  this  particular  subject  in 
Executive  Session  was  moved  by  Dr.  Martin.  It 
was  seconded  and  adopted. 

VaMPAC 

Upon  adoption  of  a motion  to  emerge  from 
Executive  Session,  Council  considered  a request 
from  the  VaMPAC  Board  of  Directors  that  Dr. 
Robert  Sullins  Smith,  Dinwiddie,  be  given  serious 
consideration  for  District  Chairman  from  the 
Fourth  Congressional  District.  Dr.  Smith  would 
replace  Dr.  A.  A.  Kirk,  who  now  becomes  Va- 
MPAC Chairman. 


A motion  by  Dr.  Martin  to  elect  Dr.  Smith  to 
the  post  of  District  Chairman  from  the  Fourth 
Congressional  District  was  seconded  and  adopted. 

Committee  on  Family  Life  Education 

Dr.  Davis  offered  a resolution  on  behalf  of  the 
Norfolk  County  Medical  Society  which  would 
provide  for  the  appointment  of  a special  Com- 
mittee on  Family  Life  Education.  Such  a Com- 
mittee would  be  concerned  with  the  importance 
of  family  planning,  education  in  public  schools, 
counseling  service  in  hospitals,  preparation  of 
teachers  for  family  life  courses,  etc.  Following 
a motion  by  Dr.  Davis  that  the  resolution  be 
adopted,  it  was  determined  that  it  should  be 
brought  to  the  attention  of  the  House  of  Dele- 
gates and  considered  by  a Reference  Committee. 
The  motion  was  seconded  and  carried. 

Abortion  Guidelines 

The  Committee  on  Maternal  Health  had  pr&- 
pared  a set  of  guidelines  for  therapeutic  abor- 
tions in  the  first  trimester.  Should  the  guidelines 
be  approved  by  Council,  they  would  be  made 
available  to  all  members  of  The  Medical  Society 
of  Virginia  and  hospitals  within  the  State. 

A question  was  raised  as  to  whether  the  guide- 
lines were  worded  in  such  manner  that  a physi- 
cian would  be  required  to  provide  his  patient 
with  all  available  information  concerning  thera- 
peutic abortions  even  though  such  action  might 
be  contrary  to  his  personal  feelings  and  religious 
beliefs.  It  was  agreed  that  the  physician  should 
not  be  requested  to  act  contrary  to  his  faith. 

It  was  then  agreed  that  the  second  fuideline 
should  be  changed  to  read  as  follows: 

“A  physician  who  accepts  consultation  re- 
garding termination  of  pregnancy  has  the  re- 
sponsibility to  supply  the  patient  with  informa- 
tion regarding  therapeutic  abortions  and  other 
alternatives.  This  information  is  to  include  the 
medical  facts  of  pregnancy  and  abortion,  and 
should  encompass  these  facts:  the  physical, 

mental  and  physiological  effects  of  pregnancy 
and  abortion.” 

The  guidelines  were  then  adopted  as  amended . 

Report-  of  Council 

Dr.  Hagood  suggested  that  Council  be  re- 
quested to  meet  at  least  thirty  days  prior  to  the 
Annual  Meeting  in  order  that  it  could  review 
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those  items  which  should  be  reported  to  the 
House  of  Delegates.  It  was  agreed  that  such  a 
meeting  has  much  to  recommend  it  and  arrange- 
ments should  be  worked  out  by  the  President  and 
Speaker. 

Support  for  National  Guard  and  Reserve  Forces 

The  Medical  Society  of  Virginia  has  been  re- 
quested by  the  National  Committee  for  Employer 
Support  of  the  Guard  and  Reserve  to  join  other 
associations  in  pledging  continuing  encourage- 
ment and  support  of  the  National  Guard  and  Re- 
serves forces  of  the  United  States.  Such  support 
would  be  in  the  form  of  an  agreement  that  the 
jobs  and  career  opportunities  of  employees  in  the 
Guard  or  Reserve  would  not  be  limited  or  re- 
duced as  a result  of  their  service.  Also,  absences 
for  military  training  in  the  Guard  or  Reserve 
would  not  cause  the  employee  to  sacrifice  his 
vacation  time. 

A motion  to  join  other  members  of  the  busi- 
ness community  in  supporting  the  Guard  and  Re- 
serve was  seconded  and  adopted. 

Public  Health  Service  Hospital 

Dr.  Davis  reported  that  an  inquiry  had  been 
received  concerning  the  viewpoint  of  The  Med- 
cal  Society  of  Virginia  on  the  proposed  closing 
of  the  U.  S.  Public  Health  Service  Hospital  in 
Norfolk. 

After  some  discussion  it  was  agreed  that  the 
matter  should  be  brought  to  the  attention  of  the 
Norfolk  County  Medical  Society  for  its  con- 
sideration and  such  recommendations  as  might  be 
advisable. 

Charitable  Immunity 

The  Virginia  Hospital  Association  has  ex- 
pressed the  hope  that  The  Medical  Society  of 
Virginia  will  once  again  resist  any  attempt  in  the 
General  Assembly  to  abolish  that  portion  of  the 
Virginia  Code  having  to  do  with  charitable  im- 
munity for  hospitals.  It  was  learned  that  Virginia 
is  one  of  eight  states  which  has  retained  the  char- 
itable immunity  provision  in  its  Code. 

There  followed  considerable  discussion  con- 
cerning the  need  of  charitable  immunity  and  it 
was  brought  out  that  malpractice  rates  for  the 
hospitals  concerned  would  increase  remarkably 
should  the  immunity  be  lost.  It  would  also  force 
the  cost  of  hospital  care  upward  at  a time  when 
every  effort  is  being  made  to  hold  the  line. 

A motion  by  Dr.  Hotchkiss  to  support  the  con- 
cept of  charitable  immunity  and  include  it  as  a 
part  of  the  Society's  legislative  package  was  sec- 
onded and  carried. 


Collective  Bargaining 

The  Virginia  Hospital  Association  has  also  re- 
quested the  Society  to  support  it  in  its  opposition 
to  legislation  which  would  bring  about  manda- 
tory collective  bargaining  in  Virginia  hospitals. 
Our  hospitals  have,  for  the  most  part,  enjoyed 
immunity  from  strikes  and  work  stoppages  over 
the  years.  There  are  those  who  feel  that  an  effort 
might  well  be  made  in  the  next  session  of  the 
General  Assembly  to  force  the  issue. 

A motion  was  introduced  by  Dr.  Martin  which 
would  oppose  any  legislative  efforts  to  require 
mandatory  collective  bargaining  in  Virginia  hos- 
pitals. The  motion  was  seconded.  During  the  dis- 
cussion which  followed,  it  was  learned  that  some 
confusion  existed  as  to  just  what  was  involved. 
Several  members  indicated  that  they  did  not  wish 
to  vote  on  the  matter  until  they  had  more  clear- 
cut  information  concerning  the  law  at  this  time. 
Dr.  Martin  then  withdrew  his  motion. 

A motion  by  Dr.  Davis  to  postpone  indefinitely 
was  seconded  and  adopted. 

Voluntary  Rate  Review 

Mr.  Osburn  reported  that  the  Virginia  Hos- 
pital Association  is  anxious  for  the  Society  to 
support  the  voluntary  hospital  rate  review  con- 
cept. It  is  entirely  possible  that  mandatory  rate 
review  will  be  proposed  in  the  upcoming  session 
of  the  General  Assembly.  It  was  agreed  that  no 
official  action  was  advisable  at  this  time. 

Executive  Sessions 

It  was  recalled  that  Council,  on  September  23, 
agreed  to  invite  members  of  the  news  media  to 
sessions  of  the  House  of  Delegates.  Since  that 
time,  several  requests  had  been  received  for  the 
matter  to  be  discussed  again. 

There  followed  considerable  discussion  during 
which  a suggestion  was  made  that  the  question 
be  taken  to  the  House  for  a final  decision. 

Dr.  Hagood  then  moved  that  members  of  the 
media  be  invited  to  all  sessions  of  the  House  and 
its  Committees.  The  motion  was  seconded. 

Dr.  Weyl  then  moved  to  amend  the  motion  by 
making  final  permission  subject  to  the  House  of 
Delegates.  The  proposed  amendment  was  sec- 
onded but  lost. 

Dr.  Hagood' s original  motion  was  then  adopted. 

Dr.  Sammons 

Dr.  James  H.  Sammons,  Chairman  pro  tern 
of  the  AM  A Board  of  Trustees,  advised  Council 
that  AMA  was  more  active  than  ever  and  making 
real  progress  with  its  various  activities.  He  noted 
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that  Virginia  leads  the  Nation  where  AMA  mem- 
bership growth  is  concerned  and  stressed  the  im- 
portance of  a united  profession.  He  indicated 
that  AMA  is  doing  everything  possible  to  im- 
prove its  communications  with  the  membership 
—one  of  the  most  difficult  problems  any  organi- 
zation must  face  today. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

Carl  E.  Stark,  M.D.,  President 

House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Medical  So- 
ciety of  Virginia  met  in  the  Ballroom  of  Nor- 
folk’s Holiday  Inn-Scope  on  Thursday,  October 
18,  1973.  The  meeting  was  called  to  order  at 
2:00  P.M.  by  Dr.  Carl  E.  Stark,  President. 

The  invocation  was  delivered  by  Dr.  James  L. 
Hamner,  a Past-President  of  the  Society. 

Dr.  William  J.  Hagood,  Jr.,  Speaker  of  the 
House,  explained  the  Rules  of  Procedure  and  ob- 
tained their  approval. 

A report  from  the  Credentials  Committee  was 
then  requested  and  Dr.  John  T.  Myles,  Chairman, 
advised  that  a quorum  was  present. 

Minutes  of  the  November,  1972,  session  of  the 
House  were  approved  as  published  in  the  Jan- 
uary, 1973,  issue  of  the  Virginia  Medical 
Monthly. 

Dr.  Stark  was  then  recognized  for  the  purpose 
of  introducing  the  Society’s  distinguished  guests. 

Dr.  Richard  M.  Magraw,  President,  Norfolk 
Area  Medical  Center  Authority,  delivered  a short 
message  of  welcome. 

Mrs.  William  J.  Reardon,  President  of  the 
Woman’s  Auxiliary  to  The  Adedical  Society  of 
Virginia,  was  then  introduced  and  presented  an 
excellent  report  on  Auxiliary  activities  during 
the  year.  It  was  indeed  a year  of  accomplishment 
and  the  Auxiliary  won  numerous  honors  for  its 
contributions  to  AMA-ERF  and  its  work  in  such 
areas  as  mental  heahh,  nutrition  and  legislation. 

Following  Mrs.  Reardon’s  address,  Dr.  Stark 
introduced  Mrs.  Donald  F.  Fletcher,  Jr.,  Presi- 
dent-Elect of  the  Auxiliary. 

The  House  then  heard  Dr.  James  H.  Sammons, 
Baytown,  Texas,  Chairman  pro  tern  of  the  AMA 
Board  of  Trustees,  discuss  current  AMA  activi- 
ties. Dr.  Sammons  congratulated  Virginia  on 
leading  the  entire  Nation  in  percentage  of  AMA 
membership  growth  and  stated  that  this  was  par- 
ticularly important  since  the  need  of  a united 


profession  has  never  been  more  evident  than  to- 
day. He  also  called  for  support  of  A1EDI- 
CREDIT  and  covered  the  AMA  position  on 
PSRO. 

Dr.  Sammons  called  attention  to  the  fact  that 
Virginia’s  own  Dr.  Richard  E.  Palmer  had  just 
been  named  Vice-Chairman  of  the  AMA  Board 
of  Trustees. 

Introduced  next  was  Dr.  Alexander  McCaus- 
land,  Chairman  of  Virginia  Aledical  Political 
Action  Committee  (VaMPAC).  Dr.  McCaus- 
land  reported  that  VaMPAC  membership  was  at 
an  all  time  high  of  1,100  and  that  its  growth  was 
continuing.  During  its  ten  years  of  existence, 
more  than  $176,000.00  has  been  used  for  candi- 
date support  purposes.  Of  this  amount  $100,- 
000.00  was  made  available  by  AMPAC.  Dr.  Mc- 
Causland  went  on  to  say  that,  although  VaMPAC 
has  devoted  most  of  its  effort  to  Congressional 
campaigns,  it  might  well  enter  some  State  con- 
tests in  the  future.  He  reminded  the  House  that 
VaMPAC  provides  the  ways  and  means  for  phy- 
sicians to  become  active  in  the  realm  of  politics. 

The  following  distinguished  guests  were  then 
introduced:  Dr.  Thomas  McCoy,  President, 

West  Virginia  State  Medical  Association;  Dr. 
George  G.  Gilbert,  President,  North  Carolina 
Medical  Society;  and  Dr.  George  Bates,  repre- 
senting the  President  of  the  Ohio  State  Adedical 
Association. 

Representing  allied  organizations  were  Airs. 
Anna  Jordan,  President,  Virginia  Association  of 
Aledical  Assistants  and  Mr.  C.  Robert  Peery, 
representing  the  Virginia  Hospital  Association. 

Dr.  Stark  delivered  his  Presidential  Address, 
which  will  be  published  in  its  entirety  in  the  De- 
cember issue  of  the  Virginia  Aledical  Alonthly. 
Among  the  many  matters  of  interest  discussed 
by  Dr.  Stark  were  PSRO,  smallpox  vaccinations, 
membership  dues  increase,  etc.  It  was  an  ex- 
tremely timely  address — covering  most  of  the 
items  requiring  decisions  by  the  House  of  Dele- 
gates. 

The  Speaker  then  announced  the  various  Com- 
mittees serving  the  House  and  followed  by  nam- 
ing the  Chairmen  of  the  various  District  delega- 
tions. He  advised  the  delegates  that  the  first 
caucus  period  should  be  used  solely  for  the  pur- 
pose of  appointing  caucus  Chairmen  and  selecting 
a member  of  the  Nominating  Committee.  Cau- 
cuses for  the  purpose  of  determining  other  nomi- 
nees could  be  arranged  at  a time  following  ad- 
journment. 

Dr.  Hagood  went  on  to  remind  delegates  from 
the  First,  Third,  Fifth,  Seventh  and  Ninth  Dis- 
tricts that  they  should  select  nominees  for 
Council.  All  Districts  would  select  nominees  for 


Volume  100,  December,  1973 


1145 


Vice-Councilor.  He  also  requested  the  Fifth  Dis- 
trict delegation  to  be  prepared  to  submit  three 
nominations  for  a possible  appointment  by  the 
Governor  to  the  Virginia  State  Board  of  Medi- 
cine. 

Immediately  following  the  caucus  period  the 
various  nominees  for  the  Nominating  Committee 
were  announced  and  the  Committee  duly  elected. 

A financial  report  and  proposed  budget  for 
fiscal  1973-74  were  presented  by  Dr.  Michael  A. 
Puzak,  Chairman  of  the  Finance  Committee.  Dr. 
Puzak  called  attention  to  the  fact  that  the  pro- 
posed budget  was  based  on  the  current  dues 
structure  and  that  a projected  budget— based  on 
Council’s  proposed  dues  increase— would  be  made 
available  to  all  delegates  prior  to  the  next  session. 
The  budget  was  referred  to  a Reference  Com- 
mittee for  consideration  the  following  day. 

The  Speaker  announced  that  the  annual  Report 
of  Council  to  the  House  was  in  the  hands  of  all 
delegates  and  would  be  referred  to  a Reference 
Committee.  Dr.  Stark  presented  a short  supple- 
mental report  recommending  that  the  Society 
support  the  Virginia  Hospital  Association  in  its 
efforts  to  retain  the  charitable  immunity  provision 
in  the  Virginia  Code.  The  supplemental  report 
was  likewise  referred  to  a Reference  Committee. 

The  various  Committee  reports  were  then  re- 
ceived and  referred  to  Reference  Committees. 
Dr.  Hagood  recommended  that  all  reports  be 
completed  and  sent  to  the  State  office  at  least 
sixty  (60)  days  prior  to  the  meeting  in  order  that 
they  could  be  published  in  the  Virginia  Medical 
Monthly.  He  stressed  again  the  importance  that 
any  recommendations  for  action  by  the  House 
be  clearly  stated  in  a special  section  at  the  end  of 
each  report.  This  makes  it  much  easier  for  all 
concerned  and  eliminates  any  possibility  that  the 
recommendations  might  somehow  be  missed. 

Dr.  Hagood  advised  the  House  that  all  resolu- 
tions previously  distributed  would  be  considered 
introduced  and  that  reading  them  would  not  be 
necessary.  Resolutions  not  previously  published 
or  distributed  were  called  for  with  the  request 
that  only  the  “RESOLVED”  portions  be  read. 
The  following  resolutions  were  then  introduced 
and  referred  to  Reference  Committees: 

Repeal  of  PSRO— Introduced  by  Dr.  Charles 
A.  Young,  Jr. 

Old  Dominion  Medical  Society  Representa- 
tion on  PSRO  Committes— Introduced  by  Dr. 
J.  Blaine  Blayton 

Control  Procedures  for  Motor  Vehicle  Op- 
erators  Having  Diabetes— Introduced  by  Dr. 
James  M.  Moss 

AMA  Five  Digit  Code— Sponsored  by  Vir- 
ginia Beach  Medical  Society 


Early  Detection  of  High  Blood  Pressure- 
Sponsored  by  Prince  William  County  Medical 
Society 

Total  Emergency  Medical  Services— Intro- 
duced by  Dr.  William  Grossmann 

Family  Life  Planning— Sponsored  by  Nor- 
folk County  Medical  Society 

Tidewater  Emergency  Medical  Services— 
Sponsored  by  Norfolk  County  Medical  So- 
ciety, Portsmouth  Academy  of  Medicine  and 
Virginia  Beach  Medical  Society. 

Dr.  William  Hotchkiss  then  introduced  the 
following  resolution  which  was  adopted  unani- 
mously following  suspension  of  the  rules: 

Whereas,  Dr.  Alexander  McCausland  has 
indicated  that  he  will  not  stand  for  re-election 
as  a Delegate  to  the  American  Medical  Asso- 
ciation, and 

Whereas,  Dr.  McCausland  has  for  many 
years  served  this  Society  in  various  official  ca- 
pacities—including  those  of  President,  Coun- 
cilor, and  chairman  of  numerous  committes, 
and 

Whereas,  no  physician  in  our  State  is  more 
beloved  and  respected  by  his  colleagues  and 
patients,  and 

Whereas,  his  efforts  to  preserve  the  tradi- 
tional freedoms  which  have  made  American 
medicine  the  best  in  the  world  have  won  him 
the  admiration  and  gratitude  of  all  Virginia 
physicians;  therefore,  be  it 

Resolved,  that  this  House  of  Delegates  ex- 
press its  deepest  appreciation  of  Dr.  McCaus- 
land’s  countless  contributions  to  his  State,  his 
profession  and  his  Society  and  direct  that  a 
Certificate  of  Distinguished  Service  be  prepared 
for  presentation  at  the  1974  meeting  of  The 
Medical  Society  of  Virginia. 

Dr.  Hagood  requested  that  the  Committee  on 
Nominations  meet  with  him  following  adjourn- 
ment in  order  that  details  of  its  meeting  could 
be  discussed. 

The  House  was  advised  that  Reference  Com- 
mittees would  meet  the  following  afternoon  at 
3:00  P.M.  and  that  a complete  Committee  sched- 
ule would  be  posted  in  the  registration  area  early 
Friday  morning. 

Delegates  were  also  advised  that  a special  AMA 
film  would  be  shown  immediately  following  ad- 
journment and  hope  was  expressed  that  all  would 
remain  to  see  it. 

The  Speaker  reminded  the  House  that  should 
proposed  amendments  to  the  Constitution  and 
By-Laws  be  adopted  Saturday  afternoon,  it 
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would  be  necessary  to  convene  a General  Meet- 
ing of  the  Society  immediately  following  ad- 
journment. 

Following  announcement  that  the  next  meeting 
of  the  House  would  be  on  Saturday,  October  20, 
at  3:00  P.M.,  the  meeting  was  adjourned. 

Second  Session 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Speaker  at  3:00 
P.M.  on  Saturday,  October  20,  1973,  at  Norfolk’s 
Holiday  Inn-Scope.  Dr.  John  Myles,  Chairman 
of  the  Credentials  Committee,  indicated  a quorum 
present  and  the  report  of  his  Committee  was 
accepted. 

The  report  of  the  Nominating  Committee  was 
then  presented  by  its  Chairman,  Dr.  William 
Grossmann: 


Dr.  William  R.  Hill  was  nominated  Presi- 
dent-Elect and  unanimously  elected. 

Dr.  Raymond  S.  Brown  was  elected  First 
Vice-President;  Dr.  James  C.  Respess,  Second 
Vice-President;  and  Dr.  James  S.  Kitterman, 
Third  Vice-President. 

Robert  I.  Howard  was  re-elected  Executive 
Vice-President. 

Dr.  William  J.  Hagood,  Jr.  was  re-elected 
Speaker  of  the  House  and  Dr.  K.  K.  Wallace, 
Jr.,  was  re-elected  Vice-Speaker. 


Nominations  for  Council  were  then  reported 
and  the  following  elected: 


1st  District:  Dr.  Harold  L.  Williams 
3rd  District:  Dr.  Carrington  Williams,  Jr. 
5th  District:  Dr.  Girard  V.  Thompson,  Sr. 
7th  District:  Dr.  George  M.  Nipe 
9th  District:  Dr.  James  Hal  Smith 
Elected  as  Vice-Counselors  were  the  follow- 


lst  District: 
2nd  District: 
3rd  District: 
4th  District: 
5th  District: 
6th  District: 
7th  District: 
8th  District: 
9th  District: 
10th  District: 


Dr.  Walter  A.  Eskridge 
Dr.  Gervas  S.  Taylor,  Jr. 
Dr.  Charles  M.  Caravati,  Jr. 
Dr.  Gordon  G.  Birdsong 
Dr.  Anthony  J.  Munoz 
Dr.  Douglas  E.  Pierce 
Dr.  Harry  L.  Westfall,  Jr. 
Dr.  Harry  C.  Kuykendall 
Dr.  Joseph  H.  Early,  Jr. 

Dr.  C.  Barrie  Cook 


Nominations  for  the  State  Board  of  Medicine 
were  then  received  from  the  Fifth  District  and 
the  following  names  will  be  submitted  to  the 
Governor  for  his  consideration: 


Dr.  Edwin  T.  McNamee,  Jr. 
Dr.  Anthony  J.  Munoz 
Dr.  Henry  S.  Campell 


The  Speaker  announced  that  the  terms  of  Dr. 
Alexander  McCausland  and  Dr.  William  R.  Hill 
as  Delegates  to  the  American  Medical  Associa- 
tion would  expire  December  31.  The  terms  of 
their  Alternates,  Dr.  F.  Ashton  Carmines  and  Dr. 
Michael  A.  Puzak,  also  expire  at  that  time. 

The  names  of  Dr.  Puzak,  Dr.  Carmines  and  Dr. 
Hotchkiss  were  placed  in  nomination.  Dr.  Puzak 
and  Dr.  Hotchkiss  were  elected. 

The  House  was  then  advised  that  three  Alter- 
nate Delegates  must  be  elected  since  the  unex- 
pired term  of  Dr.  Hotchkiss  must  be  filled. 
Nominated  were  Dr.  Percy  Wootton,  Dr. 
Thomas  S.  Edwards,  Dr.  Carl  E.  Stark  and  Dr. 
Arthur  A.  Kirk.  It  was  determined  that  the  two 
nominees  receiving  the  greatest  number  of  votes 
would  be  elected  to  two-year  terms.  The  recip- 
ient of  the  third  highest  vote  would  serve  a one- 
year  term.  A motion  to  this  effect  was  seconded 
and  adopted. 

Elected  for  the  two-year  terms  as  Alternate 
Delegates  were  Dr.  Stark  and  Dr.  Carmines. 
Elected  to  the  one-year  term  was  Dr.  Wootton. 

Dr.  George  Nipe  then  obtained  consent  of  the 
House  to  introduce  the  following  resolution  of 
appreciation  which  was  seconded  and  adopted: 

Resolved,  that  the  House  of  Delegates  ex- 
press to  the  Committee  on  Arrangements  of  the 
Norfolk  County  Medical  Society  and  the  Pro- 
gram Committee  of  The  Medical  Society  of 
Virginia  its  sincere  appreciation  for  one  of  the 
finest  of  all  Annual  Meetings;  and  be  it  further 

Resolved,  that  the  Staff  of  the  Holiday  Inn- 
Scope  be  thanked  for  its  part  in  making  the 
meeting  such  a pleasant  and  memorable  event. 

The  Speaker  then  called  for  the  reports  of  the 
Reference  Committees  and  introduced  Dr.  Gervas 
Taylor,  Jr.,  Chairman  of  Reference  Committee 
No.  1. 

REFERENCE  COMMITTEE  NO.  1 
Committee  Reports 

The  following  reports  were  adopted  as  recom- 
mended by  the  Committee:  AMA  Delegates, 

Executive  Vice  President,  Publication,  Insurance, 
Environmental  and  Occupational  Health,  Reha- 
bilitation, Insurance  Review,  Regional  Medical 
Program,  Medical  Aspects  of  Sports,  and  Ad- 
visory to  Virginia  Hospital  Association. 

Resolution  on  High  Blood  Pressure 

(Sponsored  by  Prince  William  County  Med- 
ical Society) 

After  agreeing  that  the  “RESOLVED”  portion 
should  be  amended  by  including  the  names  of  the 
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various  cooperating  Associations,  the  resolution 
was  adopted  as  follows: 

Whereas,  it  is  estimated  in  the  United  States 
over  23  million  people  have  high  blood  pres- 
sure, and 

Whereas,  heart  attacks,  strokes  and  death 
occur  commonly  with  high  blood  pressure,  and 

Whereas,  in  an  estimated  half  of  the  cases 
high  blood  pressure  may  be  present  without 
symptoms,  at  a stage  where  treatment  usually 
is  most  effective,  and 

Whereas,  the  taking  of  blood  pressure  is  a 
simple  screening  tool  for  the  detection  of  high 
blood  pressure;  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia join  with  the  National  Institutes  of  Health, 
The  American  Heart  Association,  The  Ameri- 
can Academy  of  Family  Physicians  and  other 
groups  and  endorse  screening  for  high  blood 
pressure  by  the  private  physician  in  his  office 
and  by  organized  public  clinics. 

Resolution  on  Professional  Standards  for  Athletic 
T rainers 

(Sponsored  by  Committee  on  Medical  Aspects 
of  Sports) 

The  House  agreed  with  the  Committee  that 
minor  editorial  changes  were  needed  in  the  second 
“WHEREAS”.  The  amended  resolution  was 
then  adopted  as  follows: 

Whereas,  the  American  Medical  Association 
and  The  Medical  Society  of  Virginia  have  long 
recognized  the  importance  of  proper  health 
supervision  in  providing  athletics  for  partici- 
pants, and  the  relationship  of  such  supervision 
to  the  promotion  of  the  art  and  science  of 
medicine  and  the  betterment  of  public  health 
is  clearly  evident,  and 

Whereas,  in  1967,  the  AMA  House  of  Dele- 
gates recognized  the  fine  rapport  developed 
between  the  Committee  on  the  Medical  Aspects 
of  Organized  Athletics  and  the  National  Ath- 
letic Trainers  Association  (NATA),  and 
lauded  the  development  of  professional  stand- 
ards by  the  NATA  and  further  recommended 
that  all  athletic  teams  have  the  benefit  of  a pro- 
fessionally prepared  athletic  trainer  as  a part 
of  the  medical  supervisory  team,  and 

Whereas,  the  AMA  House  of  Delegates 
specifically  approve  the  following  recommen- 
dations, that: 

1.  The  AMA  recognized  the  importance  of 
the  role  of  the  professionally  prepared 
athletic  trainer  as  a part  of  the  team  re- 


sponsible for  the  health  care  of  the  ath- 
lete; and 

2.  The  NATA  be  commended  for  its  efforts 
to  upgrade  professional  standards,  since 
improved  preparation  and  continuing  ed- 
ucation enable  athletic  trainers  to  work 
effectively  with  physicians  in  the  health 
supervision  of  sports;  and 

3.  State  and  local  medical  societies  and  phy- 
sicians individually  be  encouraged  to  help 
advance  the  professional  goals  of  the 
NATA  in  their  communities  through  ap- 
propriate liaison  activities;  and 

Whereas,  in  1969,  the  House  of  Delegates 
of  the  AMA  urged  the  creation  of  athletic 
medical  units  in  all  schools  having  sports  pro- 
gram and  that  such  units  have  athletic  trainers 
or  athletic  health  coordinators,  and 

Whereas,  the  NATA  has  just  formulated 
an  outstanding  set  of  procedures  for  certifica- 
tion based  on  educational  preparation,  years  of 
experience,  continuing  education,  apprentice- 
ship training  and  certifying  examinations,  all 
evaluated  by  a Board  of  Certification  composed 
of  physicians  and  qualified  athletic  trainers,  and 

Whereas,  the  MSV  Committee  on  the  Med- 
ical Aspects  of  Sports  has,  unanimously,  ap- 
proved this  resolution,  therefore  be  it 

Resolved,  that  the  MSV  go  on  record  as 
officially  recognizing  NATA’s  certification 
procedures  and  certification  board,  and  be  it 
further 

Resolved,  that  the  Virginia  State  Board  of 
Education  where  and  when  possible  recom- 
mend to  local  boards  of  education  the  appoint- 
ment of  certified  athletic  trainers  (NATA)  to 
work  with  physicians  in  the  important  area  of 
health  and  supervision  of  athletes,  and,  be  it 
further 

Resolved,  that  a copy  of  this  resolution  be 
sent  to  the  National  Athletic  Trainers  Associa- 
tion, the  Superintendent  of  Public  Instruction 
of  the  Commonwealth  of  Virginia,  the  Board 
of  the  Virginia  High  School  League,  and  the 
Board  of  the  Virginia  High  School  Coaches 
Association. 

Report  of  Council 

The  House , acting  on  the  Committee’s  recom- 
mendation, approved  that  portion  of  the  Report 
of  Council  having  to  do  with  the  proposed  plan 
for  PSRO  in  Virginia. 

PSRO 

It  was  the  Committee’s  recommendation  that 
the  proposed  plan  for  PSRO  in  Virginia— and  its 
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Constitution  and  By-Laws— be  approved.  It  rec- 
ommended further  that  the  plan  be  implemented 
as  soon  as  necessary  funds  could  be  made  avail- 
able and  when  it  becomes  clear  that  no  substan- 
tive changes  will  be  made.  The  Committee  re- 
port went  on  to  say  that  should  substantive 
changes  be  made  in  the  plan,  it  should  not  be 
implemented  until  first  brought  before  the  Coun- 
cil of  The  Medical  Society  of  Virginia  and  then 
to  the  House  of  Delegates  for  final  approval  in 
its  totality. 

The  Committee's  recommendations  were 
adopted. 

Resolution  Having  to  do  with  Representation  of 
Old  Dominion  Medical  Society  on  PSRO  Poli- 
cy Committees 

This  resolution  was  considered  jointly  with  a 
letter  from  the  Virginia  Osteopathic  Medical 
Association  since  both  were  concerned  with  rep- 
resentation on  PSRO  policy  making  bodies. 

The  Committee  noted  that  under  the  proposed 
plan  for  PSRO,  members  of  both  Associations 
automatically  become  members  of  the  Founda- 
tion upon  application.  This  means  that  they 
would  then  become  eligible  to  serve  on  physicians 
standards  panels,  case  review  panels  and  the 
Board  of  Directors. 

The  House  then  approved  the  Committee's 
recommendation  that  any  action  be  postponed 
indefinitely . 

Presidential  Address 

The  House  accepted  the  Committee's  recom- 
7nendation  and  approved  paragraphs  11,  12,  13, 
14,  15  and  16  of  Dr.  Stark’s  Presidential  Address. 
These  paragraphs  were  largely  concerned  with 
PSRO  and  Dr.  Stark’s  contacts  with  representa- 
tives of  HEW. 

Constitution  and  By-Laws 

Acting  upon  the  recommendation  of  the  Com- 
mittee, the  House  amended  Article  IV  of  the 
Constitution  by  adding  the  following  sentence: 

“As  it  applies  to  this  Constitution  and  By- 
Laws,  the  word  physician  means  doctor  of 
medicine  or  doctor  of  osteopathy.” 

(The  purpose  of  the  above  amendment  is  to 
make  it  possible  for  doctors  of  osteopathy,  who 
are  members  in  good  standing  of  component 
medical  societies,  to  become  members  of  The 
Medical  Society  of  Virginia.) 

The  House  also  amended  the  second  paragraph 
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of  Section  1,  Article  I of  the  By-Laws  by  adding 
a sentence  to  read  as  follows: 

“As  it  applies  to  this  Constitution  and  By- 
Laws,  the  word  physician  means  doctor  of 
medicine  or  doctor  of  osteopathy.” 

(The  above  amendment  is  also  for  the  pur- 
pose of  making  it  possible  for  doctors  of  osteo- 
pathy to  become  members  of  The  Medical  So- 
ciety of  Virginia.) 

Resolution  on  Repeal  of  PSRO 

(Sponsored  by  Arlington  County  Medical  So- 
ciety and  similar  Resolution  introduced  by  Dr. 
Charles  A.  Young,  Jr.) 

The  Reference  Committee  noted  that  these  two 
resolutions  were  considered  jointly  since  their  ob- 
jectives were  basically  the  same.  It  recommended 
a substitute  resolution  which  received  careful 
consideration  by  the  House. 

Dr.  Salley  then  introduced  an  amended  version 
of  the  substitute  resolution  which  was  adopted  in 
the  following  form : 

Whereas,  Public  Law  92-603  has  established 
Professional  Standards  Review  Organizations 
with  authority  to  overrule  a physician’s  deci- 
sion on  the  necessity  of  hospitalization  or  other 
treatment;  and 

Whereas,  Even  if  such  a service  is  deemed 
necessary,  the  PSRO  is  authorized  to  determine 
who  should  provide  the  service  and  where  it 
should  be  provided;  and 

Whereas,  The  medical  profession  has  been 
led  to  believe  that  it  will  have  control  of  such 
organizations,  although  in  fact  it  is  plainly 
stated  in  over  a dozen  places  that  the  secretary 
of  HEW,  or  his  delegated  representative,  shall 
have  final  authority  in  all  matters;  and 

Whereas,  The  secretary  of  HEW  is  em- 
powered to  hold  financially  responsible  any 
physician  judged  to  have  failed  in  his  obliga- 
tion to  PSRO  standards;  and 

Whereas,  We  believe  this  law  would  de- 
prive physicians  and  patients  of  their  rights  as 
citizens  under  the  Fourth,  Fifth,  Seventh,  and 
Ninth  Amendments  to  the  Constitution;  and 
Whereas,  The  Association  of  American 
Physicians  and  Surgeons  has  filed  suit  against 
the  Department  of  Health,  Education  and  Wel- 
fare on  the  grounds  that  the  law  is  unconsti- 
tutional; and 

Whereas,  A bill,  H.R.  9375  has  been  intro- 
duced in  Congress  which  would  repeal  those 
provisions  of  Public  Law  92-603  having  to  do 
with  PSRO;  therefore,  be  it 

Resolved,  That  The  Medical  Society  of  Vir- 
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ginia  publicly  announce  its  approval  of  the 
lawsuit  initiated  by  the  Association  of  Ameri- 
can Physicians  and  Surgeons,  and  that  the 
membership  be  encouraged  to  use  every  prac- 
tical means  to  bring  about  a successful  termina- 
tion of  this  lawsuit;  and  be  it  further 

Resolved,  That  The  Medical  Society  of  Vir- 
ginia publicly  announce  its  support  of  H.R. 
9375,  which  would  repeal  this  section  of  PL 
92-603  and  that  the  membership  work  toward 
this  goal;  and  be  it  further 

Resolved,  That  the  Virginia  Delegates  to  the 
AMA  introduce  this  resolution  in  the  House 
of  delegates  of  the  AMA  at  the  next  meeting, 
and  that  copies  of  this  resolution  be  sent  to  the 
President  of  each  of  the  forty-nine  other  state 
medical  societies. 

The  report  of  Reference  Committee  No.  1 as 
a whole  was  then  adopted  as  amended. 

Dr.  George  Nipe  was  then  introduced  for  the 
purpose  of  presenting  the  report  of  Reference 
Committee  No.  2. 

REFERENCE  COMMITTEE  NO.  2 
Committee  Reports 

The  following  reports  were  approved  as  rec- 
ommended: Ethics,  Legislation,  Mental  Health, 
Liaison  to  State  Bar,  Maternal  Health,  Highway 
Safety  and  Supplemental  Report  on  Highway 
Safety. 

Also  accepted  was  the  Committee’s  recommen- 
dation that  the  report  of  the  Public  Relations 
Committee  be  approved  with  the  request  that  it 
become  more  active  and  productive. 

Report  of  Council 

The  following  items  contained  in  the  Report  of 
Council  were  approved:  Hospital  Boards  of 

Trustees,  FDA,  Acupuncture,  Student  Compo- 
nent Society,  Emergency  Medical  Services,  Con- 
stitution and  By-Laws,  Prisoners  of  War  and 
Immunity  for  Peer  Review  Committees. 

That  portion  of  the  report  having  to  do  with 
Rules  of  Procedure  was  approved  with  the  rec- 
ommendation that  the  last  sentence  of  Section  1, 
Article  V of  the  By-Laws  be  deleted.  Such  de- 
letion will  remove  from  Council  the  responsibility 
of  reviewing  the  Rules  of  Procedure  and  clear 
the  way  for  appointment  by  the  Speaker  of  a 
special  committee  of  the  House  for  this  purpose. 

Presidential  Address 

Acting  upon  the  Committee’s  recommendation, 
the  House  received  paragraphs  4,  5,  6,  7 and  8 


of  Dr.  Stark’s  Presidential  Address  and  com- 
mended him  on  his  remarks. 

Speaker's  Remarks 

Although  the  Reference  Committee  had  recom- 
mended endorsement  of  the  Speaker’s  remarks  in 
principle,  the  House  deleted  the  words  “in  prin- 
ciple" in  order  to  strengthen  the  Speaker’s  rec- 
ommendations. Dr.  Hagood  strongly  urged  that 
reports  of  the  various  Committees  and  the  names 
of  all  Delegates  and  Alternates  be  filed  with  the 
State  office  at  least  60  days  prior  to  the  Annual 
Meeting. 

Constitution  and  By-Laws 

The  House  agreed  with  the  recommendation 
that  Section  4 of  Article  II  of  the  By-Laws  be 
amended  in  such  manner  as  to  remove  from  the 
rolls  of  the  Society  the  name  of  any  member 
whose  dues  are  six  (6)  months  in  arrears.  It  was 
noted  that  this  amendment  is  necessary  because 
of  the  Society’s  new  computerized  billing  system. 

Also  amended  was  the  first  sentence  of  the 
third  paragraph  of  Section  A,  Article  IX  of  the 
By-Laws.  This  amendment  provides  for  the 
Legislative  Committee  to  be  appointed  annually 
to  serve  at  the  pleasure  of  the  President.  It  fur- 
ther provides  that  it  shall  consist  of  not  more 
than  fifteen  (15)  members— with  at  least  one 
member  from  each  Congressional  District.  The 
purpose  of  the  amendment  is  to  provide  the 
greater  flexibility  and  overall  strength  the  Com- 
mittee obviously  needs  today.  It  will  also  permit 
the  President  to  exercise  his  judgment  in  meeting 
problems  which  could  well  arise  unexpectedly. 

Resolution  on  Drivers'  Licenses  for  Patients  With 
Diabetes 

(Introduced  by  Dr.  James  M.  Moss) 

Although  the  Committee  recommended  that 
the  first  “RESOLVED”  of  this  resolution  be  de- 
leted, the  House  determined  that  it  should  remain 
in  its  original  form.  The  adopted  resolution  reads 
as  follows: 

Whereas,  patients  with  improperly  treated 
diabetes  mellitus  are  susceptible  to  sudden  loss 
of  consciousness  and  consequently  may  rarely 
be  a hazard  on  the  highways,  and 

Whereas,  the  Division  of  Motor  Vehicles 
of  the  Commonwealth  of  Virginia  has  effec- 
tively controlled  this  problem  in  the  past  two 
decades  by  requiring  a physician’s  statement 
that  the  patient  can  safely  operate  a motor  ve- 
hicle each  time  the  license  is  renewed,  and 
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Whereas,  the  Division  of  Motor  Vehicles 
has  arbitrarily  changed  this  procedure  in  recent 
weeks  to  require  a notarized  statement  from 
each  patient  that  he  has  had  no  episodes  of  un- 
consciousness in  the  previous  twelve  months, 
and 

Whereas,  this  new  procedure  is  an  unjusti- 
fied discrimination  against  and  is  an  unneces- 
sary hardship  upon  patients  with  diabetes  and 
furthermore  is  of  dubious  scientific,  legal,  or 
personal  value,  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia request  that  the  Division  of  Motor  Ve- 
hicles return  to  the  previous  procedure  of  re- 
quiring a physician's  statement  every  three 
years,  and  that  they  make  no  further  proce- 
dural changes  without  the  consultation  of  The 
Medical  Society  of  Virginia,  further,  be  it 

Resolved,  that  the  President  of  The  Medical 
Society  of  Virginia  appoint  an  ad  hoc  com- 
mittee on  diabetes  to  deal  with  problems  re- 
lated to  this  disease. 

Resolution  on  Admission  of  Patients  Over  65 
Years  of  Age  to  State  Mental  Hospitals 
(Sponsored  by  Mid-Tidewater  Medical  So- 
ciety) 

After  accepting  a minor  editorial  change,  the 
followmg  resolution  was  adopted: 

Whereas,  many  Virginia  physicians  have 
experienced  some  difficulty  in  getting  patients 
over  65  years  of  age  admitted  to  state  mental 
hospitals,  and 

Whereas,  this  difficulty  can  often  be  at- 
tributed to  unnecessary  and  unreasonable  de- 
lays in  obtaining  reports  from  psychologists 
with  reference  to  the  need  of  hospitalization 
for  disturbed,  senile  patients  requiring  constant 
surveillance,  and 

Whereas,  such  delays  can  sometimes  en- 
danger both  patients  and  others,  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia seek  to  remedy  this  situation  by  consult- 
ing with  the  Department  of  Mental  Health  and 
Mental  Retardation  in  an  effort  to  devise  wavs 
and  means  of  permitting  prompt  admission  and 
care  to  those  in  immediate  need. 

Resolution  on  Refere?ice  Committee  Makeup 
(Sponsored  by  Arlington  County  Medical  So- 
ciety) 

A recommendation  that  this  resolution  not  be 
adopted  was  rejected.  The  resolution  was  then 
adopted  and  reads  as  follows: 


Whereas,  the  House  of  Delegates  is  faced 
each  year  with  the  necessity  and  responsibility 
of  making  decisions  of  the  greatest  importance 
to  physicians  from  all  areas  of  the  State;  and 
Whereas,  it  seems  advisable  that  each  Con- 
gressional District  be  represented  in  the  de- 
liberations of  Reference  Committees  consider- 
ing these  crucial  issues;  therefore,  be  it 

Resolved,  that  each  Reference  Committee  of 
the  House  of  Delegates  be  composed  of  at 
least  one  member  from  each  Congressional 
District. 

Legislative  Package 

The  House  agreed  with  the  Reference  Com- 
mittee that  the  legislative  package  (as  published 
in  the  September  issue  of  Virginia  Medical 
Monthly)  should  be  approved  with  the  excep- 
tion of  that  portion  having  to  do  with  an  Abor- 
tion Bill.  It  was  agreed  that  that  particular  sec- 
tion did  not  contain  sufficient  information  to 
reach  a decision  and  that  it  should  be  referred 
back  to  the  Maternal  Health  Committee  for 
further  study. 

Also  approved  was  a Supplemental  Report  of 
Council  supporting  efforts  to  retain  in  the  Vir- 
ginia Code  those  provisions  permitting  charitable 
immunity  for  hospitals. 

The  report  of  Reference  Committee  No.  2 as 
a whole  was  then  adopted  as  amended. 

Dr.  Harry  Kuykendall  was  next  called  upon 
for  the  report  of  Reference  Committee  No.  3. 

REFERENCE  COMMITTEE  NO.  3 
Committee  Reports 

In  keeping  with  the  Committee’s  recommenda- 
tion, the  following  reports  were  approved:  iMed- 
ical  Education,  Medicine  and  Religion  and  Nurs- 
ing. 

The  House  also  approved  the  report  of  the 
Membership  Committee  and  agreed  with  its  rec- 
ommendations that  Dr.  Stark  be  accorded  honor- 
ary active  membership. 

Also  approved  was  the  report  of  the  Commit- 
tee on  Health  Careers.  The  House  concurred 
with  the  Reference  Committee  in  its  recommen- 
dation concerning  appointment  by  local  medical 
societies  of  contact  physicians  to  the  V irginia 
Health  Careers  Program. 

Resolution  on  Family  Life  Planning 

(Sponsored  by  Norfolk  County  Medical  So- 
ciety) 

The  House  agreed  that,  although  the  resolu- 
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tion  possessed  considerable  merit,  it  should  be 
referred  to  Council  for  further  study  and  such 
action  as  might  be  deemed  appropriate. 

Resolution  on  Rehabilitation  Award 

(Sponsored  by  Committee  on  Rehibilitation) 

The  House  congratulated  Dr.  William  D. 
Rusher  on  being  nominated  to  receive  the  award 
of  the  President’s  Committee  for  the  Physically 
Handicapped  and  adopted  the  following  resolu- 
tion: 

Resolved,  that  William  D.  Rusher,  Rich- 
mond, Virginia,  be  nominated  to  receive  the 
Award  of  the  President’s  Commission  for  the 
Physically  Handicapped  and  the  Governor’s 
Award  Committee  as  the  doctor  doing  the  most 
toward  the  employment  of  the  physically 
handicapped  in  Virginia. 

Resolution  on  AM  A Five  Digit  Code 

(Sponsored  by  Virginia  Beach  Medical  So- 
ciety) 

Acting  upon  the  Committee’s  recommenda- 
tions, the  House  amended  the  first  and  third 
“RESOLVED”  by  inserting  the  words  “and 
other  fiscal  intermediaries”.  An  additional  “RE- 
SOLVED” was  added  in  order  to  specifically 
designate  the  AMA  Current  Procedural  Termi- 
nology for  use  in  the  coding  of  services.  The 
adopted  resolution— as  amended— reads  as  follows: 

Whereas,  The  Medical  Society  of  Virginia 
has  previously  requested  Blue  Shield  of  Vir- 
ginia to  implement  the  AMA  five  digit  code; 
and 

Whereas,  the  AMA  five  digit  code  has  not 
been  implemented  by  Blue  Shield  of  Virginia 
nor  has  it  set  a date  for  its  implementation;  and 
Whereas,  the  increasing  complexity  of  med- 
ical practice  requires  the  availability  of  addi- 
tional code  numbers;  and 

Whereas,  as  broad  acceptance  as  possible  of 
a standard  five  digit  code  is  desirable  to  ease  the 
burden  of  completing  claim  forms,  especially  in 
the  expanded  use  of  electronic  data  processing; 
therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia again  urges  Blue  Shield  of  Virginia  and 
other  fiscal  intermediaries  to  implement  the 
AMA  five  digit  code;  and  be  it  further 

Resolved,  the  Board  of  Directors  of  Blue 
Shield  of  Virginia  be  requested  to  report  to 
Council  on  the  progress  of  implementation  in 
six  months  or  less;  and  be  it  further 

Resolved,  the  Board  and  officers  of  Blue 


Shield  of  Virginia  be  encouraged  to  urge  the 
acceptance  of  the  AMA  five  digit  code  by  the 
National  Association  of  Blue  Shield  Plans  and 
other  fiscal  intermediaries;  and  be  it  further 
Resolved,  that  the  members  of  The  Medical 
Society  of  Virginia  employ  the  Current  Pro- 
cedural Terminology  of  AMA  for  coding  of 
services. 

Resolution  on  Total  Emergency  Care 
(Introduced  by  Dr.  William  Grossmann) 
After  agreeing  with  the  Committee  that  the 
last  “RESOLVED”  should  be  amended  by  elim- 
inating reference  to  a committee  of  five,  the 
House  adopted  the  resolution  in  the  following 
form: 

Whereas,  accidents  are  the  leading  cause  of 
death  among  persons  between  the  ages  of  one 
and  thirty-seven  and  are  the  fourth  leading 
cause  of  death  at  all  ages;  and 

Whereas,  the  care  of  accident  cases  imposes 
a staggering  load  on  physicians,  para  medical 
personnel,  and  hospitals;  and 

Whereas,  it  has  been  estimated  that  one  in 
five  persons  who  die  in  emergency  situations 
could  be  saved  by  more  modern  equipment 
and  treatment,  more  promptly  applied  at  the 
scene  of  the  accident,  en  route  to  the  Emer- 
gency Room,  and  at  the  hospital;  and 

Whereas,  the  Virginia  State  Department  of 
Health,  under  authority  of  Title  34,  Chapter 
16.1,  Code  of  Virginia,  with  the  advice  of  the 
Virginia  Advisory  Committee  on  Emergency 
Medical  Services,  has  developed  a statewide 
plan  for  emergency  ambulance  services  recog- 
nized as  one  of  the  best  in  the  nation;  and 
Whereas,  the  Department  is  presently 
drafting  a comprehensive  plan,  incorporating 
all  other  components  of  a statewide  emergency 
services  system;  therefore,  be  it 

Resolved,  by  The  Medical  Society  of  Vir- 
ginia that  the  Department  be  commended  for 
its  efforts  toward  improving  emergency  med- 
ical services  in  Virginia  and  that  it  be  urged 
and  encouraged  to  develop  a plan  which  will 
provide  total  emergency  care  from  the  time  of 
the  emergency  through  resuscitation,  definitive 
care  and  rehabilitation  by  the  maximum  use  of 
technological  support  throughout  the  cycle; 
and  be  it  further 

Resolved,  that  the  Committee  on  Emergency 
Medical  Services  assist  the  Department  in  its 
plan  and  serve  as  a liaison  body  between  the 
Department  and  The  Medical  Society  of  Vir- 
ginia. 
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Resolution  on  Tidewater  Emergency  Medical 
Services 

(Sponsored  by  Norfolk  County  Medical  So- 
ciety, Portsmouth  Academy  of  Medicine  and 
Virginia  Beach  Medical  Society) 

The  House  was  in  agreement  that  the  “RE- 
SOLVED” of  the  resolution  should  be  amended 
by  simply  endorsing  the  concept  of  the  pro- 
posed Tidewater  Emergency  Medical  Services 
System.  The  resolution , as  adopted , reads  as 
follows: 

Whereas,  both  The  Medical  Society  of  Vir- 
ginia and  the  Commonwealth  of  Virginia  have 
acknowledged  the  importance  of  high-quality 
Emergency  Medical  Services,  organized  in  a 
comprehensive,  coordinated,  statewide  plan, 
and 

Whereas,  we,  of  the  Tidewater  region  have 
initiated  a proposal  for  the  development  of  the 
Tidewater  Emergency  Systems  in  Southeastern 
Virginia,  and 

Whereas,  this  represents  a detailed  plan  with 
both  long  and  short  term  goals,  awaiting  only 
funding  for  immediate  implementation  at  the 
regional  level,  and 

Whereas,  this  proposal  addresses  all  major 
elements  of  an  EMS  system,  and 
Whereas,  specific  priority  is  focused  on  ac- 
cess, communication,  and  coordination,  and 
Whereas,  this  proposal  is  presented  by  (1) 
stating  the  problems  and  goals  (2)  describing 
the  applicant  and  area  as  they  relate  to  emer- 
gency medical  services,  and  (3)  outlining  the 
present  and  proposed  elements  of  the  Tide- 
water  EMS  system,  and 

Whereas,  the  last  section  is  developed  on  the 
framework  of  the  envisioned  Tidewater  Emer- 
gency Medical  Services  (TEMS)  Council  By- 
Laws  and  Committee  structure,  and 

Whereas,  this  methodology  provides  a clear 
indication  of  the  importance  of  coordination 
and  proves  the  integrity  of  the  Council’s  organ- 
ization plan  with  the  actual  requirements  of  the 
EMS  system,  now,  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia endorse  the  concept  of  the  proposed 
Tidewater  Emergency  Medical  Services  Sys- 
tem. 

Presidential  Address 

The  Reference  Committee  commended  the 
President  on  a very  excellent  address  and  recom- 
mended that  Paragraphs  1,  2,  9,  10  and  17  be  ac- 
cepted. The  House  concurred. 

Also  accepted  was  Paragraph  3 which  con- 


tained three  recommendations  having  to  do  with 

(1)  establishment  of  a Joint  Practice  Committee, 

(2)  continued  opposition  to  drug  substitution 
legislation,  and  (3)  abolition  of  existing  require- 
ments for  smallpox  vaccination  as  a requirement 
for  the  school  aged  child. 

Financial  Statement  and  Proposed  Budget  1913- 
14 

The  Committee  pointed  out  that  additional 
revenue  is  vitally  necessary  if  the  Society  is  to 
effectively  meet  the  challenges  and  demands  of 
the  future.  In  keeping  with  its  recommendation, 
the  House  voted  to  increase  membership  dues 
from  $ 60.00  to  $85.00.  It  also  agreed  with  the 
Committee’s  recommendation  that  the  following 
budget  for  fiscal  1913-14  be  adopted: 

EXPENSES: 


Salaries  $118,666.00 

Telephone  & Telegrams  3,150.00 

Postage  2,500.00 

Stationery  and  Supplies  3,000.0 

Office  Equipment— Repairs  & Replacements..  3,000.00 

Building  Maintenance  — Repairs— net 17,000.00 

Convention  Expenses  6,800.00 

Council  and  Committee  Expense  8,900.00 

Travel  Expense: 

Executive  Assistant  475.00 

Delegates  to  AMA 6,000.00 

President  ...  3,000.00 

Executive  Vice  President 2,000.00 

Component  Society  Liaison  1,750.00 

Virginia  Medical  Monthly  45,000.00 

Legal  Expense  15,000.00 

Legislative  Program  20,000.00 

Walter  Reed  Commission  500.00 

Woman’s  Auxiliary  100.00 

Revision  of  Constitution  and  By-Laws  3,000.00 

Membership  Dues  (Affiliated  Organizations) . . 680.00 

Editor— Virginia  Medical  Monthly  1,000.00 

VaMPAC  (Educational  Fund)  12,000.00 

News  and  Views  1,000.00 

Retirement  Fund  21,500.00 

Payroll  Taxes  5,000.00 

Public  Relations  1,500.00 

Miscellaneous  850.00 

Special  Appropriations: 

Virginia  Council  5,000.00 

AMA-ERF  1,000.00 

Rural  Health  500.00 

Scholarship— MCV— ( Administered  by  The 

Medical  Society  of  Virginia)  2,000.00 

Scholarship— UVA  School  of  Medicine— 

(Administered  by  The  Medical  Society 

of  Virginia)  2,000.00 

Scholarship— Eastern  Virginia  Medical 

School— (Administered  by  The  Medical 

Society  of  Virginia)  2,000.00 

National  Society  for  Medical  Research  150.00 

Miscellaneous  AMA  600.00 
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Building  Fund  25,000.00 

TOTAL  $341,621.00 

Report  of  Council 

That  portion  of  the  report  having  to  do  with 
staff  reorganization  was  approved. 

Approved  also  was  that  portioti  pertaining  to 
computer  codes. 

The  House  agreed  with  the  Reference  Com- 
mittee that  the  present  Committee  on  Nursing 
should  be  dissolved  and  a Virginia  Joint  Practice 
Committee  established  in  its  place.  The  Joint 
Practice  Committee  will  be  composed  of  eight 
members  representing  The  Medical  Society  of 
Virginia  and  a similar  number  representing  the 
Virginia  Nurses’  Association. 

The  Reference  Committee  reported  that  it  had 
given  the  most  careful  consideration  to  that  por- 
tion of  the  report  having  to  do  with  the  Joint 
Committee  on  Medical  Fees.  It  recommended 
that  the  Joint  Committee’s  first  three  recommen- 
dations be  approved  and  that  recommendations  4 
and  5 be  amended  by  deleting  reference  to  the 
collection  and  handling  charge  for  urine  speci- 
mens, etc.,  and  by  adding  component  medical  so- 
cieties to  the  review  process. 

A further  recommendation  pertaining  to  pay- 
ment for  the  drawing  of  blood  also  had  the  Com- 
mittee’s approval. 

The  House  concurred  with  all  Reference 
Committee  recommendations  and  the  following 
recommended  guidelines  were  adopted: 

1.  The  fee  charged  for  each  service  should  be 
based  upon  the  cost  of  providing  that  service 
by  the  most  efficient  high-quality  method 
that  is  available  plus  a reasonable  compensa- 
tion for  the  professional  skill  and  time  that 
is  required. 

2.  Excessive  charges  for  one  service  should  not 
be  used  to  compensate  for  inadequate 
charges  for  another  service— i.e.,  no  depart- 
ment of  a hospital  should  subsidize  another 
department. 

3.  In  applying  usual,  customary  and  reasonable 
guidelines,  such  factors  as  providing  emer- 
gency service  at  night  and  on  weekends, 
taking  care  of  indigent  patients,  and  spon- 
soring educational  programs  must  be  con- 
sidered, but  these  factors  should  not  be  used 
as  an  excuse  for  excessive  charges. 

4.  These  same  principles  should  be  applied  to 
all  other  diagnostic  procedures,  such  as 
blood  counts,  electrocardiograms,  electro- 
encephalograms, and  x-rays.  Physicians 


should  not  make  a profit  from  selling  an- 
other physician’s  professional  opinion. 

5.  If  these  guidelines  are  to  be  effective,  it 
will  be  necessary  for  third-party  payers  and 
patients  to  refer  all  questionable  charges  to 
a Review  Committee  of  The  Medical  So- 
ciety of  Virginia  or  its  appropriate  com- 
ponent society  for  adjudication. 

6.  When  physicians  draw  blood  and  send  it 
out  to  a commercial  laboratory  for  testing, 
they  should  be  paid  a reasonable  fee  to 
cover  the  costs  of  drawing  the  blood,  but 
they  should  not  be  paid  or  expect  a fee  for 
interpreting  the  results  of  these  tests,  as  this 
interpretation  has  already  been  paid  for 
when  the  patient  pays  for  the  office  visit. 

Continumg  Medical  Education 

The  House  was  advised  that  the  Reference 
Committee  had  received  a great  amount  of  testi- 
mony concerning  a recommendation  by  Council 
that  continuing  education  be  made  a requirement 
for  membership  in  The  Medical  Society  of  Vir- 
ginia. It  noted  that  Council  had  also  recom- 
mended that  a pilot  program  of  continuing  edu- 
cation be  undertaken. 

It  was  the  consensus  that  the  question,  because 
of  its  great  importance,  should  be  divided  and 
that  the  proposal  to  relate  continuing  education 
to  Society  membership  should  be  considered 
first. 

It  was  the  Committee’s  recommendation  that 
the  proposal  not  be  adopted  and  the  House , after 
some  debate,  agreed.  Dr.  Kuykendall  had  re- 
quested that  he  be  placed  on  record  as  favoring 
Council’s  recommendation  that  continuing  edu- 
cation be  related  to  Society  membership. 

The  Reference  Committee  then  offered  a modi- 
fication of  the  recommendation  that  a pilot  pro- 
gram of  continuing  education  be  undertaken.  Dr. 
Alexander  moved  to  amend  the  proposed  modi- 
fication by  deleting  the  word  “implementation” 
and  substituting  instead  the  word  “consideration”. 
The  motion  to  amend  was  adopted. 

A motion  by  Dr.  Young  to  delete  the  word 
“universal”  was  seconded  but  lost. 

Dr.  Binder  moved  to  amend  the  proposed  mod- 
ification further  by  deleting  reference  to  “the 
Virginia  State  Board  of  Medicine”.  His  motion 
was  seconded  and  carried. 

After  agreeing  to  a minor  editorial  change,  the 
House  adopted  the  following  modification  as 
amended: 

“The  Medical  Society  of  Virginia  reaffirms 

the  concept  of  universal  continuing  medical 

education  and  recommends  the  establishment  of 
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a Medical  Education  Commission  composed  of 
representatives  of  The  Medical  Society  of  Vir- 
ginia and  the  three  medical  schools  to  establish 
a statewide  program  for  continuing  education. 
This  Commission  should  make  its  recommen- 
dations to  the  Council  for  consideration  at  the 
1974  meeting  of  the  House  of  Delegates.” 

Dr.  Gorsuch  then  presented  an  addendum  to 
the  report  of  the  Reference  Committee  calling 
for  the  issuance  of  a Certificate  of  Achievement 
by  The  Medical  Society  of  Virginia.  The  Cer- 
tificate would  be  in  addition  to  that  awarded  by 
the  American  Medical  Association. 

A motion  to  provide  for  the  issuance  of  such 
Certificates  was  lost. 

The  report  of  Reference  Committee  No.  3 as 
a whole  was  then  adopted  as  amended. 

Dr.  Martin  briefed  the  House  on  his  plans  for 
a stepped-up  legislative  program  in  the  various 
Districts.  He  expressed  confidence  that  the  Dis- 
trict programs  would  greatly  strengthen  the  So- 
ciety’s legislative  program  during  the  coming 
year. 

A special  word  of  thanks  was  extended  Dr. 
Sammons  for  his  numerous  contributions  during 
the  meeting.  It  was  agreed  that  his  participation 
had  brought  AMA  and  The  Medical  Society  of 
Virginia  a great  deal  closer  together. 

A special  introduction  was  accorded  David 
Hyman  and  Gary  Miller,  Delegates  from  the 
newly  chartered  Student  Component  Medical  So- 
ciety of  the  Medical  College  of  Virginia. 

Dr.  Hill  then  thanked  the  House  for  having 
made  it  possible  for  him  to  represent  the  Society 
as  an  AMA  Delegate. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

William  J.  Hagood,  Jr.,  M.D.,  Speaker 

General  Session 

A general  session  of  The  Medical  Society  of 
Virginia  was  held  at  Norfolk’s  Holiday  Inn-Scope 
on  Saturday,  October  20,  1973.  The  session  was 
called  to  order  by  Dr.  Carl  Stark,  President,  at 
5:30  P.M. 

An  amendment  to  the  Constitution  which  had 
bee?i  adopted  by  the  House  earlier  in  the  day  was 
then  ratified.  This  amendment  defines  the  word 
“physician”  as  meaning  either  doctor  of  medicine 
or  doctor  of  osteopathy. 

Also  ratified  were  amendments  to  the  By-Laws 
—likewise  adopted  earlier  by  the  House.  These 


amendments  define  the  word  “physician”,  pro- 
vide for  the  removal  from  the  rolls  of  the  Society 
those  members  whose  dues  are  six  (6)  months 
in  arrears,  and  provide  for  the  Legislative  Com- 
mittee to  be  appointed  annually  to  serve  at  the 
pleasure  of  the  President.  The  Committee  shall 
consist  of  not  more  than  fifteen  (15)  members— 
with  at  least  one  member  from  each  Congressional 
District. 

There  being  no  further  business,  the  general 
session  was  declared  adjourned. 


The  following  reports  were  presented  to  the 
House  of  Delegates  but  have  not  been  previously 
published. 

Supplemental  Report 
Committee  on  Highway  Safety 

The  Committee  on  Highway  Safety  met 
recently  and  has  the  following  recommendations: 

Safety  Belt  Legislation 

This  committee  feels  strongly  that  a mandatory 
safety  belt  law  should  be  passed  in  the  1974  Vir- 
ginia General  Assembly.  Further,  we  recommend 
that  The  Medical  Society  of  Virginia  endorse  and 
support  this  effort. 

School  Bus  Driver  Physical  Examination  Form 

The  current  form  was  discussed  in  detail  and 
the  committee  felt  it  advisable  to  leave  this  form 
as  it  is  presently  written.  We  also  advise  that  the 
minimum  age  to  drive  a school  bus  be  raised  to 
18  years. 

Resolution  on  Labeling  of  Drugs  Which 
Cause  Drowsiness 

The  Committee  proposes  the  following  reso- 
lution and  strongly  recommends  its  adoption: 

Resolved,  the  the  Virginia  Pharmaceutical 
Association  be  requested  to  go  on  record  as 
urging  all  pharmacists  to  label  medications  ca- 
pable of  causing  drowsiness  with  the  following 
or  a similar  warning  “May  Cause  Drowsiness- 
Use  Care  When  Operating  a Car  or  Dangerous 
Machinery”— unless  otherwise  indicated  by  the 
prescriber. 

It  should  also  be  known  that  the  Virginia  Or- 
thopedic Society  and  the  Virginia  Highway 
Safety  Commission  have  requested  the  Virginia 
Pharmaceutical  Association  to  undertake  this 
project. 
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Emergency  Medical  Services  Advisory 
Commission 

It  has  been  recommended  by  the  State  Health 
Department,  Division  of  Emergency  Medical 
Services,  that  an  Emergency  Medical  Services 
Advisory  Commission  be  established  for  each  lo- 
cality. This  committee  feels  this  is  very  much 
needed  and  would  result  in  better  coordination 
of  emergency  services  to  the  sick  and  injured. 
Therefore,  we  respectfully  request  The  Medical 
Society  of  Virginia  to  participate  in  this  effort. 

Robert  W.  Waddell,  M.D.,  Chairman 

H.  Desmond  Hayes,  M.D. 

Charles  L.  McDowell, M.D. 

E.  D.  V.  Nicoll,  M.D. 

Medical  Aspects  of  Sports 

Your  Committee  has  expanded  its  activities  in 
the  following  areas: 

1.  Fostered  a Medical  Society  resolution  to 
encourage  local  boards  of  education  to  ap- 
point certified  (NATA)  athletic  trainers 
to  work  with  physicians  in  the  important 
area  of  the  health  and  supervision  of  ath- 
letes. 

2.  Fostered  continued  liaison  with  the  Virginia 
High  School  League  including  the  re-insti- 
tution of  medical  programs  to  the  annual 
coaches  clinic. 

3.  Aided  and  encouraged  local  medical  socie- 
ties to  establish  committees  on  the  medical 
aspects  of  sports. 

4.  Encouraged  local  medical  societies  to  estab- 
lish liaison  with  local  school  systems  for  the 
purpose  of  instituting  local  annual  medical 
sports  programs  and  insure  the  health  of 
athletes  in  their  region. 

5.  Participated  in  regional  coaches  programs 
when  applicable. 

6.  Established  a speakers  bureau  to  supply 
local  sports  programs  with  speakers  when 
needed  to  support  local  programs. 

The  Committee  was  disappointed  in  not  re- 
ceiving time  to  present  a program  directed  to- 
ward physicians  at  the  annual  Virginia  Medical 
Society  meeting. 

Robert  P.  Nirschl,  M.D.,  Chairman 

Gervas  S.  Taylor,  Jr.,  M.D. 

Richard  H.  Fisher,  M.D. 

Frank  C.  McCue,  III,  M.D. 

Virgil  R.  May,  Jr.,  M.D. 

Emory  R.  Irvin,  M.D. 

Oscar  W.  Ward,  Jr.,  M.D. 

J.  Thomas  Hulvey,  M.D. 

Joel  A.  Mason,  M.D. 

James  B.  Jones,  M.D. 


Regional  Medical  Program  Committee 

The  Virginia  Regional  Medical  Program  suf- 
fered severely  in  1973  as  a result  of  presidential 
and  HEW  decisions  to  be  phased  out  by  Febru- 
ary 15,  1974.  As  requested,  VRMP  submitted 
phase  out  plans.  All  projects  were  stopped  and 
activities  discontinued  beyond  June  30,  1973.  Be- 
cause of  prior  commitment,  The  Emergency 
Coronary  Care  Project  was  to  be  funded  through 
September  30,  1973.  A skeleton  staff  continues  to 
operate. 

The  months  ahead  will  determine  whether 
regional  medical  programs  will  be  salvaged  or 
scrapped.  It  is  rumored  that  Regional  Afedical 
Program  Services  in  Washington  is  planning  a 
new  mission  statement  and  new  review  criteria. 
Certainly  at  this  time,  VRAfP  is  struggling  to 
survive. 

Frank  Alton  Wade,  M.D.,  Chairman 

Insurance  Review 

The  Insurance  Review  Committee  has,  during 
the  past  twelve  months,  handled  the  greatest 
number  of  requests  since  its  inception  in  the 
middle  1950’s.  Over  700  claim  reviews  were  con- 
ducted at  the  request  of  the  various  carriers— 
proof  in  itself  that  The  Medical  Society  of  Vir- 
ginia has  been  quite  busy  with  peer  review. 

Just  what  the  future  holds  for  our  Committee 
is  difficult  to  predict  at  this  time.  It  seems  clear, 
however,  that  should  the  House  of  Delegates  ap- 
prove a plan  of  PSRO  in  Virginia,  a large  part 
of  the  present  load  would  eventually  be  shifted 
to  that  program.  It  would,  of  course,  quite  like- 
ly take  a while  for  any  PSRO  to  properly  pre- 
pare itself  for  such  an  assignment  and  the  Com- 
mittee will,  therefore,  continue  to  function  until 
an  effective  transition  can  be  accomplished. 

We  take  this  opportunity  to  again  express  our 
appreciation  for  the  cooperation  and  understand- 
ing the  Committee  received  throughout  the  year 
from  those  physicians  whose  claims  for  services 
were  submitted  for  review.  They  have  helped 
make  a difficult  job  a great  deal  more  pleasant. 

Beverley  B.  Clary,  M.D.,  Chariman 

50-Year  Club  Members — 1973 

Emerson  Macauley  Babb,  M.D.,  Ivor 
William  Henry  Batte,  M.D.,  Norfolk 
Wyatt  Sanford  Beazley,  Jr.,  M.D.,  Richmond 
George  Alexander  Bendlage,  M.D.,  Lurav 
William  Evans  Chapin,  M.D.,  Richmond 
Francis  Joshua  Clements,  M.D.,  Yorktown 
Albert  Augustine  Creecv,  M.D.,  Newport  News 
Clara  King  Dickinson,  M.D.,  Radford 
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Herman  Flovd  Dormire,  M.D.,  Virginia  Beach 
Robert  Arnold  Hamrick,  M.D.,  Williamsburg 
Frank  Elmore  Handy,  M.D.,  Appalachia 
Rogers  Newton  Harris,  M.D.,  Port  Royal 
John  Trible  Thomas  Hundley,  M.D.,  Lynchburg 
Walter  Oscar  Klingman,  M.D.,  Charlottesville 
Ludwig  Helmut  Korn,  M.D.,  Norfolk 
Homer  Browning  Luttrell,  M.D.,  Pulaski 
John  Andrew  Mease,  Jr.,  M.D.,  Dunedin,  Florida 
Benedict  Nagler,  M.D.,  Lynchburg 
Fred  Funsten  Oast,  M.D.,  Roanoke 
Waverly  Randolph  Payne,  M.D.,  Newport  News 
Harris  Preston  Pearson,  M.D.,  Summerville,  S.  C. 
Herbert  Lamont  Pugh,  M.D.,  Arlington 
Charles  William  Scott,  M.D.,  Burkeville 
Thomas  George  Scott,  M.D.,  Roanoke 
Caldwell  Jackson  Stuart,  M.D.,  San  Antonio,  Tex. 

Auditor's  Report 

The  Medical  Society  of  Virginia 
4205  Dover  Road 
Richmond,  Virginia 

We  have  examined  the  financial  statements  of 
The  Medical  Society  of  Virginia,  Richmond,  Vir- 
ginia, for  the  year  ended  September  30,  1973,  as 
listed  in  the  foregoing  table  of  contents.  With 
the  exceptions  noted  in  the  immediately  follow- 
ing paragraph,  our  examination  was  made  in  ac- 
cordance with  generally  accepted  auditing  stand- 
ards for  associations  of  this  kind  and  accordingly 
included  such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered 
necessary  in  the  circumstances. 

The  accounts  receivable  and  accounts  payable 
were  not  verified  by  direct  confirmation;  how- 
ever,  the  amounts  are  not  material  in  relation  to 
the  financial  position  as  a whole. 

It  is  our  opinion  that  the  Balance  Sheet  presents 
fairly  the  financial  position  of  the  Society  at  Sep- 
tember 30,  1973,  in  accordance  with  generally 
accepted  principles  of  accounting.  The  State- 
ment of  Income  and  Expenses  is  prepared  on  the 
basis  of  cash  receipts  and  disbursements. 

Mitchell,  Wiggins  & Company 

Certified  Public  Accountants 
October  5,  1973 

BALANCE  SHEET 
September  30  1913 
Assets 

General  Fund 

Cash  in  banks  $271,985.92 

Accounts  receivable: 

Dues  from  members— Estimated 


collectible  value— 1972  Dues.  .$6,490.00 
Advertising  — Virginia  Medical 

Monthly  1,100.60  7,590.60 

$279,576.52 

Building  Fund 

Land  and  buildings— At  cost  $113,723.67 

Furniture  and  equipment: 

Estimated  value  — October  1, 

1950  $5,353.11 

Cost  of  acquisitions  after  Octo- 
ber 1,  1950  9,896.44  15,249.55 

$128,973.22 

Note:  The  accompanying  notes  to  financial  statements 
are  an  integral  part  of  this  statement. 

Liabilities  and  Surplus 

General  Fund 
Accounts  payable: 

Preparation  of  Medical  Journal— 


September  1973  $ 3,692.7 5 

Surplus: 

Available  for  appropriation: 

Balance— September  30,  1973  275,883.77 


$279,576.52 

Building  Fund 

Surplus  invested  in  tangible  property $128,973.22 

$128,973.22 


STATEMENT  OF  SURPLUS 
For  the  fiscal  year  ended  September  30,1973 
General  Fund 

Balance— October  1,  1972  $297,006.63 

Add: 

Excess  of  income  over  expenses 5,268.92 

Total  $279,27  5.55 

Deduct: 

Decrease  in  accounts  receiv- 
able   $3,320.34 

Increase  in  accounts  payable  71.44  3,391.78 

Balance— September  30,  1973  $275,883.77 

Note:  The  accompanying  notes  to  financial  statements 
are  an  integral  part  of  this  statement. 

BUILDING  FUND  ASSETS 
September  30,  1973 

Land  and  Building— At  cost 
4205  Dover  Road,  Windsor  Farms, 


Richmond,  Virginia: 

Land  $ 22,706.58 

Office  building  86,161.68 

Furnishings  and  decorations  2,205.41 

Lawn  sprinkler  system  2,650.00 


Total  Land  and  Building $113,723.67 
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Office  Furniture  and  Equipment 

Estimated  insurable  value  at  October  1,  1950.  .$  5,353.11 
Purchased  subsequent  to  October  1,  1950: 

Cost  during  fiscal  year  ended 

September  30,  1951 $ 951.65 

Cost  during  fiscal  year  ended 

September  30,  1959  6,749.65 

Cost  during  fiscal  year  ended 

September  30,  1971  768.70 

Cost  during  fiscal  year  ended 

September  30,  1972  1,426.44  9,896.44 

Total  Office  Furniture  and 
Equipment  $ 15,249.55 

Total  Building  Fund  Assets $128,973.22 


IN  GENERAL 

The  bookkeeping  records  were  found  to  have  been 
kept  in  a satisfactory  manner. 


Insurance  in  force  at  September  30,  1973,  determined 
from  policies  on  file,  is  shown  as  follows: 

Fire  and  Extended  Coverage 
Building— Windsor  Farms,  Richmond, 


Virginia— 80%  Coinsurance  $106,000.00 

Office  furniture  and  fixtures— 

80%  Coinsurance  $ 15,000.00 

Business  Liability 

Bodily  injury  $300,000.00 

Property  damage  $300,000.00 

Medical  $ 250.00-$  10,000.00 

Auto  Liability— Nonownership 

Bodily  injury  $300,000.00 

Property  damage  $300,000.00 

Medical  $ 250.00-$  10,000.00 

Employee  Honesty  Bonds 

Executive  Secretary -Treasurer  $ 5,000.00 

Secretary  $ 5,000.00 

Workmen’s  Compensation  Standard 


STATEMENT  OF  INCOME  AND  EXPENSES 

For  the  -fiscal  year  ended  September  30,  1913 

Income 


Membership  dues  $214,025.25 

Less:  Allocated  as  subscriptions  to  Journal 16,060.00  $197,965.25 


Interest  on  investments 8,851.56 

Miscellaneous  39.33 

Virginia  Medical  Monthly: 

Advertising  $ 25,861.48 

Subscriptions:  Members  16,060.00 

Nonmembers  842.90  42,764.38 

Total  TT777T7TTT  $249,620.52 
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Expenses 


Salaries  

Telephone  

Postage  

Stationery  and  supplies  . 

Office  equipment— Repairs  and  replacements  

Building  maintenance  and  repairs— Net  

Convention  expense  

Council  and  committee  expense  

Travel:  Executive  assistant 

Component  society  liaison  

Executive  secretary  

Delegates  to  American  Medical  Association  

President’s  expense  

Preparation  and  distribution  of  Medical  Journal  

Legal  expense  

Walter  Reed  Commission  

Woman’s  Auxiliary  

Membership  dues— Affiliated  agencies  

Editor— Virginia  Medical  Monthly  

Special  appropriations: 

Virginia  Council  Health  and  Medical  Care  

American  Medical  Education  Foundation  

Scholarship:  Virginia  Commonwealth  University— Medical 

College  of  Virginia 

University  of  Virginia  

Reception— Dr.  Palmer  

Other  special  appropriations  

Virginia  Medical  Political  Action  Committee  

News  and  Views  

Emp'oyees’  retirement  fund  

Payroll  taxes  

Miscellaneous  

Public  relations  

Totals  

Excess  of  Income  Over  Expenses  


$ 88,920.00 

$ 88,420.00 

2,969.75 

2,200.00 

2,096.27 

2,000.00 

3,239.65 

2,500.00 

1,838.33 

2,500.00 

11,816.66 

12,500.00 

6,838.34 

6,600.00 

2,869.86 

3,800.00 

303.22 

400.00 

497.25 

1,100.00 

1,493.12 

1,700.00 

3,632.54 

4.800.00 

1,278.36 

3,000.00 

43,510.16 

45,000.00 

19,026.34 

16,000.00 

500.00 

500.00 

110.74 

100.00 

680.00 

660.00 

1,000.00 

1,000.00 

5,000.00 

5.000.00 

1,000.00 

1,000.00 

2,000.00 

2,000.00 

2,000.00 

2,000.00 

2,135.22 

3.000.00 

1,956.72 

3,250.00 

12,000.00 

12,000.00 

941.85 

300.00 

19,477.68 

18.000.00 

4,095.25 

4.400.00 

813.83 

725.00 

310.46 

2.000.00 

$244,351.60 

$248,455.00 

S 5,268.92 

Note:  The  accompanying  notes  to  financial  statements  are  an  integral  part  of  this  statement. 


NOTES  TO  FINANCIAL  STATEMENTS 
September  30,  1913 

Note  1— A summary  of  significant  accounting  policies  applied  in  the  preparation  of  the  accom- 
panying financial  statement  is  set  forth  as  follows: 

The  Society  employs  a modified  accrual  method  of  accounting.  General  revenues 
are  recorded  when  received,  while  interest  on  investments  is  recorded  as  earned. 
Expenses  are  recorded  when  paid  without  encumbrance  of  budget  appropriations 
at  the  time  liability  is  incurred. 

Acquisition  of  property  is  recorded  as  capital  outlay  in  the  year  purchased. 

A general  fixed  assets  group  of  accounts  are  maintained  at  cost  and  insurable 
value  as  shown  in  Building  Fund  Assets,  with  no  depreciation  being  provided  in 
the  accounts. 

Note  2— The  Society  has  in  force  a noncontributory  retirement  plan  covering  employees 
qualified,  with  retirement  at  age  65.  The  plan  is  administered  by  ihe  Manufacturers 
Life  Insurance  Company,  Toronto,  Canada.  The  contribution  during  the  current 
year  amounted  to  $19,477.68. 


FINANCIAL  CONDITION 

The  financial  condition  of  the  Society  at  Sepember  30,  1973,  is  shown  in  the  balance 
sheet  on  the  accrual  basis  of  accounting.  A comparative  summary  of  the  financial  condition 
at  September  30,  1973,  and  September  30,  1972,  is  presented  as  follows: 
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Assets 

Cash  

Accounts  receivable  

Land,  buildings  and  equipment 

Totals— All  Funds  . . . 


Liabilities,  Surplus  and  Fund  Balance 
Liabilities: 

Accounts  payable  

Surplus: 

General  Fund  

Fund  balance: 

Building  Fund  

Totals— All  Funds  


September  30, 

Increase 

1973 

1972 

Decrease* 

$271,985.92 

$266,717.00 

$5,268.92 

7,590.60 

10,910.94 

3,320.34* 

128,973.22 

128,973.22 

— 

$408,549.74 

$406,601.16 

$1,948.58 

$ 3,692.75 

$ 3,621.31 

$ 71.44 

275,883.77 

274,006.63 

1,877.14 

128,973.22 

128,973.22 

— 

$408,549.74 

$406,601.16 

$1,948.58 

Cash-$271, 985.92 

Recorded  cash  receipts  were  accounted  for  by  deposits  in  the  various  banks  and  disburse- 
ments were  supported  by  properly  signed  and  endorsed  cancelled  checks.  The  balances  on 
deposit  at  September  30,  1973,  were  verified  by  direct  correspondence  with  the  banks  and 
examination  of  certificates  and  passbooks  on  hand  as  follows: 


First  and  Merchants  National  Bank— Checking  account  $ 98,512.34 

Bank  of  Virginia— Savings  account  14,077.55 

Southern  Bank  and  Trust  Company— Savings  account  1,977.30 

Franklin  Federal  Savings  and  Loan  Association— Savings  account 21,063.66 

Richmond  Federal  Savings  and  Loan  Association— Savings  account  30,131.67 

First  Federal  Savings  and  Loan  Association— Savings  account 14,351.25 

Security  Federal  Savings  and  Loan  Association— Savings  account 14,425.61 

First  Federal  Savings  and  Loan  Association— Savings  account 13,399.57 

Providence  Savings  and  Loan  Association— Savings  account  20,648.69 

First  and  Merchants  National  Bank— Certificate  of  deposit  10,000.00 

United  Virginia  Bank— Certificate  of  deposit  30.000.00 

United  Virginia  Bank— Savings  account  3,398.28 


Total  $271,985.92 


Building  Fund  Assets— $128,973.22 

Details  of  the  building  fund  assets  are  shown  in  a separate  schedule.  No  indebtedness 
against  these  assets  was  disclosed  by  the  records. 


OPERATIONS 

The  results  of  operations  for  the  fiscal  year  ended  September  30,  1973,  are  shown  in  the 
statement  of  income  and  expenses  prepared  on  the  cash  receipts  and  disbursements  basis.  A 
summary  of  income  and  expenses  for  the  current  year  is  compared  with  the  preceding  year  as 
follows: 

September  30,  Increase 


1973 

1972 

Decrease* 

Income 

Membership  dues— Net  of  subscription  to  Journal.. 

. .$197,965.25 

$188,200.06 

$ 9,765.19 

Medical  Monthly  publication  

. . 42,764.38 

46,746.51 

3,982.13* 

Other  operating  income  

. . 8,890.89 

10,271.52 

1,380.63* 

Totals  

. .$249,620.52 

$245,218.09 

$ 4,402.43 

Expenses  

..  244,351.60 

234,233.58 

10,118.02 

Income  in  Excess  of  Expenses  

..$  5,268.92 

$ 10,984.51 

$ 5,715.59* 
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Woman  s Auxiliary 


• • • • 


Awards 

At  the  annual  luncheon  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  Virginia, 
the  following  awards  for  the  past  year  were 
presented: 

Ribbons  for  scrapbooks  were  in  two  cate- 
gories—for  auxiliaries  that  numbered  more  than 
75  members  and  to  those  whose  membership 
is  under  75.  The  Newport  News  Auxiliary 
won  the  blue  ribbon  for  more  than  7 5 members 
and  Richmond  and  Fairfax  were  awarded  the 
red  ribbon  for  second  place.  Virginia  Beach 
was  the  recipient  of  the  blue  ribbon  for  first 
place  in  the  under  75  members. 

From  Health  Manpower  the  Roanoke  Aux- 
iliary received  the  silver  tray  and  certificates  of 
merit  went  to  Lynchburg  and  Rockingham. 

Roanoke  also  received  a certificate  for  the 
greatest  increase  in  membership  and  a Health 
Education  special  award  was  given  the  Arling- 
ton Auxiliary. 

A silver  tray  from  Community  Service  went 
to  Tazewell  in  recognition  of  their  efforts  in 
keeping  their  hospital  manned  when  the  em- 
ployees went  on  strike.  Norfolk  and  Newport 
News  also  received  certificates  of  merit. 

The  Margaret  Howard  Award  for  Doctor’s 
Day  to  the  Auxiliary  of  more  than  50  members 
went  to  Roanoke.  For  the  fourth  time,  Wise 
County  won  the  award  for  auxiliaries  of  less 
than  50  members.  In  the  pre-convention  board 
meeting,  it  was  voted  to  name  this  last  award 
in  honor  of  Mrs.  Nash  Thompson,  so  the  Wise 
County  award  has  been  named  the  Opal 
Thompson  Award. 

AMA-ERF  Chairman,  Naomi  Beckenstein 
recognized  all  auxiliaries  that  had  shown  an  in- 
crease over  last  year.  Those  who  had  attained 
the  goal  of  $10.00  per  capita  were  named.  A 
special  recognition  went  to  the  Fairfax  Aux- 
iliary who  had  the  largest  per  capita  contribu- 
tion to  AMA-ERF  and  to  the  Southwestern 
Auxiliary  for  the  largest  percentage  increase. 

Nan  Freed  (Mrs.  Charles  C,  Jr.) 

Publicity  Chairman 
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VaMPAC  1973-1974 

Through  October  4,  1973,  the  VaMPAC 
program  has  approximately  1,100  members. 
Out  of  this  1,100  members,  38  are  Woman’s 
Auxiliary  members.  The  VaMPAC  program 
is  growing  rapidly  each  year,  but  the  women 
members  have  not  grown  as  we  would  like  to 
see  them.  In  politics  today,  the  woman  plays 
as  big  a part  as  does  the  man;  and  for  this  rea- 
son, VaMPAC  would  like  to  see  more  physi- 
cians wives  come  into  the  fold. 

The  Board  of  Directors  of  VaMPAC  in- 
creased the  membership  dues  in  VaMPAC  for 
a Woman’s  Auxiliary  member  from  $15.00  to 
$25.00.  This  means  in  1974,  a joint  member- 
ship for  the  physician  and  his  wife  will  be 
$50.00;  where  it  had  previously  been  $40.00. 
This  is  the  practice  of  most  of  the  state  PACs 
throughout  the  nation,  putting  the  women 
members  on  an  equal  footing  with  the  phy- 
sician members. 

VaMPAC  has  been  very  much  involved  in 
the  gubernatorial  race  in  Virginia  this  year. 
The  VaMPAC  Board  of  Directors  and  the 
physician  population  of  Virginia  have  given 
considerable  support,  monetarily  and  other- 
wise, to  the  candidacy  of  former  Governor 
Mills  E.  Godwin,  Jr.  Governor  Godwin  was 
the  principal  speaker  at  the  VaMPAC  annual 
banquet  held  in  Norfolk  on  October  18,  1973. 
There  was  a sell-out  crowd,  and  everyone  who 
was  present  expressed  their  enjoyment  of  both 
the  dinner  and  the  speeches.  VaMPAC  is  gear- 
ing up  for  the  Congressional  races  in  1974,  and 
it  is  anticipated  that  many  of  our  veteran  Con- 
gressmen who  VaMPAC  and  medicine  has  sup- 
ported over  a period  of  years  will  face  stiff 
opposition  in  the  forthcoming  elections.  This 
is  all  the  more  reason  why  both  physicians  and 
their  wives  need  to  rise  to  the  occasion  and 
make  this  program  stronger  than  ever  by  their 
memberships  and  influence.  VaMPAC  has 
been  characterized  many  times  as  “medicine’s 
first  line  of  defense”. 

Robert  G.  Stuart 

Executive-S  ecretary 
VaMPAC 
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Editorial 


The  Tides 

(Circadian  Rhythm  Revisited) 

THE  STORY  OF  THE  TIDES  is  a story  of  forces,  only  vaguely 
plumbed,  which  affect  our  whole  world.  We  all  respond  to  the  tidal  pull, 
“Ebbe  und  Flut  des  Meeres”,  as  the  Germans  describe  it,  and  involuntarily 
react  physiologically,  mentally,  emotionally  and  in  many  other  ways  to 
this  awesome  rhythm.  The  air,  the  earth,  and  especially  the  oceans,  are 
altered  rhythmically  to  this  tidal  flow,  a cosmic  force  extended  across  the 
emptiness  of  space  to  create  a pulse  felt  over  our  entire  planet. 

Tide  origins,  like  ail  gravitational  forces,  are  proportional  to  the  mass  they 
attract.  Oceans,  as  opposed  to  air  and  land,  are  naturally  affected  the  most, 
however  air  and  land  tides  may  be  measured. 

Newton's  Equilibrium  Theory  assumed  an  ideal  ocean  of  equal  depth, 
covering  the  entire  earth.  This  considers  tides  as  statical  problems.  This 
theory  explains  the  occurrence  of  semi-diurnal  tides.  When  the  moon  does 
not  stand  above  the  celestial  equator,  the  huge  “tide  mountains”  are  not 
symmetrical  with  respect  to  the  earth’s  axis,  and  during  the  earth’s  daily  ro- 
tation, a diurnal  inequality  comes  about  between  two  tidal  waves  occurring 
the  same  day.  Also,  when  the  moon  is  over  the  celestial  equator,  the  diurnal 
inequality  disappears.  This  theory  of  Newton’s,  however,  assumes  an  ideal 
ocean  and  constant  equilibrium  between  tide  generating  forces  and  pressure 
exerted.  These  forces,  of  course,  do  not  exist  in  this  fashion,  nor  does  the 
so-called  “ideal  ocean”. 

The  Frenchman,  Laplace,  built  on  Newton’s  theories  and  produced  his 
dynamic  theory  of  the  tides.  This  allowed  for  a tidal  wave’s  period  to  cor- 
respond to  opposite  and  other  forces  exerted.  This  permitted  a sum  total 
effect,  which  allows  for  a compilation  of  the  total  volume  of  water  mass  en- 
compassed in  the  ocean  basins  (of  whatever  size  or  shape),  the  Coriolis 
force  (the  effects  of  the  rotation  of  the  earth),  and  friction.  Northern  and 
Southern  Hemispheres  tend  to  cancel  out  the  forces  of  each  other  (a  tend- 
ency to  deflect  particles  to  the  right  in  the  Northern  Hemisphere  and  to  the 
left  in  the  Southern  Hemisphere).  This  is  best  described  as  the  gyroscopic  and 
frictional  effect.  The  net  effect  is  zero  at  the  equator.  These  forces  ob- 
viously play  a large,  if  not  decisive  part  in  the  formation  of  tidal  currents 
and/or  ocean  tides  and  demonstrate  the  extremely  complex  and  complicated 
Dynamic  Theory  of  the  Tides  of  Laplace.  The  practical  significance,  nat- 
urally, is  to  allow  us  to  predict,  fairly  accurately,  the  course  of  the  tides 
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for  any  given  place  on  a coastline.  Mathematical  calculations  involve  har- 
monic oscillations,  as  well  as  other  studies,  which  are  given  as  the  sum  of 
all  forces  with  a resultant  net  effect.  We  may  categorically  state,  then,  that 
the  amplitude  and  phase  of  a given  tide  will  not  change  with  time  and  will 
be  essentially  characteristic  for  a certain  coastline  location,  thus  allowing  us 
to  predict  the  tide  at  any  future  moment.  This  allows  us  to  better  under- 
stand the  tremendous  forces  pulling  and  pushing  the  huge  (fifteen  foot  high 
and  one  mile  across)  Amazon  River  tidal  waves  (the  Amazon  River  has  the 
longest  tidal  stretch  of  any  river  at  500  miles),  or  the  tides  of  the  Bay  of 
Fundy,  New  Brunswick,  with  their  range  of  sixty  to  seventy  feet  between 
high  and  low  waters.  Mont-Saint-Michel,  off  the  coast  of  Normandy,  may 
be  reached  by  land  only  during  low  water  (and  yet  these  same  roads  may 
be  nearly  forty  feet  below  water  at  high  tide).  Most  of  the  great  ports  are 
on  tidal  rivers  near  shallow  coastal  waters  where  tide  range  is  often  of  con- 
sequence. It  may  be  of  interest  to  note  that  the  tide  rises  one  time  per  day 
in  Manila,  Philippine  Islands,  and  Lake  Pontchartrain,  Louisiana,  and  two 
times  per  day  in  San  Francisco,  California,  Norfolk,  Virginia,  etc. 

A typical  tide  period  is  12  hours  and  25  minutes— hence  high  tide  is  ob- 
served about  50  minutes  later  each  day.  The  range  of  tides  changes  every 
day.  High  tides  keep  rising  higher  and  low  tides  drop  lower  each  day,  with 
maximum  ranges  occurring  about  every  14  days.  “Spring  tides' ’ are  so-called 
when  the  range  is  large,  and  “neap  tides”  when  the  range  is  small.  The 
range  of  tides  varies  with  the  season.  Highest  highs  and  lowest  lows  occur 
near  the  time  of  the  solstices— in  June  and  December.  This  is  also  the  time 
of  maximal  diurnal  inequality.  During  Spring  and  Fall,  near  the  equinoxes, 
the  diurnal  inequality  is  minimal  and  the  ranges  are  close  to  average  for  the 
year.  A “stage  of  tide”  does  not  appear  simultaneously  at  all  points  of  a 
coastline.  On  the  West  Coast  of  the  United  States,  the  “tidal  wave”  pro- 
gresses northward  at  about  150  m.p.h. 

Tidal  currents  are  generally  weak  except  in  shallow  waters  near  the  con- 
tinents, and  their  direction  of  flow  changes  continuously  throughout  the  day. 

Fourier  proved  that  series  of  events  that  repeat  exactly,  time  after  time, 
can  be  represented  by  a series  of  sinusoidal  curves.  Tides  fit  neatly  into 
this  theory,  and  hence  may  be  predicted  exactly  for  future  times  and  places. 
Since  we  know  the  orbits  of  the  celestial  bodies  that  induce  tides,  the  periods 
and  frequencies  of  the  sine  waves  needed  to  represent  the  tides  can  be  de- 
termined. The  Tidal  Institute  in  Liverpool,  England,  The  U.S.  Coast  and 
Geodetic  Survey,  and  others,  plot  the  tides  for  the  world  areas. 

Lord  Kelvin  first  designed  a machine  (1872)  to  record  resultants  of  tidal 

constituents  and  allow  for  prediction  of  tides.  This  was  the  beginning  of  the 
use  of  the  computer  machine  putting  into  practical  effect  Laplace’s  theories. 
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We  know  now  there  are  tides  in  the  Atmosphere  as  well  as  the  Ionosphere 
which  oscillate  and  may  be  measured.  These  involve  thermal  and  magnetic 
forces,  among  others.  By  the  same  token,  land  tides  are  measured  by  sensitive 
instruments  embedded  in  or  stationed  on  the  earth’s  crust.  The  earth’s  at- 
mosphere exerts  different  pressures  as  the  barometer  rises  or  falls.  This  is  a 
part  of  the  equation  demonstrating  land  tides. 

Man,  armed  with  knowledge  of  the  regular  rhythmic  oscillations  of  the 
tides  (of  sea,  air,  earth),  is  in  a better  position  to  understand  some  of  the 
factors  now  emerging,  and  the  extreme  importance  of  them  for  our  general 
well  being,  and  even  survival,  utilizing  the  physiological  clocks  of  man  and 
all  living  creatures  as  alluded  to  in  earlier  articles  by  this  writer.  The  timing 
of  our  medical-surgical  approach  to  patients  should  be  vastly  improved  if  we 
bear  in  mind  certain  elemental  facts.  Even  the  great  Julius  Caesar  himself 
ruefully  accounts  in  his  Gallic  Wars  how  he  temporarily  was  halted  by  the 
forces  of  nature,  when  landing  on  the  shores  of  Great  Britain,  by  his  ignorance 
of  local  tides. 

Recent  research  in  the  field  of  tidal  and  lunar  rhythms  has  demonstrated  a 
cooperation  of  circadian  rhythms  differing  a little,  e.g.  0.8  hour  in  the  length 
of  a single  period.  These  differences  result  in  intervals  corresponding  to  the 
lunar  cycles.  This  helps  us  understand  the  so-called  mystery  of  lunar 
periodicities,  going  on  in  constant  laboratory  conditions.  The  biological  clock, 
even  if  consisting  primarily  of  oscillations  of  a physical  nature,  may  regulate 
many  biochemical  processes,  including  physiological  phenomena  in  cells  and 
tissues,  so  that  they  all  become  diurnally  periodic.  Also,  alterations  in  phy- 
sical properties  can  regulate  metabolic  processes  by  influencing  enzyme  ac- 
tivities. 

Hence,  in  an  area  where  the  tides  are  daily,  one  low  and  one  high  water 
occur  each  lunar  day.  Many  animals  living  in  these  rhythmically  changing 
environments  behave  in  a manner  which  attunes  them  to  tidal  fluctuations. 
Motor  activity,  oxygen  consumption,  and  color  change  are  among  the 
physiological  processes  exhibited  in  these  creatures.  Crabs,  oysters,  flat- 
worms,  sea  anemones,  quahogs,  mussels,  clams,  and  many  other  species  show 
easily  demonstrated  changes  corresponding  to  luni-tidal  changes  even  when 
remote  from  their  native  habitat.  The  phases  of  the  lunar  day  cycle  may  be 
measured  in  these  specimens. 

The  coinciding  of  the  solar  and  lunar  periodicity  with  tidal  periodicity 
comprise  exogenous  rhythms.  These,  in  conjunction  with  endogenous 
rhythms,  have  been  shown  to  affect  all  living  creatures,  including  man. 
Thus,  the  tides  may  be  shown  to  have  a tremendous  influence  on  man,  di- 
rectly and  indirectly. 

Robert  E.  Mitchell,  Jr.,  M.D. 
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Franco  and  Those  Spanish  Juans 


A RECENT  TRIP  to  southern  Spain  threw  little  or  no  light  on  the  practice 
of  medicine  in  that  country.  Language  barriers  and  an  apparent  reticence 
on  the  part  of  Spanish  physicians  prevented  the  formation  of  any  firm  ideas 
by  your  visiting  correspondent.  In  lieu  of  medical  data  the  writer  will  touch 
only  on  some  peripheral  matters.  Fortunately,  readers  who  desire  knowledge 
about  Spanish  medicine  may  obtain  abundant  information  from  the  excellent 
editorials  by  the  late  Felix  Marti-Ibanez  and  the  numerous  definitive  articles 
on  Iberian  medicine  in  MD. 


The  many  middle-age  amputees  encountered  everywhere  in  Spain  are  re- 
minders of  their  bloody  Civil  War  which  immediately  preceded  World  War 
II.  Although  their  war  was  shorter  than  ours,  the  Spanish  suffered  twice  as 
many  casualties  as  did  we  in  our  American  Civil  War.  At  the  end  of  that 
conflict  there  were  no  communists  left  in  Spain.  A visit  to  that  country  is 
a constant  reminder  of  General  Francisco  Franco’s  durability.  Thirty-four 
years  after  his  rise  to  power  visitors  are  aware  that  he  is  still  “The  Boss”. 

The  Spanish  are  generally  a pleasant  and  nice-looking  people.  One  of 
Franco’s  preferences— and  it  is  shared  by  many  of  the  writer’s  generation  in 
this  country— is  that  teen-age  boys  should  be  readily  identifiable  from  teen- 
age girls.  And  so  it  is  in  Spain.  Hippies  are  noticeably— and  pleasantly— 
absent.  The  story  is  told  that  long-haired  males  are  required  to  trim  their 
locks  before  they  are  permitted  to  cross  the  frontier  into  the  country.  The 
teen-age  girls  are  usually  neat  and  attractive,  but  a few  years  and  a few  babies 
later,  they  grow  to  resemble  their  mothers. 

Drugs  are  definitely  on  Franco’s  black  list,  as  is  pornography,  and  the  book 
and  magazine  stands  are  rather  dull  by  American  standards.  Dogs  do  not 
have  the  social  status  in  Spain  they  enjoy  in  England  but  they  are  everywhere 
in  evidence.  They  are  usually  tan  in  color  and  of  a confused  and  undis- 
tinguished ancestry.  Generally  they  appear  well  behaved  and  no  dog  fights 
were  seen.  Perhaps  they  too  have  gotten  the  word  from  Franco. 

The  Spaniard  and  the  house  fly  seem  to  have  worked  out  an  agreement.  If 
there  are  no  screens  in  the  windows  the  flies  do  not  come  in— except  at  meal- 
time. They  differ  from  our  domestic  fly,  for  ours  are  bigger  and  perhaps 
better,  but  theirs  are  definitely  more  agile.  They  are  also  more  alert  than 
their  American  cousins  and  take  evasive  action  with  a correspondingly  higher 
survival  rate.  A contest  with  a Spanish  fly  is  a far  more  sporting  event  than 
a bout  with  our  sluggish  Southern  house  fly. 

Pedestrians  in  Spain  lead  an  adventurous  and  exciting  life.  It  is  generally 
understood  by  the  man-on-foot  that  the  motorist  has  priority  under  most 
conditions,  and  the  pedestrian  does  not  appear  to  resent  being  nudged  from 
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the  highway.  All  of  this  is  done  at  the  expense  of  much  horn-blowing.  A 
news  item  appeared  in  The  Iberian  Daily  Sun  releasing  a survey  by  an  un- 
disclosed American  university  recording  the  number  of  horn  blasts  made  at 
intersections  in  major  cities  around  the  world.  The  researchers  found  that 
Arab  drivers  blew  a world  record  of  1,150  times  an  hour  compared  with  21 
toots  by  London  motorists.  Perhaps  modesty  prevented  any  mention  of 
Spanish  drivers,  but  they  can’t  be  far  behind  the  Arabs. 

A brief  stay  in  Spain  is  adequate  to  alert  the  visitor  that  Franco  has  not 
devoted  too  much  attention  to  the  Spanish  juans.  The  rain,  we  are  told,  falls 
mainly  in  the  plain,  but  much  of  this  water  unquestionably  finds  its  way 
through  the  leaking  taps  and  running  johns  of  hotels  of  both  high  and  low 
degree.  To  the  casual  observer  the  fixtures,  though  undeniably  diminutive, 
are  rather  trim  and  attractive.  Closer  familiarity  reveals  they  are  fragile  and 
full  of  idiosyncracies.  The  problems  that  arise  during  the  day  can  generally 
be  dealt  with,  but  the  sounds  of  steady  trickles  and  occasional  gurgles  that 
emanate  from  the  bathroom  do  not  lull  one  to  sleep.  A short  but  intensive 
rotating  service  on  GU,  admittedly  many  years  ago,  was  of  little  aid  to  the 
writer,  and  even  now  he  can  hear  in  his  mind’s  ear,  just  as  he  dozes  off,  the 
assorted  sounds  of  rushing  Spanish  waters. 

Time  is  not  on  Franco’s  side  for  he  has  entered  his  ninth  decade,  but  in 
view  of  his  many  triumphs  in  the  past,  the  writer  is  still  hopeful  that  the 
Generalissimo  can  cope  with  his  country’s  plumbing  and  future  visitors  will 
have  to  find  something  else  to  write  about. 

H.J.W. 


The  McGuire  Clinic's  Golden  Anniversary 

The  Virginia  Medical  Monthly  congratulates  the  McGuire  Clinic  on  the 
50th  Anniversary  of  its  founding.  On  December  1,  1923,  Dr.  Stuart  McGuire 
and  1 3 associates  established  the  first  medical  clinic  in  Virginia  and  the  second 
in  the  South. 

The  original  members  associated  with  Dr.  McGuire  were  Doctors  W. 
Lowndes  Peple,  R.  C.  Fravel,  Beverley  F.  Echols,  William  Tate  Graham, 
Garnett  Nelson,  Hunter  H.  McGuire,  Samuel  Budd,  John  Bell  Williams,  Guy 
R.  Harrison,  A.  L.  Gray,  John  L.  Tabb,  Virginius  Harrison  and  W.  R. 
Weisiger. 

The  Clinic  will  move  shortly  to  a new  location  in  the  far  west  end  of 
Richmond.  The  journal  wishes  the  McGuire  Clinic  every  success;  may  it 
continue  to  be  as  helpful  to  the  sick  of  Richmond  and  Virginia  as  it  has  during 
the  past  half  century. 

H.J.W. 
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News . . . . 


Calendar  of  Events 

“Problems  Accompanying  Withdrawal  of  Steroid  Therapy”— Continuing  Ed- 
ucation Program  sponsored  by  University  of  Virginia  School  of  Medicine- 
Kings’  Daughters  Hospital— Staunton— January  8,  1974. 

Lombardi  Cancer  Symposium— An  Interdisciplinary  Symposium  sponsored  by 
Georgetown  University  School  of  Medicine— Basic  Science  Building— 
Georgetown  University  School  of  Medicine— Washington,  D.C.— January 
18,  1974. 

“Immunizations  with  Particular  Emphasis  on  the  New  Programs”— Continu- 
ing Education  Program  sponsored  by  the  University  of  Virginia  School  of 
Medicine— Waynesboro  Community  Hospital— Waynesboro— January  22, 
1974. 

“Rocky  Mountain  Spotted  Fever  and  the  Nervous  System”— Continuing  Edu- 
cation Program  sponsored  by  the  University  of  Virginia  School  of  Medicine 
—Langley  Air  Force  Base— Hampton— January  24,  1974. 

AM  A National  Leadership  Conference— Marriott  Motor  Hotel— Chicago— Jan- 
uary 25-27,  1974. 

“Family  Practice  Program  in  the  United  States  and  England”— Continuing 
Education  Program  sponsored  by  the  University  of  Virginia  School  of 
Medicine— Kings’  Daughters  Hospital— Staunton— February  5,  1974. 

“What’s  New  in  Burns”— Continuing  Education  Program  sponsored  by  the 
University  of  Virginia  School  of  Medicine— Waynesboro  Community  Hos- 
pital—Waynesboro— February  26,  1974. 

“Neo-Natal  and  Small  Baby  Problems”— Continuing  Education  Program  spon- 
sored by  University  of  Virginia  School  of  Medicine— Southwest  Virginia 
Conference  Circuit— February  27-28,  1974. 

“Diabetes— New  Concepts  and  Developments”— Continuing  Education  Program 
sponsored  by  University  of  Virginia  School  of  Medicine— Southwest  Vir- 
ginia Conference  Circuit— February  27-28,  1974. 

AMA-AMPAC  Public  Affairs  Workshop— Washington-Hilton  Hotel— Washing- 
ton, D.  C.— March  15-17,  1974. 

Tri-State  Medical  Association— Annual  Meeting— Hotel  Roanoke— Roanoke— 
March  21-24,  1974. 

National  Conference  on  Rural  Health— Sponsored  by  AMA— Detroit-Hilton 
Hotel— Detroit,  Michigan— April  25-26,  1974. 

Seaboard  Medical  Association— Annual  Meeting— Holiday  Inn— Nags  Head, 
North  Carolina— June  13-16,  1974. 

* # * * * 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  September: 

Paul  Henry  Andreini,  M.D.,  Washington, 
D.  C. 

Pablo  P.  Barongan,  M.D.,  Norton 
Salvatore  D.  Barranco,  M.D.,  Blacksburg 
John  T.  Benjamin,  M.D.,  Charlottesville 
Ziyaettin  Asim  Boynuk,  M.D.,  Front  Royal 
Dean  Clark  Brick,  M.D.,  Mechanicsville 
Richard  Bernard  Caspari,  M.D.,  Richmond 
James  G.  Chandler,  M.D.,  Charlottesville 
John  Scott  DeVerter,  M.D.,  Roanoke 
John  Lynn  Dobson,  M.D.,  Virginia  Beach 
Richard  L.  Gaertner,  M.D.,  Vienna 
Daniel  H.  Gregory,  II,  M.D.,  Richmond 
Fang  S.  Horng,  M.D.,  Luray 
Felix  A.  Hughes,  III,  M.D.,  Virginia  Beach 
Samuel  Boykin  Hunter,  M.D.,  Richmond 
William  A.  Isenhour,  M.D.,  Blacksburg 
Manohar  L.  Kapur,  M.D.,  Suffolk 
Chun-Sheng  Lee,  M.D.,  Falls  Church 
Rory  Tsang  Yi  Lee,  M.D.,  McLean 
Stuart  Fred  Mackler,  M.D.,  Radford 
Ramon  Giron  Navarro,  Jr.,  M.D.,  Virginia 
Beach 

Wayne  Coleman  Nickens,  M.D.,  Washing- 
ton, D.  C. 

Robert  Lloyd  Pinnar,  M.D.,  Falls  Church 
Angel  I.  Portela,  M.D.,  Emporia 
Richard  Chute  Potter,  M.D.,  Petersburg 
Francisco  E.  Ramos-Acosta,  M.D.,  Peters- 
burg 

Wallace  P.  Ritchie,  M.D.,  Charlottesville 
Stephen  Quarles  Rodgers,  M.D.,  Nassa- 
wadox 

Milton  A.  Saunders,  Jr.,  M.D.,  Virginia 
Beach 

Fred  Thomas  Shaia,  M.D.,  Richmond 
Samuel  G.  Showalter,  M.D.,  Wise 
Perla  J.  Solinap,  M.D.,  Norfolk 
Virgilio  Conlu  Supetran,  M.D.,  Hopewell 
Raymond  H.  Whitney,  M.D.,  Virginia 
Beach 

Robert  M.  Wilson,  M.D.,  Virginia  Beach 
Nancy  Garrett  Witt,  M.D.,  Fishersville 
Frank  G.  Wray,  M.D.,  South  Boston 


The  Medical  Society  of  Virginia. 

Minutes  of  the  annual  meeting  of  the  So- 
ciety, held  at  Holiday  Inn/Scope,  Norfolk, 
are  included  in  this  issue  of  the  Monthly.  Dr. 
John  A.  Martin,  Roanoke,  was  installed  as 
president,  succeeding  Dr.  Carl  E.  Stark, 
Wytheville.  Dr.  William  R.  Hill,  Richmond, 
was  named  president-elect.  A full  list  of  the 
officers  is  included  in  the  minutes. 

There  were  545  doctors,  134  ladies,  107  ex- 
hibitors, and  24  affiliates  registered,  making  a 
total  of  810. 

The  A.H.  Robins  Award  for  Community 
Service  was  presented  to  Dr.  Fletcher  J. 
Wright,  Jr.,  Petersburg. 

The  next  annual  meeting  will  be  held  in 
Williamsburg,  November  3-6,  1974. 

Northern  Neck  Medical  Association. 

The  fall  meeting  of  this  Association  was  held 
on  October  25th  at  The  Tides  Inn,  Irvington. 
Dr.  William  Bakewell,  Jr.,  Professor  of  Psy- 
chiatry at  the  University  of  North  Carolina, 
was  the  guest  speaker  and  presented  a paper  on 
Office  Treatment  of  the  Anxiety-Depression 
Syndrome. 

Dr.  Horace  Kerr,  Colonial  Beach,  was  in- 
stalled as  president;  Dr.  J.  B.  Davis,  White 
Stone,  president-elect;  Dr.  Harvey  Goode,  Kil- 
marnock, vice-president,  and  Dr.  N.  R.  Tingle, 
Lively,  secretary-treasurer  (re-elected). 

POW  Physicians. 

At  the  meeting  of  the  American  Medical 
Association,  Dr.  Floyd  H.  Kushner,  Danville, 
was  honored  by  The  Medical  Society  of  Vir- 
ginia as  being  the  only  medical  prisoner  of  war 
from  Vietnam.  He  was  presented  a Certificate 
of  Distinguished  Service  and  made  an  Honor- 
ary Member. 

As  a follow-up  of  this  award,  the  Council 
of  The  Medical  Society  of  Virginia  decreed 
that  all  Virginia  physicians  who  had  been 
prisoners  of  war  in  any  military  action  par- 
ticipated in  by  the  United  States  deserve  to  be 
recognized  and  honored  by  the  Society. 
Therefore,  Certificates  of  Distinguished  Serv- 
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ice  were  prepared  and  presented  to  the  follow- 
ing doctors  at  the  annual  meeting: 

Dr.  Towsend  R.  Artman,  Suffolk 
Dr.  Herbert  W.  Coone,  Manassas 
Dr.  Lester  I.  Fox,  Ft.  Monroe 
Dr.  Gene  N.  Lam,  Virginia  Beach 
Dr.  J.  H.  Moorman,  Jr.,  Martinsville 
Dr.  Leo  D.  Pepa,  Salem 
Dr.  Alfred  L.  Smith,  Richmond^ 

If  any  of  our  readers  know  of  other  Virginia 
physicians  who  should  be  similarly  honored, 
we  would  appreciate  your  notifying  the  office 
of  their  names. 

Dr.  Richard  E.  Palmer, 

Alexandria,  has  been  elected  vice-chairman 
of  the  Board  of  Trustees  of  the  American 
Medical  Association. 

Dr.  Robert  D.  Shreve, 

Altavista,  was  recently  elected  president  of 
the  Virginia  Association  of  Professions. 

J.  Shelton  Horsley  Memorial  Awards. 

The  Virginia  Division  of  the  American  Can- 
cer Society  has  presented  the  J.  Shelton  Hors- 
ley Memorial  Awards  to  his  grandson,  Dr.  J. 
Shelton  Horsley,  III,  University  of  Virginia, 
and  to  Dr.  Walter  Lawrence,  Jr.,  Medical  Col- 
lege of  Virginia. 

Dr.  Charles  Scott, 

Farmville,  retired  medical  director  of  Pied- 
mont State  Hospital,  has  been  named  Virginia’s 
1973  honorary  Christmas  Seal  campaign  chair- 
man. 


Obituary 

Dr.  Seward. 

Dr.  Blanton  Page  Seward  died  August  25,  1973, 
at  the  age  of  76  after  several  years  of  declining 
health. 

He  was  born  in  Surry  County  and  graduated 


Dr.  David  B.  Kruger, 

Norfolk,  has  been  reappointed  by  Governor 
Holton  to  the  State  Mental  Health  and  Mental 
Retardation  Board  for  a term  of  four  years. 

Family  Practice  Associate  Desired 

By  young  GP  on  Maryland’s  Eastern  Shore 
for  rapidly  growing  Family  Practice.  Fully 
equipped  and  staffed  office.  Hospital  privileges 
available.  Excellent  hunting,  fishing,  sailing. 
Financial  arrangements  negotiable.  Phone 
301-476-3790  or  write  Ronald  C.  Lenthall, 
M.D.,  P.  O.  Box  131,  Trappe,  Maryland 
21673.  (Adv.) 

Medical  Building — Manassas,  Virginia. 

Design  your  own  suite  in  the  beautiful  new 
four  story  Doctors’  Center.  Best  location  ad- 
jacent to  open  staff  general  hospital  and  doc- 
tors’ park.  Manassas  is  located  about  20  miles 
from  downtown  Washington,  in  the  middle 
of  the  fastest  growing  county.  Present  165  bed 
hospital  is  projected  to  expand  to  500  beds 
within  5-6  years.  Unique  opportunity  for  GP 
or  all  specialties  in  this  prime  location.  Inquire 
L.  T.  Gravatte,  5515  Cherokee  Avenue, 
Alexandria  22312.  Telephone  703-354-8500. 
(Adv.) 

Emergency  Room  Physician. 

Accredited  280  bed  progressive  general  hos- 
pital in  beautiful  Huntington,  West  Virginia. 
Excellent  income  and  working  conditions. 
Send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  Street, 
Huntington,  West  Virginia  25701.  (Adv.) 


from  the  University  of  Richmond  in  1918  and 
Medical  College  of  Virginia  in  1922.  He  interned 
at  Stuart  Circle  Hospital,  Richmond,  from  1922 
to  1923.  Dr.  Seward  engaged  in  general  practice 
in  Isle  of  Wight  and  Surry  Counties  from  1923 
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to  1924  before  becoming  associated  with  Dr. 
Manfred  Call  in  Richmond  from  1925  to  1928.  In 
the  autumn  of  1928  he  located  in  Roanoke  on  the 
Medical  Staff  of  the  Lewis-Gale  Hospital.  Dr. 
Seward  carried  on  an  active  practice  of  Internal 
Medicine  until  his  retirement  in  October  1967. 
Dr.  Seward  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine. 

He  was  a member  of  the  First  Baptist  Church, 
the  Roanoke  Academy  of  Medicine,  The  Medical 
Society  of  Virginia,  the  American  Medical  Asso- 
ciation, a Fellow  of  the  American  College  of  Phy- 
sicians and  a Fellow  of  the  Royal  Society  of 
Medicine  of  England.  He  was  for  years  a mem- 
ber of  the  Roanoke  Chamber  of  Commerce.  Dur- 
ing his  most  active  years  he  published  18  papers 
on  clinical  medical  topics  as  well  as  a study  of 
pioneer  medicine  in  Virginia,  which  appeared  in 
the  Annals  of  Medical  History  in  1939. 

Dr.  Seward  is  survived  by  his  wife,  one  daugh- 
ter, two  brothers,  and  eight  grandchildren. 

Dr.  Seward’s  friends  will  remember  him  as  a 
warm  kindly  person,  who  always  wore  a fresh 
boutonniere.  His  love  of  flowers  is  reflected  in 
the  gardens  of  his  Nottingham  Road  home. 

The  Roanoke  Academy  of  Medicine  wishes 
by  this  resolution  to  express  its  deepest  sympathy 
to  the  family  of  Dr.  Blanton  Seward  and  requests 
that  a copy  of  this  resolution  be  sent  to  Mrs. 
Seward  and  that  a copy  be  sent  to  The  Medical 
Society  of  Virginia  for  publication  in  the  Vir- 
ginia Medical  Monthly. 

Robert  F.  Bondurant,  M.D. 

Warren  L.  Mooreman,  M.D. 

Frank  Alton  Wade,  M.D. 

Dr.  Smith. 

Dr.  Harry  LeCato  Smith,  Jr.,  a long  and  faith- 
ful member  of  the  Albemarle  County  Medical 
Society,  died  on  June  16,  1973.  Dr.  Smith  grad- 
uated from  the  University  of  Virginia  School  of 
Medicine  in  1937.  After  graduating  from  medical 
school  he  continued  his  training  in  New  York 
City,  after  which  he  returned  to  Charlottesville  to 
go  into  general  practice.  After  a period  of  time 
in  general  practice,  Dr.  Smith  became  interested 
in  obstetrics.  He  gave  up  his  practice  to  take 
postgraduate  training  in  this  area,  after  which  his 
practice  was  limited  to  obstetrics. 


As  a dedicated  physician,  he  placed  the  highest 
priority  on  assuring  that  his  patients  received  the 
best  of  care.  Although  he  was  busy  in  his  prac- 
tice he  was  a devoted  husband  and  father  to  his 
wife  and  three  children  who  survive  him.  He 
had  the  respect  and  friendship  of  his  colleagues 
and  he  will  be  greatly  missed. 

Therefore  be  it  resolved,  that  the  Albemarle 
County  Medical  Society  expresses  its  gratitude 
for  having  been  allowed  to  know  and  work  with 
him,  and  its  deep  and  sincere  regret  at  his  passing. 

Be  it  also  resolved,  that  a copy  of  this  reso- 
lution be  spread  upon  the  minutes  of  the  Albe- 
marle County  Medical  Society,  and  that  a copy 
be  forwarded  to  his  family  and  to  the  Virginia 
Medical  Monthly  for  publication. 

Dr.  Vranian. 

Dr.  George  Vranian  entered  this  life  55  years 
ago  destined  to  serve  his  church,  his  family,  his 
friends  and  his  patients  with  love  and  dedication. 

With  all  his  heavy  responsibilities,  George 
found  time  to  participate  fully  in  his  church  ac- 
tivities. He  was  generous  in  this  service,  physical- 
ly, financially  and  morally.  He  was  extremely 
proud  of  his  church  and  talked  of  it  often. 

Left  are  his  wife  and  their  three  children. 
George  deeply  loved  his  family  and  its  unity. 

There  were  many  friends  in  George’s  life  and 
always  he  would  greet  them  warmly  and  enthusi- 
astically. 

For  twenty-four  years  he  practiced  medicine 
in  Richmond  and  throughout  this  time  served  his 
patients  with  warmth,  love,  understanding  and 
good  medicine.  They  in  turn  loved  him  and  felt 
that  they  had  lost  both  a doctor  and  a friend. 

George  graduated  from  the  University  of  Rich- 
mond in  1940  with  a B.  S.  degree.  In  1943  he 
graduated  from  the  Medical  College  of  Virginia 
and  interned  there  for  one  year.  He  then  went 
to  Mount  Alto  Hospital  in  Washington,  D.  C.,  for 
an  Internal  Medicine  Residency. 

He  was  on  the  staff  of  Richmond  Memorial 
Hospital  and  the  Retreat  Hospital  where  he 
served  a term  as  president  of  the  staff. 

Besides  being  a member  of  the  Academy,  he 
was  a member  of  The  Medical  Society  of  Vir- 
ginia, the  American  Medical  Association  and  the 
Southern  Medical  Association. 

Robert  K.  Duley,  M.D.,  Chairman 
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Brayshaw,  James  R.,  151 
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Volkan,  Vamik  D.,  935 
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Walter,  Neil,  123 
Wangensteen,  Stephen  L.,  442 
Warthen,  Harry  J.,  81,  172,  272,  373, 
482,  571,  663,  756,  867,  967,  1165,  1166 
Weaver,  Fayette,  806 
Weyl,  W.  L.,  172,  661,  809 
Whitaker,  Joan  C.,  428 
Wiley,  Beulah  M.,  717 
Williamson,  Sterling  R.,  437 
Wolpin,  Lawrence  S.,  1041 

Young,  Harold  F.,  1117 
Young,  William  H.,  327 


1172 


Virginia  Medical  Monthly 


SUBJECT  INDEX 


Adenoma  presenting  as  a “cold”  nod- 
ule on  I131  thyroid  scan,  An  extra- 
thyroid parathyroid,  643 
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